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| REFLECTIONS ON THE HEALTH 
g CAMPAIGN 


Br Viscount DAWSON OF PENN, M.D., B.Sc., F.R.C.P. 


Tæ fact that the Health Campaign is being 
f ned by the Prime Minister, who has devoted so 
$ ouch of his political life to the cause of Health, and 
‘the has by his side our dynamic Minister, 
| it Kingsley Wood, gives promise of a successful 
imuguration of a considerable venture. 
success, as distinct from mere publicity value, will 
ad won the compass and direction of the cam- 
yim. Had the Ministry taken counsel with the 
‘wie! profession while the campaign was being 
fim, its programme might have been shaped 
‘aly; for it has to be remembered that a 
sith campaign is a larger and more complex under- 
wing than, say, a campaign to extend the benefits 
the postal and telephone services, or a campaign 
Mpprove recruiting. The work of the Ministry of 
kith is so voluminous and varied that the compass 
he campaign will need to be defined and directed 
ip to prevent public interest from being dissipated ; 
j in these days, when public attention easily tires, 
d the campaign outstay its welcome. 
suggest that subjects on which the Ministry and 
> medical profession have not worked out a clear 
1 settled policy should be excluded from the cam- 
gn, because light and leading would not be forth- 
mg. I will take as an example hospital services. 
Ary two systems of hospitals in a town—voluntary 
- wunicipal—without any codrdinating authority 
} a pattern of services and the financial and 
er conditions under which those services are 
ble. It is true that a report on this subject 
been in existence since 1920,1 but no effort has 
:} tm made to implement its recommendations or 
} Mlace the latter by better ones. Nor can the useful- 
‘Ma of the communal services be extended, unless 
wd until responsible coöperation between the doctors 
:§ “a district and the medical officers in the service 
3p “the local authority has been organised. 
3 Agin, what is to be the tune of the propaganda 
a omexion with the campaign? There is a fear 
Æ W when laymen commend the greater use of health 
zt Writs, citizdas will gain the impression that they 
{i ire only to sit still and receive benefits— Shut 
af (Wr eyes and open your mouth, and see what a 
arise!” After all, it is only natural that legis- 
i} Kine should put the weight of emphasis on environ- 
E wnal measures which they devise, and certainly 
isthe more popalar gospel. On the other hand, 
 tkedoctor knows thaf in the last resort health depends 


a the individual min—his knowledge, still more his 

g ci for knowledke, and his will to live healthily 
JE Mave himself. average doctor would put more 
nance on quiet edůçation in smaller communities, 


F ud would be rather hy of mass meetings preceded 
78 parade of posters} which might give the impres- 
$ that the Ministry\was extolling its own doings, 
gad affording hopes o 
am a the fature, 

, A HEALTHY RACE 


` has been indicated that constructive measures 
‘B® | “owe the rearing of a healthy race from before 
E Tearing of a 


; am 

E aty of Health: Interim report on the Future Pro- 

im “Medical and Allied Services. H.M. Stationery Office. 
5053 Lance, 1920, 1, 1183.) 
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birth to full growth will be in the forefront of the 
campaign. May I express the hope that these measures 
will be the beginning and end of the campaign, to the 
exclusion of all other services? To-day it is of 
national importance to plan for a fit race. In former 
days, Nature by her harsh methods went far to secure 
the strong and sturdy by the struggle for existence 
and survival of the fittest; in short, by high death- 
rates which eliminated the weaklings. To-day the 
weaklings are preserved in large numbers, are sup- 
ported partly or wholly by the community, ma 
and produce bad strains, and do damage to the next 
generation. Our policy must secure the rearing of 
fit children, and replace Nature’s method of killing 
the weaklings, by a constructive selection of the 
fittest in body or mind, and enabling them to occupy 
the front ranks of their generation. The best of 
these would become the leaders of their day, and in 
their turn produce a high-grade progeny. 

These ends are likely to be secured by such measures 
as :— 

(1) The provision and availability of good midwifery. 

(2) The instruction and care of those who wish or expect 
to become mothers, 

(3) Infant welfare clinics. 

(4) The study and application of the laws of nutrition. 

(5) Coérdinated education of the body and of the mind 
the teachers of both coéperating with the school doctor. 

(6) The provision of the many and various means of 
physical recreation and especially for urban populations. 


I will pass further to consider these measures. 

(1) Good midwifery.—It would seem that the 
comprehensive measures recently passed by Parlia- 
ment under the guidance of Sir Kingsley Wood 
are likely to meet this need. 

(2) and (3) Motherhood clinics.—I would urge 
that the prenatal and infant welfare clinics should 
become part of a more comprehensive service, 
which I would style “ motherhood clinics.” Such 
a service would embrace those who are contemplating 
marriage, those who are contemplating motherhood, 
expectant mothers, and their infants—in short, the 
complete maternal cycle. Is there any calling in 
life for which there is less education than for that of 
marriage? Knowledge is strength. It is needed 
for the understanding of the claims and implica- 
tions of sex, for the undertaking of the natural 
process of pregnancy, and without undue and avoid- 
able delay. Access to such a clinic would prevent 
those disharmonies which in cases innumerable 
create a sense of failure, and would often preserve 
the perplexed from that slippery slope of discontents, 
distempers of body and mind, with the dangers of 
frustrated marriage and an ill-nurtured family. 
It is true that such a clinic would have to include 
advice on contraception. And why not? It is now 
an accepted principle that parenthood should result 
from choice and not from chance, and the choice 
of the occasions for parenthood carries with it the 
necessity for contraception. On the other hand, 
married people often need and welcome advice 
as to the desirability of adequate parenthood alike 
in the interests of themselves and their families. 
Is it not time to hope that the Ministry will hence- 
forth recognise that deliberate spacing of children is 
an accepted practice, and in this and other such 
questions be guided by realities and not by political 
considerations ? 

(4) The growth of the science of nutrition unfolds 
the prospect of a raised standard of physical and 
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mental vigour if the new knowledge can be applied 
in the feeding of the people. In brief, certain 
substances are needed for a complete diet, such as 
milk, fresh vegetables, and fruit. The provision 
of these substances at a cost within the means of the 
people would involve a new policy of food-supply. 
And further, no plan of improved nutrition will 
avail its purpose unless households learn how to 
buy good food and how to cook it. Malnutrition 
as often results from wrong feeding as from under- 
feeding. It is welcome news that Sir Edward 
Mellanby is making a pronouncement on this subject. 

(5) and (6) Physical education and recreation.— 
The Board of Education is active in enlarging its 
plans for physical education during school hours, and 
encouraging facilities wherever possible for games 
and recreative training, and the recently instituted 
National Advisory Council for Physical Training and 
Recreation, supported by the Government and with 
Lord Aberdare as chairman, and Captain L. F. 
Ellis as secretary, is stimulating and guiding local 
effort to organise recreative training throughout the 
country; and there is to be founded a training 
college in order to supply teachers for physical 
education and organisers of recreative training, and 
to give a course of instruction to boys selected for 
outstanding qualities, in the hope of creating a body 
of Youth Leaders. Further, there is evidence amongst 
the youth of the country of a growing zest in the 
pursuit of fitness, and a sense of its necessity, if England 
is to maintain pride of place in the world. The 
national campaign should quicken these currents 
of thought and convert them into action. 


DEAFNESS 
PREVENTION VERSUS PALLIATION 


By A. Tumarxin, M.B. Liverp., F.R.C.S. Edin., 
D.L.O. | 


HON. AURIST TO THE BOOTLE HOSPITAL AND CONSULTING 
AURIST TO THE BOOTLE EDUCATION COMMITTEE 


Tue disabilities and misfortunes of the deaf are 
at last beginning to receive reasonable attention. 
Electrical means of sound amplification are making 
it possible to educate almost all deaf children, while 
the deafened adult is being encouraged by portable 
hearing-aids and various organisations to battle 
against his limitations and take his part as a normal 
member of society. 

It would, however, be singularly unfortunate if 
these excellent schemes should by their very impor- 
tance and success overshadow other problems that are 
even more important and pressing—I refer to the 
prevention of deafness. No matter how grandiose our 
schemes for the palliation of established deafness it 
is folly to negléct any measure that can diminish its 
incidence. Yet such a neglect is widespread. A 
recent publication of the Medical Research Council 
(Kerridge 1937) shows that well over 30 per cent. 
of juvenile deafness is due to middle-ear suppuration. 
These unfortunate children need educating by the 
most elaborate and expensive methods, and at best 
they will be sadly handicapped in the battle of life. 
It is my present thesis that most of them need never 
have lost their hearing at all. In deafness following 
meningitis and mumps the lesion is usually central 
and consequently incurable. Much commoner, how- 
ever, is the type that follows scarlatina, measles, and 
diphtheria, and this is a result of protracted and 
badly treated middle-ear suppuration. 


AVOIDABLE ERROht. Cancer, tube 


Most patients with scaslatina ad if only the pa 
admitted to hospital, and it is pose case of infa 
acute otitis media that may arise 
beginning. I have shown (Tumarkin've medicine 
rare exceptions the otorrhw@a can be cù. Here read 
three weeks; many take much less. nagnificent ] 
is seldom necessary but in suitable cas for its ne 
valuable. Even apart from the treIt is true 
infection no patient with otorrhea shgula’- Legisl: 
from hospital. This is by no means à n0t be expe 
I believe it is honoured in the breach : 
On the one hand children are kept i 
month after month with their ears pouri 
efficient conservative treatment or possib 
mastoidotomy could cure them. Alternate ref 
worse still, they are discharged and told tł 
for treatment at some out-patient department. 
long-continued suppuration inevitably destroys, 
ing and when bilateral sets the child on the 
which leads to the special school. 


CasE 1.—A boy was admitted some ten years ag 
account of scarlatina to one of the largest fever hos 
in the north of England. He developed bilateral otor1 
and was eventually sent out and advised to hav 
tonsils removed. His parents took him to an oto) 
who duly removed his tonsils and ordered ear drops. A 
later, as the ears were still discharging, a second otol 
was consulted. He, chagrined to find the tonsil | 
bare, ordered more ear drops. There the matter wa 
until two months ago when the patient—now a y 
man—discovered to his dismay that he was too de: 
cope with his work. I found bilateral otorrhwa. Th 
drum was almost destroyed, and the right audi 
canal was full of polypoid granulation tissue. Fortun: 
after the most laborious treatment|the polyps were cle 
leaving a drum with a comparatively small perfora 
The right ear is dry for the first fime in ten years. 
left ear is almost dry but a little mucus escapes from 
Eustachian orifice. This young man now hears b 
then ever he can remember, and{ tackles his work 
confidence. 


It cannot be denied that efficient treatment ra 
beginning would have cured much moré es 
and spared him years of misery., It may be arg 
that conditions are better now han ten years | 


So much for otorrhea in hospit How m 
worse off are we with the otorrhea ocg:urring outs! 
Measles, influenza, pneumonia, and sc‘, on are trea 


at home. Otitis supervenes and is ‘ treated v 
drops. Of course many cases recover spo-ntaneous 
nevertheless only too oftem the otorrhiea drags 
needlessly, causing permanent perforation of 
drum, destruction of ossicles, and pre Yisposing 
future relapses, even if in fortunate casers it does | 
up temporarily. In others, owns to lajck of tre 
ment, the infection becomes chronic as} in Case 
I have shown elsewhere (Tiimarkin 1935b) tl 
probably 50 per cent. of clfronic otorrhea tl 
has resisted out-patient treatfment can be cured 
conservative measures in hospital, The remain 
require a radical (or modified fradical) mastoidecton 
But these cases should fnever occur. Chro: 
otorrhe@a is a lasting reproach to the medical p 
fession. Blame must be f apportioned to gene 
practitioners, otologists, fìnd medical officers 
health alike. Efficient coépe: ration between all th 
could soon make the “chronic ear” a pathologic 
curiosity. Actually it is one of! the commonest cau! 
for the rejection of recruits a nd the invalidism: 
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. A large number of figures has been subjected 
statistical analysis, although mathematical details 
ye been omitted. l 


TABLE I 

Classification of Cases 
Disease. Cases 
Rheumatoid arthritis ; 750 
Osteo-arthritis ae gr ee ge ni 68 
Chronic villous arthritis (climacteric) .. és 23 
Spondylitis ankylopoietica So 7 sa 18 
Gonococcal arthritis ee ia a3 2A 6 
Peri-articular fibrositis .. deg eis a 17 
Unclassified arthritis ee he Sia en 18 
Total 900 


Rheumatoid Arthritis 
CLINICAL ANALYSIS 


Tadg and sex.—Of the 750 cases of rheumatoid arthritis 
yere males and 584 females, a ratio of approximately 
Table II shows the cases in the different age-groups 
met of arthritis and at the commencement of gold 
ment. It includes 48 patients who gave a history of 
ous arthritis, usually of an acute type; in these 


TABLE II 
A ge-distribution 
Cases in age-group 


Age- at onset of at start of 

group. arthritis. treatment. 
0-9 .. ets es 5 i Di 1 
10-19 .. sa a 30 ve ee 7 
20-39 101 se ae 46 
30-39 = 166 104 
~I Ow. 208 187 
50-59 es ia ai 169 242 
60-69 pè Ze ee 63 ees a 141 
10+ ne et ns 8 ea sa 22 
Total 750 750 


te age given is that at which the present attack com- 
wmnced. It will be seen that in a large number of patients 
te diseaso commenced in the age-group 40-60. The 
@-mcidence, both as regards onset of symptoms and the 
onmencement of gold treatment, was approximately the 
ame in females and in males. ` 
Duration of the disease varied from ł month to 52 years. 
h 87 cases it was less than 6 months, in 75 from 6 months 
wl year, in 100 from l-2 years, in 156 from 2-5 years, 
n 174 from 5-10 years, in 123 from 10-20 years, and in 
7 it had existed for over 20 years. 
Ont and progression.—In 458, cases the onset was 
madious, in 250 it was acute, and in 42 subacute. The 
| dase had been gradually progressive in 614, in 93 the 
Wogression was rapid, and in 43 the course had been 
ised by exacerbations and remissions. In 171 
fetients there was a history of constitutional upset, either 
toughout or at the onset of the disease—e.g., loss of 
wight, debility, anæmia, &c. 
Disability —In order to assess the severity of the 
tease in a simple form, we have attempted to grade the 
üability. While the grouping is quite arbitrary and takes 
% cognisance of the causes of the disability—i.e., as to 
viether it was due to pain or joint swelling, muscle spasm, 
z actual contractures—yet it gives an easy method not 
aly of grading the severity of the cases but of assessing 
r improvement. Our criteria for the various grades 
| mi the distribution of cases are shown in Table III. 
| tmay be objected that the criteria laid down for the first 
are based on a factor (ability to do full-time 
+ wk) which must differ greatly from individual to 
dividual; we have attempted to take such variations 
| bo account by altering our standard somewhat in the 
' &æ of those whose work involves great physical strain. 
We have not been able to grade all our cases in this way, 
those in the Table are representative of the whole 
i | 


group. Although many cases fall into Grade 2, there is a 
considerable number whose disability is severe. 7 

Family history.—In 127 cases (16°9 per cent.) there wer 
blood. relations who had rheumatoid arthritis. This figure 
is lower than that found recently in America (Dawson 
and Tyson 1936), but it is greater than in a random 
sampling of the population. The number of unaffected 
blood relations is not known. 

Association with tuberculosis.—In 15 patients there was 
a previous history of tuberculosis in the form of adenitis, 
pleurisy with effusion, or tuberculous disease of bone ; in 


TABLE III 
Distribution of Disability in 534 Cases 


Disability. 
] Slight disability, but able to do full-time work. 712 


2 Moderate disability, with ability to walk and 
use ene arms, but unable to do full-time 
work, 


3 Ability to get about, but marked disability of 69 
the arms, causing considerable limitation 
of como activities such as washing and 
eeding. 


4 Marked disability in the legs—e.g., inability 61 
to get up and down stairs—but moderate 
disability of the arms. 

5 Marked disability of both arms ana legs. 20 
6 Severe disability in both arms and legs, with | 106 
inability to walk, and more severe disability 

of the arms than in grades 3 and 5. 

7 Very severe disability, the patient being com- 21 
pletely bedridden. 

Total .. 534 


81 further patients there was a history of tuberculosis in 
blood relations, and in 62 of these there had been actual 
contact ; in 8 additional cases there had been contact 
with the disease. There is, therefore, an association with 
tuberculosis in 104 cases (13°9 per cent.), probably an 
insignificant figure. 

Previous treatment.—302 patients (40 per cent.) had 
undergone some or all of the conventional forms of treat- 
ment, with little or no benefit in the great majority ; 
206 cases had had spa treatment, 163 had submitted to 
other forms of physiotherapy, and 79 had had vaccines 
(‘‘Warren Crowe,” stock or autogenous). 

Blood sedimentation-rate (B.S,R.).—We shall not discuss 
the B.S.R. in any detail in this paper; its variation in 
rheumatoid arthritis during treatment with gold is very 
complex, and we intend to deal with it in a future com- 
munication. Briefly, we agree with Forestier (1934) and 
others that the B.S.R. is usually raised, sometimes very 
considerably, in rheumatoid arthritis, and as a result of 
gold treatment a fall usually accompanies clinical improve- 
ment. Forestier holds the view that a persistently raised 
B.S.R. is always an indication for further gold treatment , 
which agrees with our experience. We have, however, 
found an occasional rise in B.S.R. in spite of clinical 
improvement, and although the test is a valuable thera- 
peutic index it is by no means infallible. 

Associated conditions were as follows : 


Cases. Cases. 
Hypochromic anæmia— Hypertension— 
Hæmoglobin (Haldane): Systolic pressure : 
75-85 % i3 16 Over 220 mm. Hg #2 \104 
65-75 Loe ba 21} 46 „ 160 ,, 75 
NAET 09 o ». Raynaud’s disease 1 
Addisonian anæmia (1 
subacute combined) 5 | Albuminuria 3 
Psoriasis .. a .- 10 | Myxcedema 3 
Mitral stenosis 6 | Diabetes .. Pe 2 
Aortic stenosis 1 | Bazin’s disease .. 1 


In view of the fact that more than half of the patients 
were over the age of 40, it is perhaps not surprising that 
the incidence of hypertension was high. We have omitted 
to mention a number of miscellaneous conditions found 
in this series of cases, as they appear to be of no significance. 
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METHOD OF TREATMENT 


Our experience is limited to Crisalbine (May and 
Baker) and Lopion (Bayer), given intravenously, and 
to Myocrisin (May and Baker) and Solganal B oleosum 
(Schering), given intramuscularly. In our experience 
there is nothing to choose between the two routes as 
regards results or toxic reactions, although intra- 
muscular injection is often easier in the more crippled 
Cases. 

The injections are given at weekly intervals. In our 
first 100 cases single doses of 0°2 g. were given and the 
total amount of gold salt in one course was approximately 
2'0 g., but for the past three years we have not given more 
than 1:0 g. in a course. In the past our initial dose was 
always 0°05 g. but recently we have reduced this to 
0°025 g. The first injection may be followed by an increase 
of pain, and in that case the initial dose is repeated. In 
the absence of pain the second dose is 0°05 g. and if this 
is not followed by pain the third and subsequent doses 
are 0°1 g. until a total of about 1°0 g. has been given. 


A course therefore consists of about twelve injections. 
The interval between courses is at least twelve weeks, 
and if no toxic symptoms arise in this period a second 
similar course is always given. Similar courses are 
given at three-monthly intervals in any case which 
does not justify the term “cure” or any case of 
apparent cure with a persistently raised B.S.R. ; 
further treatment is also given in the event of relapse. 
If toxic reactions arise treatment is suspended for a 
period depending on their type.and severity ; this is 
usually about two months after the reaction has 
disappeared although, as will be discussed later, 
certain toxic symptoms are a contra-indication to 
further treatment. The above methods of treatment 
are applied to all forms of arthritis. 


RESULTS OF TREATMENT 


The fact must be emphasised that gold has been 
the sole therapeutic agent used in the treatment of 
all cases. We have been unable to eliminate the 
psychological effects of injection therapy, but most 


observers will no doubt agree that psychogenic 


factors do not play an important réle in the majority 
of patients. 

Of the 750 patients with rheumatoid arthritis who have 
been treated with gold during the past four years, 690 
had completed one full course at least in April, 1937. Of 
the remaining 60, 20 had ceased treatment (usually of 
their own accord) on account of toxic reactions, and 40 
had defaulted for reasons unknown. 


We have previously pointed out the difficulties 
associated with the tabulation of results in arthritis 
(1935) and the classification has been slightly modified 
in the present paper. We again use the term “cure ”’ 
for those patients in whom there is complete relief 
from pain and disability other than that due to 
ankylosis, and in whom the blood sedimentation-rate 
is normal. Results falling short of this standard, no 
matter how dramatic, are again recorded as “ marked 
improvement,’ but between this group and that 
showing ‘slight improvement” we are including an 
intermediate class of “moderate improvement.” 
(These cases fell into the “slight improvement ” 
group in our previous papers.) 

Table IV shows the results in 690 patients who 
have completed one course of gold and includes all 
those seen in the past four years, many of whom have 
previously been recorded (1935, 1936). Owing to the 
very large area from which the patients are drawn 
it has been found impossible to keep in touch with 
every case, but 90 per cent. of the patients have been 
seen within the past three months; the remaining 
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10 per cent. are untraceable, and we can only stat 
the results when they were last seen; in many ¢ 
these this was as much as a year after the last injectior 


Taste IV—Results 


Cases and 
Result. l , percentage. 
Apparent cure .. ss za Ji 68 (9-9) 
Marked improvement .. > gee 392 (56-8) le 5-4 
Moderate oe sa és as 90 (13-0) 
Slight 35 ss ss Pe 43 (6-2)- 
No ne Se is ee 61 (8-9) 
Worse .. ang ix we z 17 (2-5) 
Died (various causes) .. s ae 19 (2-7) 
. Total sa a ste T: 690 (100-0) 
Defaulted ay eg af ee 60 
Total 750 


It will be seen that the high proportion of goo 
results previously observed hasbeen maintained i 
the present series of cases, almost 86 per cent. havin. 
shown improvement. As is pointed out later, th 
19 deaths include 9 cases at least of death fror 
natural causes, and most of these had shown marke: 
improvement before death. 

Owing to the possibility that cases may relapse, i 
is of interest to record (Table V) the results in 193' 
of the 300 cases recorded in June, 1936. 


TABLE V 
Comparison of Results after Further Observation 
1936 1937. 

Cured ie one ia TA 25 A 35 
Marked improvement .. 208 154 
Slight i ‘a a 45 oe 37 
No 39 ee ee 17 e... 23 
Worse... na či EA 1 e 7 
Died A a ase ae 4 PP 10 
Untraced oe oe ae —- eeoeee 34 

Total 300 300 


While it will be noted that the number of cases showing 
marked improvement has fallen to some extent, this is 
to be explained partly by the fact that 11°3 per cent. oi 
the cases have not been traced. On the other hand, the 
cases of apparent cure have risen from 25 to 35. It wil 
also be seen that the deaths have increased by 6; in 2 
of these death was due to cerebral hemorrhage, in 1 it 
was due to diabetes, and in 3 the cause has not been 
ascertained. These three latter died approximately twc 
years after the last gold injection, and it is almost certain 
that the ‘cause of death was not connected with gold 
treatment, 


The results in relation to the different drugs used 
are shown in Table VI; this refers to patients who 
have received one or more complete courses. The term 
“ mixed ” is used to refer to those who have had 
complete courses of two or more different preparations ; 
this has frequently been due to difficulties encountered 
in giving intravenous injections. As we have already 
pointed out, larger doses of crisalbine were given at 
the beginning of this investigation than are given 
now, and we have classified separately patients who 
have had more than 1:1 g. of the gold salt in any one 
course. Thus “crisalbine A ” refers to those patients 
who have had courses of 1:1 g. or less of that prepara- 
tion, whereas “‘crisalbine B ” applies to cases having 
had more than 1-1 g. in any one course. Similarly 
mixed A and mixed B refer to cases which have had 
less than 1:1 g. and more than 1-1 g. of crisalbine 
respectively in any one course. The number of cases 
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all drugs, there may be a greater likelihood . of cure 


| than crisalbine is negligible, and it was not thought with crisalbine than with other preparations. . 
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" the crisalbine A and B classes is significant. 


necessary to consider them separately. 


TABLE VI 
Results in Relation to Different Gold Salts (Patients) 


+2] 
int 
Eslddl oal 2] 3 
Q fat O 
34 aaa 13 
ile cel es |e Ge (ee Total. 
No. | No.| No. | No.| No. 
and | andi and land| and 
%. 1 % %. | %.| %. 
9 31 379 
(10-8)}(56-5)|(12-9)|(7-1)| (82) (2-1) (2-4) 
4 96 
(4-2)| (59-4)| (146) (6-3)](10-4)] (31) (2) 
15} 6] 1] 2 2| 25 
(60) | (20) | (4) | (8) (8) 
(2325) (8383) eaeaara llea A 
BO 18 ) ( a} 74 
(22-5)) (45) | (10) | (5) | (7-5) (5) | (5) 
wea [| aleeslasnlsslarsiaey °| 2 
fa (58°3)|( Saza?) ujue 
(11-4) (75) | (4-5) (4°5)| (2°3)| (2:3) 
690 


68! | 392 |. 90 43 61 17 | 19 
(9°9)] (56-8)! (13-0)|(6-2)| (8-9)| (2-5) (2°7) 
Imp. = improvement. 


It will be seen that the results are better in the 
aisalbine B and mixed B classes than in the crisalbine 
å and mixed A classes, and statistical analysis shows 
the difference to he significant. There is evidence 
fom these figures, therefore, that the larger doses 
give better results than the smaller ones. 

The results for the different drugs have also been 
subjected to statistical analysis, and it has been 
thon that the higher number of “cured ” cases in 


l 
TaBLE VII 
Relation of Results to Number of Courses 


45 | 157. 
(13-2) | (45-9) 
162 
(64) 


3 | 66 
(4°3)| (80) 


| TS, S| Ss | ee | ee 


The 


' interpretation of this, however, is doubtful as the 
, transference of 8 of the “ cured ” cases into the 


“marked improvement ” -class would make the per- 


tatages practically the same for all drugs. Thus it 


wuld appear from our figures that although the 


chances of improvement are practically-the same with 


Creases. 


In an attempt to discover the factors that influence 
results of treatment, full statistical analysis has been 
carried out on the inter-relationships between duration 
of disease, disability, and results of treatment in 534 
cases where all three facts were available. To save 
space we have not published the detailed tables, but 
the following conclusions appear to be justified : 
(1) As would be expected, there is a significant associa- 
tion between 
duration and 
disability, ‘the 
disability 
steadily becom- 
ing worse. as 
duration in- 
(2) 
Similarly „the 
results of treat- 
ment become 
significantly 
worse a8 dura- 
tion increases. 
(3) The associa- 
tion between 


Cases 
(%) 
50 


Before treatment, 


disability and 
result is not so 
simple. The 


results in Grade 
1 disability are 


5 50 
relatively poor, 
but there is an l 
improvement 40 | 
until Grade 3 Showing improvement 
is reached. and after o T (shift 
then a gradual PR 


worsening with 
increasing dis- 
ability. The 
explanation of 20 
this is not quite 
clear, but it 
might be 10 
accounted for 
by difficulties in 
the diagnosis of 


early and mild Ok Se A Ge GT 


cases of rheuma- - Grade of ‘disability. 


toid arthritis. 

The Figure is a graphic representation of the altera- 
‘tion in disability as a result of treatment. The black 
columns represent the percentages of cases in the 


- various grades of disability. A pronounced shift to 


the left is seen. 

We have previously suggested (1936) that every 
patient should have at least two courses of treatment, 
and this is borne out by Table VII. The first. line 
shows the results in cases which have. had only one 
‘course of treatment; the possible reasons why these 
patients have not. had second courses are three—many 
had only completed their first course at the time 
the results were analysed, a few had defaulted, and 
others had had severe toxic reactions. It will be seen 
that there is a considerable increase in the number 
of cases showing marked improvement following 
multiple courses of treatment. We have made no 
reference to the stage at which improvement occurs, 
‘and although this is a very variable feature it usually 
commences about half-way through the first course of 
treatment. At the same time, we have frequently 
seen improvement commencing after the. competion 
of the first course. 


`~ 


baned 


i 
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 Relapse.—It is not uncommon to see relapse at 
some stage after the first or subsequent courses of 
gold treatment. The relapse is most commonly seen 
about 6 weeks after the last injection, and for this reason 
Forestier recommends an interval of only 6 weeks 
between courses. Owing to the delay in appearance 
of toxic reactions, in some cases for more than 6 weeks, 
we have held the view for some time that the interval 
-= between courses should not be less than 12 weeks, 

feeling that the risk of delayed reaction outweighs 
the danger of relapse. Relapse has occurred in 129 
of 613 cases which have been seen within the past 3 
months, and the frequency with which it occurred 
and its severity are shown in Tables VIII and IX. 


TABLE VIII | IX 
Frequency of Relapse Severity of Relapse 


S D wt) Š © 

A of; aj a S R| 3 
Stage. 8 Zal $ CEE- > 5 

Q o| A D Ò Q = 

fc 2 T Š [e 


After first course | 81` | 532 | 613 
only. % | 


(13-2 %) 
After subsequent 4i 277 | 318 f 14 17 10 41 
courses only. (129%) 
After first and 7 311 | 318 4 3 0 7 
subsequent (2-2 %) 
courses. 


It appears that relapse is a common occurrence after 
the first or subsequent courses, but a second relapse 
is a rarity. 
Other Types of Arthritis 

Osteo-arthritis—Of 68 cases, 29 were males and 39 
females ; 7 were over 70, 29 between 60-70, 23 between 
50-60, and 9 under 50. Duration of symptoms : 2 months- 
40 years (average 6°4 years). Onset: acute in 5 cases, 
insidious in 635 progress slow in all. Only one case had 
any constitutional disturbance, and in that it was slight. 
B.S.R. (average hourly reading) under 5 mm. in 21 cases, 
6-10 mm. in 22, 11-20 mm. in 20, and over 20 mm. 
in 2, There was previous vaccine or spa and other 
physiotherapeutic treatment in 27 cases. : Hypertension : 
moderate in 11 cases, severein 3. In all cases the diagnosis 
of osteo-arthritis was confirmed by X ray examination. 

Chronic villous arthritis —Of 23 patients, all fell into 
the age-group 40-60 with the exception of 2 aged 61 and 
66. Duration of symptoms 3 months-10 years. Onset: 
acute or subacute in 6 cases, insidious in 17; progress 
slow in all. B.S.R. (average hourly) under 5 mm. in 11 
cases, 6-10 mm. in 3, and over 10 mm. in 7. 

Spondylitis ankylopoietica.—Of the 18 cases, 13 were 


males and 5 females, aged 22-56. Duration : 2-13 years ;- 


progress gradual in 18, 2 showing acute exacerbations. 
History of some constitutional upset in 11 cases. Associated 
hypochromic anæmia in 6 cases; hemoglobin 65-78 
per cent. (Haldane). B.S.R. (average hourly) under 10 mm. 
in 3 cases, 11-20 mm. in 7, 20-40 mm. in 3, and 
40-80 mm. in 4. Cases of rheumatoid arthritis with spinal 
involvement are not included in this group. 

Peri-articular fibrositis —Of 17 cases, 8 were males and 
9 females, aged 26-65. Duration: 6 months-30 years. 
B.S.R. (average hourly) under 10 mm. in 12 cases, 
10-20 mm. in 2, and 42 mm. in 1. 

Gonococcal arthritts—There weré 5 males and 1 female, 
aged 29-42, Duration: 6 months-10 years. History 
of gonorrheea in all 6. Onset of arthritis acute in 4 cases, 
and gradual in 1. B.S.R. raised in 2 cases. 

Unclassified arthritis —There were 13 females and 5 
males, aged 29-75. B.S.R. (average hourly) under 10 mm. 
in 13 cases, and in 2 between 11 and 20. Probably several 
of these were atypical examples of rheumatoid arthritis. 


RESULTS 


With the exception of the osteo-arthritis group, 
the numbers are much too small to enable us to draw 


any definite conclusions (Table X). With regard 
osteo-arthritis, some improvement was seen in m 


TABLE X 
Results in Other Forms of Arthritis 


Ù | Ge 3 3 = 9 
i D o | “aj Gal Gal oa] 2 
Disease. a aS | og 2g Z N : 
Sy omy = 
Osteo- 68 0 10 11 19 22 ( 
arthritis. s | 


arthritis. 


| 
Climacteric | 23 0 7 | 7 5 3 1 
Spondylitis. 18 | 0 ( 
Peri-articular | 17 0 2 2 1 ( 
fibrositis. 
Gonococcal 6 1 2°, 0 1 2 0 ( 
arthritis. | 
Unclassified | 18 5 6 | 3 1 2 0 J 


arthritis. | 


than half the cases, but the results were not co 
parable to those seen in rheumatoid arthritis, and 1 
feel that gold is not likely to play an important pa 
in the treatment of this disease. The good resul 
seen in the few cases of “unclassified ” arthri 
again suggest that some of these may have be 
atypical examples of rheumatoid arthritis. 


(T'o be concluded) 
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IN previous communications Telford (1932, 1934 


reported the disappointing results of cervico-thoraci 


ganglionectomy for the Raynaud phenomenon in th 
fingers. The frequent failure to prevent the attack 
was the more surprising because of the permanen 
success of lumbar ganglionectomy in the treatmen 
of the same condition in the feet. This proved t 
be the experience of all surgeons working in thi 
field of vascular diseases (Gask and Ross 1934 
Ross 1935, Livingston 1935, Adson and Brown 1929 
and it led directly to a belief, widely held in thi 
country, and in America, that stellate ganglionectom: 
was in some way incomplete, in that it left intac 
some of the vasomotor nerves reaching the uppe 
extremity. Anatomical variations in the vasomoto 
pathways to the arm were soon demonstrated (Kunt: 
1927, Sheehan 1933) and were followed by modifica 
tions of the operation which resulted in the inclusior 
of the second and third ganglia in the excision. 

The clihical results, although better, showed thai 
despite complete sympathetic denervating of the 
arm, there were still relapses with recurrence of the 
Raynaud phenomenon. Many theories have been 
advanced to explain this finding, and these will be 
discussed in detail below. Suffice it to say here 
that each theory has failed to explain all the known 
facts, and that therefore none of them is entirely 
satisfactory at the present moment. 
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In this clinic the realisation that lumbar ganglion- 
amy is largely a pre-ganglionic section of the vaso- 
motor nerves of the foot, whereas cervico-thoracic 
sanglionectomy is a post-ganglionic excision for those 
dthe arm, led Telford (1935) to modify the technique 
of the cervical operation by making a pre-ganglionic 
uction. This operation, section of the sympathetic 
ard below the third thoracic ganglion, together with 
divion of the rami of the second and third thoracic 
nrves, has been carried out by Telford since 1935. 
hndependently, Livingston (1935) and Smithwick 
(1996) in America performed a similar operation, 
mploying, however, a different method of approach. 
Physiological support for such an operation, 
which is almost entirely a pre-ganglionic section 
fr the arm, has been brought forward by Free- 


mn and others (1934) and Smithwick and others 


(1984), They pointed out that smooth muscle, when 
wprived of its nerve-supply, became hypersensitive 
adrenaline, a reaction which had been described 
alier by Lewandowsky (1903) and confirmed by 
Meltzer and Auer (1904), Elliott (1905), and Dale 
mi Richards (1918). White and his co-workers 
(1985, 1936, 1937), applying this principle to the 
nets of sympathectomy in the vasospastic condi- 
tions of the extremities, were able to show that pre- 
gnglionic section of the vasomotor nerves rendered 
the blood-vessels less sensitive to adrenaline than 
üd complete denervation by post-ganglionic excision. 
. Ths has been confirmed in animals by Grant (1935) 
| and by Ascroft (1937). 

| These latter papers, important as they are, deal 
ith observations on animals and the findings are 
wt necessarily true for the human subject. The 
' amndant material in Prof. Telford’s clinic (260 cord- 
; fagiionectomies in all) has afforded us the oppor- 
; mity to carry out a series of observations on the 
 Petoperative conditions of these “sympathec- 
wmd” patients. We had, as material for the 
marh, a large number of stellate ganglionectomies 
done between the years 1931-34, and a smaller number 
i preganglionic sections of the thoracic cord done 
| te February, 1935. In two patients we had the 
3 of an exact control because they have 


: the resaltg and relative value of the post- and pre- 
| muglionic operations in the human subject. Since 
ùe majority of the pre-ganglionic cases are of less 
ı ta two years’ duration, it is of course possible, 
- Yough we think it unlikely, that lapse of time may 
ame us to modify our conclusions. The results of 
is investigation, which is still in progress, will be 
. published in detail later, but certain facts which have 
y emerged from the study appear to be of 
wicent importance to deserve publication. 


THE SWEATING MECHANISM 


bence of sweating induced by heat has been 
accepted as evidence of the completeness 

* sympathetic denervation of a limb, for it is 
wdoubtedly true that the sudorific and vasomotor 
ms to an extremity foliow similar anatomical 
Mthways to the periphery. In this investigation 
Ùe sweating mechanism has been tested by warming 
te patients in a cage fitted with electric bulbs, and 
the presence of sweating has been outlined by the 
vimestarch method. It has been possible to demon- 
Mate that reflex sweating of the hands, following 
“eure to the heat of the body only, never occurs 


sre es 


immediately after a complete sympathectomy, whether 
the post- or pre-ganglionic operation has been carried 
out. If, however, the hands of such patients are 
placed under the cage and thus subjected to direct 
heat, sweating is invariable, This sweating in 
response to direct heat will occur over the ulnar side 


of the hand, even after ulnar nerve block at the 


elbow. It seems important, therefore, to emphasise 
that it is only the absence of reflex sweating that 
indicates complete interruption of all vasomotor 
nerves. With this proviso, the method is 4 certain 
guide to the completeness of any operation. By this 
means it has been possible to eliminate one or two 
cases from the present series, patients who showed 
reflex sweating of the hands immediately after 
operation. In such cases, anatomical difficulties have 
resulted in section of only part of the sympathetic 
cord, giving an incomplete result. 

In true cases of relapse the patient is only gradually 
aware of the return of perspiration to the hands, but 
this can always be shown to be present by means of 
a reflex sweating test. Furthermore, in these patients, 
sudorific fibres can be demonstrated in the ulnar 
nerve, since anesthetisation at the elbow prevents 
reflex sweating in the ulnar area of the hand. 


ULNAR NERVE BLOCK 


Injection of the ulnar nerve at the elbow with 
2 per cent. novocain has been carried out, both before 
and after operation. A reddening, followed by a rise 
of temperature, over the ulnar side of the hand, 
indicates the unquestionable existence of vaso- 
constrictor fibres in the ulnar nerve. The absence of 
these colour and temperature changes in the presence 
of complete ulnar nerve anesthesia and palsy is not 
so decisive in ruling out all vasoconstrictor fibres 
to the ulnar area of skin. Lewis (1929) failed to 
obtain any such rise in skin temperature in several 
cases of severe Raynaud’s disease (unoperated), in 
which he had blocked the ulnar nerve at the elbow. 
He interpreted his findings as a proof of the existence 
of a local fault in the digital vessels, these remaining 
in spasm despite the removal of all vasoconstrictor 
impulses. The severity of the condition in his 
patients, who showed ulcerative gangrene at the tips 
of the fingers, suggests that there may have existed 
a local pathological lesion in the digital vessels, which 
would complicate the pictureofsimple vasomotorspasm. 

Simpson, Brown, and Adson (1931) have, however, 
considered the possibility of an accessory median 
supply to account for the persistent vasoconstriction 
in the fourth and fifth fingers after ulnar nerve 
injection, and in their experiments they infiltrated 
the bases of these digits in addition. Ascroft (1937) 
criticises this method on account of the vascular 
dilatation which follows local injection of novocain, 
White (1935) supports this view of an accessory 
median supply, for he finds that even in severe cases 
when ulnar nerve block has failed to raise the skin 
temperature, a subsequent median nerve injection 
will invariably do so. The ulnar and median areas 
in the palm of the hand and fingers unquestionably 
overlap, and there are considerable connexions 
between the two nerves. The nerve-supply to the 
palmar arches may be derived from both sources, 
but as the median nerve has never been known to 
supply any sensory branches to the fifth finger it is 
highly improbable that it innervates the digital 
vessels of this finger. 

The value of the test has been discussed in some 
detail because of criticisms that have been made 
against it as a reliable method of investigation. 
Briefly it can be stated that there can be no dispute 

o2 
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as to the meaning of a positive finding—i.e., an 
immediate rise in skin temperature over the fifth 
finger, following ulnar nerve block at the elbow. It 
indicates clearly the presence of vasoconstrictor 
fibres in the ulnar nerve. In this investigation it is 
this positive finding which has been of the greatest 
value. A negative result is, for reasons stated above, 
open to question, but in order to put this point to 
the test more critically the experiment has been 
carried out before and after operation on the same 
patients, under exactly similar conditions, and with 
the same room temperature. Before operation, 
ulnar nerve injection has invariably resulted in an 
immediate rise of the skin temperature of the fifth 
finger and ulnar side of the hand within 15 minutes, 
without any accompanying rise in the first, second, 
and third digits. In the same patient, immediately 
folowing complete sympathectomy, whether post- 
or pre-ganglionic, no rise in skin temperature has ever 
occurred. These negative findings are conclusive 
evidence that the operation has divided all vaso- 
constrictor fibres which pass along the ulnar nerve. 

We have demonstrated that in every patient who 
has shown signs of clinical relapse after sympathec- 
tomy, whether post- or pre-ganglionic, a rise in skin 
temperature of the little finger has followed ulnar 
nerve block at the elbow. Two cases, who have 
regularly attended for testing since their operation, 
eventually showed. a rise in skin temperature, followed 
later by a clinical relapse. The remaining cases, 
which have shown no clinical relapse after operation, 
have never revealed any rise in skin temperature, 
although the test has often been repeated in the same 
patient. 

INTRAVENOUS ADRENALINE 


The test carried out is that devised by Freeman, 
Smithwick, and White (1934). 

Normal saline is run into the median basilic vein at 
a slow rate, 40-60 drops per minute. After a period 
of half an hour the saline is stopped and an adrenaline 
solution of 1 in 250,000 strength substituted, without the 
patient being aware of, the change. The adrenaline 
solution is run into the vein at the same rate for a period 
of a half to one hour, and skin temperature and pulse 
readings are taken at five-minute intervals. 

The procedure is accompanied by no pain apart 
from the initial insertion of the needle, and except 
for slight headache and some palpitation no un- 
pleasant symptoms are experienced. There is always 
striking pallor of the face, especially in the circumoral 
region, and of the hands and fingers, which appears 
5-10 minutes after the adrenaline has been started, 
and which persists until 3—4 minutes after the adrena- 
line has been stopped. In the fingers and hands 
the pallor is followed by a fall in skin temperature, 
if this temperature is above that of the room. The 
pallor of the face, and in particular of the circumoral 


region, is not accompanied by any appreciable drop ` 


in skin temperature, indicating that here the effect 
is mainly on the minute vessels. Broadly speaking, 
the higher the initial skin temperature of the hand, 
the greater the fall in temperature. When the adrena- 
line is stopped, there is a profuse blushing of the face 
within 3—4 minutes, followed in 5-10 minutes by a 
similar flushing of the hands. With the reddening 
of the hands there is a rapid rise in skin temperature, 
up to that of full vasodilatation. This reaction 
appears to be similar in many ways to the “ over- 
Swing’? occurring in response to cold, described by 
Lewis (1930). Where the temperature of the fingers 
has been initially low—i.e., about room temperature— 
no further drop can occur, yet when the adrenaline 
has been stopped a rapid ‘“‘overswing’’ up to a 


high temperature may occur, indicating release fro: 
a vasoconstrictor effect of the adrenaline. In tl 
later experiments, full vasodilatation has been pr 
duced by placing the hands under the bedcloth 
before commencing the experiment. 

The observation of Freeman, Smithwick, ar 
White (1934), that following pre-ganglionic sectic 
the drop in temperature is less than after pos 
ganglionic excision, has been confirmed. In tv 
patients, in which a pre-ganglionic section has bee 
performed on one side and a post-ganglionic excisic 
on the other, the difference in sensitivity to adren 
line has been watched over a period of 6 months, bi 
after both types of operations this sensitivity h: 
decreased with time. The great difference betwee 
the reaction to adrenaline following the two oper 
tions (post- and pre-ganglionic) in the monke 
(Ascroft 1937) does not appear to be so evident : 
man, Of greater importance is the fact that in tho 
hands which show a clinical relapse after operatio 
the reaction to adrenaline is considerably less the 
in those with no relapse. 


DISCUSSION 


The search for the cause of the relapse of tl 
Raynaud phenomenon following sympathectomy f 
the arm is one of the largest problems to-day - 
vascular surgery. Clearly all cases of incomple 
operation, as revealed by reflex sweating and ı 
clinical improvement immediately after sympathe 
tomy, must firstly be excluded. These cannot | 
regarded as cases of relapse. Relapse implies = 
interval of complete recovery, or at least a co 
siderable degree of relief from the attacks. Obvious 
such relief must be adequately tested by exposu 
to external temperatures which, before operatio 
gave rise to spasm. This point is not always take 
sufficiently into account in judging the immedia 
results of sympathectomy. 

Excluding these operative failures, there remains 
large group of cases which have shown a defini 
improvement, or complete absence-of attacks f 
several months after ganglionectomy and have thi 
begun gradually to relapse. At first the attacks a 
only produced by very prolonged exposure to seve 
cold and they are never as severe as before oper 
tion. Gradually the attacks of spasm become mo 
frequent and more severe, and are brought on | 
shorter exposures to milder temperatures. Final 
after a year or more the patients complain that the 
hands are “almost as bad as ever,” though thi 
frequently volunteer that the fingers now go bl 
rather than white. The time of relapse varied fro 
patient to patient; in some cases it is as early | 
six months, in others it is not manifest for nine 
even fifteen months. Relapse is not an invariab 
sequel and there are patients in the clinic, on who 
cervico-thoracic ganglionectomy was performed | 
years ago, who have never had any attacks in tl 
hand since the date of operation. In consideri 
any theory of the cause of relapse, we must accou 
for the several months of relief which follow eve 
complete sympathectomy and for its permanenc 
even in the arm, in occasional cases. 

Lewis (1929) believes that the explanation is 
local fault in the digital vessels, an over-action of tl 
vessel in response to stimuli apart from nervo 
impulses. Unquestionably the vessels of the skin a 
under the influence of many factors, nervous impulse 
hormonal substances and chemical alterations 
the blood, and chemical substances liberated in t. 
tissues. Any of these acting singly, or in combin 
tion, may bring about an excessive reaction, resulti 
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}n spasm of the arterioles. That the vessels in dif- 
kent parts of the body react differently under the 
ame conditions has been clearly demonstrated by 
levis, In the present investigation we have found 
| that the digital vessels of the hand respond more 
í qickly and more vigorously than the corresponding 
| wks in the toes. Yet it is difficult to believe that 
Lewis's theory accounts for the relapses following 
} mmpathectomy for the arms, for it does not explain 
i te complete cure invariably following lumbar sym- 
i jthectomy and occasionally seen after cervico- 
toracice ganglionectomy. Nor does it account for 
tte period of relief which precedes the relapse in the 
wm. If the local fault remains after the removal of 
noconstrictor impulses reaching the vessels along 
wus pathways, it is difficult to see why it should 
manifest itself in some arm cases and not in others. 
| The hypersensitivity of the vessels to adrenaline 
| blowing sympathectomy, which has been demon- 
, sated by White and his colleagues (1936), will 
amt for the drop in skin temperature occurring 
afew days after operation and becoming permanent. 
| Ths hypersensitivity, however, cannot be held 
; taponsible for the clinical relapse which is observed 
itera definite time interval of 6-15 months, because 
the hypersensitivity is revealed 8—10 days after opera- 
| fon. Furthermore, from our observations, it seems 
tst this reaction of the blood-vessels to adrenaline 
twat its greatest when it first appears and that it 
fads to decrease, being less evident at the time that 
, dinical telapse occurs. In addition, pre-ganglionic 
«tion in the arm several times relapsed in this clinic, 
ad muchsooner than the ganglionectomies. 
Ave or six days after a cervico-thoracic ganglion- 
| tomy the skin temperature of the hand falls 
ai the hand will be invariably colder than one 
n which pre-ganglionic section has been performed. 
krmains in this condition for at least six months 
wire actual recurrence of the attacks supervenes. 
wally it is regarded as an incomplete cure, 
tigh the patients are usually very satisfied with 
erent, Gradually the attacks reappear and the 
 wudition is admitted by both surgeon and patient 
Soe of relapse. The typical history of a relapse 
te preganglionic section is rather different. The 
nd remains hot and a good colour, with complete 
Wwe of all spasm, in every way resembling the 
‘fet after lumbar sympathectomy. When relapse 
| Rervenes it happens quickly and completely, and 
"have had three patients return after an interval 
€23 months, and one after 6 months. 
There remains to be considered the possibility of 
trheration, Against this view there is the obvious 
_Galty of visualising regeneration of pre-ganglionic 
. fs which would function in the absence of post- 
; agionic cell stations, that is, after excision of the 
or cervical and upper three thoracic ganglia. 
Leneration after simple pre-ganglionic section is 
| “er to understand. But this theoretical difficulty 
-Jcounterbalanced by several factors which, if they 
not prove, at least suggest the possibility of 
“teration. In the first place the relapses that 
a followed after pre-ganglionic section have all 
> ured within 6 months after operation, whereas 
-awing post-ganglionic excision, a true relapse has 
“ben seen before 6-9 months and has been as 
has 15 months. The gap left by a pre-ganglionic 
‘tion, where no attempt has been made to separate 
Xat ends, is very small, and regeneration, if it 
I, would be expected sooner than after a wide 
<dionectomy. For this reason Telford has stitched 
ihe upper cut end of the sympathetic cord to the 
kina muscle in all the recent operations. None 


of these pre-ganglionic sections have shown any sign 


of relapse, whereas, by contrast, four earlier pre- 


ganglionic sections in which the upper cut end was 
not stitched up have all relapsed. 

The results of the ulnar nerve injections in this 
investigation have demonstrated the -presence of 
vasoconstrictor fibres in the ulnar nerve in all patients 
who have clinically relapsed after sympathectomy, 
whether post- or pre-ganglionic. In one case a rise 
in skin temperature of the little finger and ulnar 
side of the hand has reappeared for the first time 
6 months after operation. It was not present when 
the ulnar nerve was blocked, 6 weeks and again 3 
months after the operation. The rapidity of regenera- 
tion of sympathetic fibres is well known, and 
regeneration would account for the period of 
several months of relief preceding the relapse, and for 
the gradual progression of the relapse when it does 
occur. It is not difficult to understand the per- 
manency of some cases of stellate ganglionectomy 


‘and the good results of lumbar cord ganglionectomy, 


with its wider excision, when one remembers that 
regeneration of nerves commonly fails to establish 
exact anatomical union and still more often shows 
defects of physiological recovery. 

It is not meant here to convey that regeneration 
accounts for all relapses following cervico-thoracic 
sympathectomy. The arguments that have been 
brought forward are by no means conclusive and 
furthermore they are based on only a few cases. 
The problem is not yet solved, and regeneration of 
vasomotor nerves may be only part of the explana- 
tion. The facts do suggest, however, that before any 
theory of extrasympathetic vasomotor pathways is 
advanced to ‘explain the reappearance of vaso- 
constrictor fibres in the ulnar nerve the possibility 
of regeneration should and must be excluded. 


SUMMARY 


A series of patients in whom the cervico-thoracic 
ganglion has been removed, or its pre-ganglionic fibres 
divided, has been investigated by sweating tests, ulnar 
nerve block, and giving dilute adrenaline intravenously. 

The results do not support the explanations of the 
cause of relapse after sympathectomy offered by Lewis 
in England and White in America. , 

It has been found that the relapse coincides with 
the reappearance of vasoconstrictor fibres in the ulnar 
nerve. It is suggested that regeneration of sympathetic 
fibres must explain their reappearance. , 
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THE BACTERIOSTATIC ACTION OF 


p-AMINOBENZENESULPHONAMIDE 
UPON HAZMOLYTIC STREPTOCOCCI 


BY H. FINKLESTONE-SAYLISS, M.D. Sheff. 
C. G. PAINE, M.D. Lond.* 
AND 
L. B. PATRICK, F.R.C.S. Edin., M.C.0.G. 


(Erom the Department of Bacteriology, Sheffield a 
and the Jessop Hospital for Women, Sheffield) 


Tue work of Colebrook, Buttle, and O’Meara (1936) 
and Fuller (1937) has established that -amino- 
benzenesulphonamide, when administered as such or 
obtained by the cleavage of the more complex sub- 
stances 4-sulphamido-2’4’ diaminoazobenzene and 
disodium 4-sulphamido phenyl 2-azo 7-acetylamino 
1-hydroxylnaphthalene 3’6’ disulphonate, is bacterio- 
static towards hemolytic streptococci. Colebrook 
demonstrated its action in blood in vitro by using 
the slide-cell technique and by setting up similar 
organism-blood mixtures, containing sulphanilamide, 
on Todd’s moving machine, determining the fluctua- 
tions in bacterial population at intervals. Although 
sterilisation occurred eventually, he noted that in the 
earlier phases of incubation the cocci multiplied. No 
attempt was made to assess the part played by fixed 
tissues in dealing with infection by hzmolytic 
streptococci. 

In view of the importance of these observations it 
seemed necessary that this work should be confirmed. 
Investigations have been made also upon any modifi- 
cation of other defence mechanisms that might be 
caused by sulphanilamide. Our inquiry has concerned 
the part played by (1) the blood, (2) polymorpho- 
nuclear leucocytes, and (3) the reticulo-endothelial 
system. Attention was also given to the possible 
toxic effects of sulphanilamide upon these tissues. 


ACTION OF SULPHANILAMIDE IN BLOOD 


Normal defibrinated blood with and without 
sulphanilamide, and normal defibrinated blood ren- 
dered leucocyte-free by Fleming’s method,{ have been 
seeded with hemolytic streptococci and the fate of 
the latter determined after incubation, using the 
slide-cell technique. The results of many such experi- 
ments are substantially the same as those obtained’ by 
Colebrook, although it is considered that this technique 
gives qualitative rather than a true quantitative 
representation of the bactericidal power of blood. 
A typical experiment is shown in Table I. 

In similar bactericidal experiments performed on 
Todd’s moving machine sterilisation was effected in 
the blood containing sulphanilamide, whereas growth 
persisted in the controls. Sterilisation of the blood 
appears to be slow—i.e., after eight hours’ incubation. 
Moreover, in all the experiments where the population 
was assessed by hourly explantation the organisms 
in the blood containing sulphanilamide passed through 
a phase—early in Mou banon= aume which multipli- 


* The expenses of this work were partly defrayed by a grant 
to one of us from the Medical Research Council. 
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cation was excessive when compared with the contre 
When the acme was reached the decline it populat: 
was extremely rapid. An example of this is given 
Table II. 


TABLE I 
DA waar M orpine 
Colonies developing etter: Hl hours’ 
incubation of 60 c.mm., 108° 575* | 190 
Norma] defibrinated blood .. ii 10 41 7 
Ditto plus 1/10,000 sulph... | .. 0 0 
Ditto plus 1/20,000 ,, .. a 0 - 0 
Normal eonbemated jane Solence: 
cyted blood 33 87 Inf 
Ditto plus 1/10,000 sulph... oy 0 0 . 
Ditto plus 1/20,000 ,, .. T 0 0 


Sulph. = sulphanilamide. 
e _peermines by separate explantations into melted bl 


e "Complete homolysis of content of slide cell with a unifi 


granular Fee 
Cells gs no growth were dismantled after a furt 


24 hours’ owing no gr and the contents proved sterile 
explanting into serum broth. 


TABLE II 


Normal defibrinated blood with and without sulphanilam 
(concentration 1/15,000) implanted with dilutions 
14-hour culture of hemolytic streptococci and incubate 
37° C. on Todd’s moving machine, explants being mad 
intervals into melted blood agar. 


Cocci implanted per 100 c.mm. 


accion. 

ae To orci: 1250 400 68 

explanted at— |r] 
Contr.| Sulph.| Contr.| Sulph.| Contr.| Sul 
558 | 1400 | 278 15 | 2¢ 
470 | 2800 | 177 24 | 38 
423 | 5600 | 103 59 | 13 
861 | 72 | 50 353 1 
315 | 35 | 74 702 
296 0 | 24 40 


This sudden fall in population following the raj 
rise might be explained in one of three ways :— 


1. Sulphanilamide may have a much more effici 
bactericidal action upon cultures that have passed thror 
the logarithmic phase of growth than upon young cultu: 

2. Sulphanilamide may be slowly changed into so 
other compound which is the actual bactericidal agent 

8. Sulphanilamide may have a slowly engende 
stimulatory action upon the normal mechanism 
organismal destruction in the blood. 


Considering the third postulate, the normal mechani 
of destruction in the blood seems necessarily depe 
dant upon primary phagocytosis. Colebrook | 
shown, and his experiments have been confirmed 

one of us, that sulphanilamide is able to kill hemoly 


streptococci in blood whether leucocytes are prese 


or not. For this reason the third postulate see 
improbable and therefore was not tested expe 
mentally at this stage. 

Age of streptococcal culture and its relationship 
bacteriostatic effect of sulphanilamide im blood.— 
series of cultures, wherein the total volumes a 
amount of original implant were standard, were ma 
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inserum broth, and incubated at intervals so that they 
reached graded ages at the same time. The cultures 
were enumerated by Wrights method.{ and diluted 
a that their concentrations were approximately equal. 
From these diluted cultures standard volumes were 
seeded into blood containing 1/10,000 sulphanilamide, 
and the blood-organism series incubated at 37° C. on 
Todd’s moving machine. Population curves were 
constructed by enumerating the number of colonies 
developing from standard volume explants made at 


2700 


: 


g 


© 
© 
=) 


T 
© 
© 


8 


h 
% 
` 


M? of colonies developing From (00 cmm. of Blood-organisin mixtures 
N 
3 


0 2 4 6 8 
Period of incubation in hours 


NG. 1.—Relation between age of culture and survival in blood 
containing 1/10,000 sulphanilamide. 


tervals in melted blood agar. The results of such 
a experiment set out in Fig. I show that young 
treptococci pullulate very rapidly in the presence of 

hanilamide ; when the peak of growth is reached 
the population falls away extremely fast. With 
mereasing age of cultures this rise and fall becomes 
progressively less pronounced, and in the 26-hour 
srin the organisms are almost immediately suscep- 
tibe to the bactericidal action of sulphanilamide. 
Thre is thus experimental evidence to support 
pstulate 1. 

The question as to whether sulphanilamide was 
woverted into another substance was investigated 
by seeding 10 c.cm. quantities of blood and of broth 
wth containing sulphanilamide with 1 c.cm. of 
wiiluted culture of streptococci, controls being 
weeded with 1 c.cm. of serum broth. Estimations of 
alphanilamide were made by the diazo reaction 
method, described by Fuller, before and at the end 
of 24 hours’ incubation. No significant reduction in 

 theamount of the drug was detected in any of these 


| ‘$A4mixture of blood, the red-cell count of which is known, is 
æde with the bacterial culture, and the number of bacteria is 
sapared with the number of red cells (Wright 1912). 
lı this experiment the streptococcal chains were completely 
ken up by introducing the culture into a hard glass tube 
| about 2 c.cm. volume of small glass beads. The 
woe was closed with a rubber bung and the chains of arropho” 
disintegrated by holding the tube against a rotating 


uei were 
of a centrifuge 


| emtrically-mounted rubber bung on the en 


a 


tests, with the exception of the control bloods. We 
were at first at a loss to explain this apparently 
anomalous result, but later it was thought that, by 
analogy with results to be recorded below, this 
apparent diminution in the concentration of sulph- 
anilamide in control bloods was due to its slow solution 
in the lipoid envelopes of.the red cells. In Fuller’s 
method precipitation of proteins by trichloracetic 
acid also removes red cells; in the tubes containing 
blood and organisms, complete lysis had occurred 
at the end of 24 hours’ incubation, and it is possible 
that any sulphanilamide dissolved in the red-cell 
lipoid might have escaped removal with the protein 
precipitate. 

Mode of action of sulphanilamide in producing 
bacteriostatic effects upon hemolytic streptococci.—It 
has appeared somewhat surprising that sulphanil- 
amide, a compound so relatively simple chemically 
and so sparingly soluble in aqueous solution, should 
have such a definite bacteriostatic effect upon 
hemolytic streptococci. It is well known that its 
solubility is increased in certain fat solvents such as 
acetone, and the question arose as to whether sulph- 
anilamide is more soluble in fats, more especially the 
fatty substance that can be recovered from acetone 
and ether washings of washed hemolytic streptococci. 


A quantity of this fat was recovered by the method 
employed by Heidelberger and Kendall (1931) and an 
emulsion was made in 10 c.cm. of water containing sulphanil- 
amide, such that the final concentration of fat was 1/50, 
and that of sulphanilamide 1/2000. A control containing 
no fat was also set up. Both volumes were incubated 
in sealed tubes at 37° C. for two hours on Todd’s moving 
machine, and at the end of this time the fat was removed 
by prolonged centrifugation, and the concentrations of 
sulphanilamide in the aqueous portion re-estimated. No 
change was found in the control tube, but in the tube 


previously containing streptococcal fat the concentra- 
tion had fallen to 1/3610. 
Original weight of sulphanilamidein10c.cm. = 0-005 g. 
Original weight of fat in 10 c.cm. .. .. = 020g. 
Calculated final weight of sulphanilamide in 
aqueous solution .. sa n .. = 00027g. 
Calculated final concentration of sulphanil- 
amide in fat ee: oe ee ee oe 1/90 


Repetition of this experiment, using variations of 
the original concentrations of sulphanilamide and of 
fat, did not give a constant partition coefficient, but 
the final calculated concentration of sulphanilamide 
in fat came to 1/100 in one case and 1/96 in the other. 
There seems little doubt that sulphanilamide is there- 
fore far more soluble in the fatty envelope surrounding 
hemolytic streptococci than in aqueous solution, and 
it is highly probable that sulphanilamide owes its 
bacteriostatic action upon hemolytic streptococci to 
the fact that the drug is initially concentrated in the 
fatty envelope. The possibility also presents itself 
that heterophile bacteriostatic actions, such as the 
recorded actions of sulphanilamide upon meningococci, 
are due to a similar solvent action by organismal fat. 


From these results two striking features stand out : 


1. The growth of young streptococci in blood is 
stimulated by sulphanilamide. 

2. Sulphanilamide is more soluble in streptococcal fat 
than in aqueous solution. 


The question immediately presented itself as to 
whether these two facts were related. Standard 
volumes of glucose-bicarbonate medium, made by a 
method similar to that described by Todd and Hewitt 
(1932), were seeded with standard volumes of a 14-hour 
culture of hemolytic streptococci. These were incu- 
bated at intervals so that the resulting cultures 
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reached graded ages at the same time. The organisms 
in each culture were removed by centrifugation, 
washed twice in saline, and the fat extracted by the 
method used before. The weight of fat and the weight 
of dried defatted organisms was determined in each 
case. The results given in Fig. 2 show that as age of 
culture increases the percentage of fat diminishes. 
It is difficult to correlate the presence in young 
cultures of a higher concentration of fat—a relatively 
good solvent of sulphanilamide—with the fact that 


fe) 


WG 


Percentage by weight of Fat 
in haemolytic streptococci 


I6 20 24 


8 12 
Period of incubation in hours 
FIG. 2.—Relation between age o! Cene and percentage weight 
of fat. : 


sulphanilamide stimulates the growth of young 
streptococci. Two explanations are possible : (1) that 
with the diminution of the percentage of fat as age 
increases, the concentration of sulphanilamide in the 
fat of each individual cell increases, and this increase 
is responsible for the bacteriostatic action upon older 
cultures; or (2) that sulphanilamide acts first as a 
stimulant and secondarily as a depressant; such a 
pharmacological action is not unknown, and, that of 
nicotine may be instanced as a parallel. We have made 
no attempt to decide which is correct, although the 
second seems the more probable. 


The stimulatory action of sulphanilamide has been 
demonstrated not only in vitro but also in experimental 
infection. 


Rabbits were given, daily for one month via a stomach- 
tube, 0-6 g. sulphanilamide in water acidulated with 
hydrochloric acid. Control rabbits were given similar 
volumes of acidulated water. At the end of this time, and 
two hours before infection, further doses of sulphanilamide 
= were administered. Both control and experimental 
animals were then injected intravenously with 0-2 c.cm. 
of a 12-hour culture of hemolytic streptococci of moderate 
virulence. At intervals 1 c.cm. of blood was withdrawn 
from the veins of the rabbits and explanted into melted 
agar. The plates were incubated and colony counts 
made on the following day. One series of animals was 
killed eight hours after infection, the others being killed 
on the sixth day. In Table III are given the results of 
such an experiment. 

The spleens and livers of the animals killed eight hours 
after the intravenous injection of hemolytic streptococci 
were sectioned, and by suitable staining (Gram’s method) 
the streptococci which had been ingested by the reticulo- 
endothelial cells were demonstrated. 


No diminution in the activity of the reticulo-endo- 
thelial system was detected in those rabbits that had 
received sulphanilamide. It therefore appears that 
the difference between the number of organisms 
present in the circulating blood of the two sets of 
animals is due to an actual stimulation of growth of 
organisms within the blood by the action of sulphanil- 
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amide. This stimulation could only be demonstra‘ 
when the administration of the drug was discontint 
at the beginning of the stage of experimental infecti 


EFFECT OF SULPHANILAMIDE ON THE ACTIVITY 
HUMAN POLYMORPHONUCLEAR LEUCOCYTES 


The effect of sulphanilamide upon mobility a 
phagocytosis by polymorphonuclear leucocytes vw 
also investigated. Living leucocyte preparations w 
made by the method described in a previous pay 
(Paine 1935), and exposed in a 10 per cent. serr 
solution in Tyrode’s solution containing 1/1000 suly 
anilamide. Observations over a period of six hor 
showed no change in the appearance or motility 
leucocytes. 

Similarly no significant changes were found in th 
phagocytic activity, although the cells were or 
exposed for thirty minutes to the action of ‘sulphan 
amide. A series of tubes containing -nine parts 
normal defibrinated blood containing sulphanilam1 
in concentrations varying from 1/1000 to 1/20,0 
and one part of a 14-hour culture of hemoly 
streptococci, known to be amenable to phagocytos 
were incubated on Todd’s moving machine at 37° 
for thirty minutes. Controls without sulphanilami 
were similarly treated. At the end of incubatic 
opsonic films were examined, the cocci in 200 pol 
morphonuclear leucocytes being counted on ea 
film. 

The results showed that neither depression n 
stimulation of phagocytic activity had occurred duri 
incubation. 

Sulphanilamide and bone-marrow activiity.—Sulp 
anilamide was administered in 1°2g. doses daily v 
a stomach-tube to six rabbits. Of these two died 
the fourth week. All showed a progressive loss 
weight, but the four survivors ceased to lose aft 
three weeks. The average loss of weight was appro: 


TABLE III 


Colonies developing Colonies developi 


from explant from explant 
Time of 1 c.cm, of Time of 1 c.cm. of 
after blood from— e blood from— 
infection. —-jinfection. 
Exp. Control Exp. Contro 
animals. | animals, animals, | animals 
30 min, 110 119 6 
60 201 17 
90 451 0 
120 | 43,750 0 
3 hr. 11 0 
4 » 0 0 


Exp. = experimental. 


mately 500 g. Administration of the drug wə 
discontinued after six weeks when the animals wel 
killed. During the whole of this period, blood count 
were made on alternate days. Little change was note 
in the red cells, but there was evidence that the dru 
had a definite action upon the bone-marrow, as show 
by crises when the total white-cell count was greatl 
increased, on some occasions rising to 30,000 pe 
c.mm. These high counts were due to polymorphe 
nuclear increments and were associated with shower 
of abnormal and nucleated red cells: the reticulocyt 
counts remained almest unchanged. Interesting 1 
this connexion is the fact that showers of abnormal anı 
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meleated red cells have been seen in the blood of 


wmen suffering from puerperal infection whilst under 
slphanilamide treatment. 

In addition to the effects described above, cyanosis 
of the lips and mouths of the rabbits was noticed. 
This persisted as long as twenty-four hours after the 
uministration of the drug, and was accompanied 
by dilatation of the pupils. Of the two rabbits that 
ded, both showed petechial hemorrhages in the 
gutric mucosa and in the muscles and connective 
we. One also showed an extensive hemorrhage 
nto the psoas muscle. Gastric mucosal hemorrhages 
vere also found in the other rabbits. 


 SULPHANILAMIDE AND THE RETICULO-ENDOTHELIAL 
SYSTEM 


The effect of sulphanilamide on the reticulo-endo- 

thelial system was studied by determining whether 

ngestion and absorption of the drug caused any 
iteration in the phagocytic activity of the reticulo- 
endothelial cells of the spleen. 


| The technical method adopted was to outline the 
| phagocytic cells of the spleen by the intravenous injection 
| dindia ink, Each of six rabbits was given 1:5 c.cm. 

ndis ink diluted in saline to 15 c.cm. After a lapse of 

lor days to allow for absorption of carbon pigment, 
- isparotomies were performed and the mesial quarter of the 
| glen removed for section. After a further two days to 
' dw for recovery from. operation three of the rabbits 

wre given by stomach-tube 0-6 g. sulphanilamide mixed 
' with 10 c.cm. acidulated water ; the other three as controls 
 meved the equivalent amount of acidulated water in 
» te same way. ‘These doses were repeated daily for 
 fitem days, after which each rabbit again received a 
a 


TABLE IV 
A—Rabbits (R.) Receiving Sulphanilamide 


— R. 1. R. 2. R. 3. 
Taal felds counted ae 200 200 200 
| Before ulphanilamide— 
| Welds not containing 
i malpighian corpuscles 140 155 164 
o LA number of 
reticulo- endothelial 
| cells per field Ss 32-3 33-4 27-4 
BCH era RT 
l. Fields not containing 
nalpighian corpuscles 107 149 173 
? Average number of 
reticulo- endothelia 
cells per field . . os 51-5 43-0 99-2 
AAN te te es a ee ee 
Prentage change +59-4 +28°7 +262 
B.—Controls (R.) 
Se R.4. | R.5. R.6 
Tal flelds counted 200 200 200 
bime acidulated water— 
l. Fields not containing 
malpighian corpuscles 148 131 141 
‘Average number of 
rticulo- endothelia 
cells per field.. ee 33-6 28-6 22-5 
“Ww acidulated water— 
L Fields not containing 
nalpighian corpuscles 147 118 132 
2 Av number of 
reticulo- endothelia 
n cells per feld.. ee 30-3 25-1 23°5 
k 1mm p 
- mentage change —9°8 —12°-3 | +44 


a = 


athe similar intravenous injection of india ink. Doses 
&mphanilamide or acidulated water were given on the 
; mænth and seventeenth days, and on the following day 
te rabbits were killed and the spleens removed for section. 
Te portions of spleen were cut at standard thickness and 


at right angles to the long axis of the organ. Usinga x 10 
eyepiece and a one-sixth objective, two hundred fields 
were examined for each section of spleen, and the number 
of reticulo-endothelial cells containing carbon counted. 
Some of these fields naturally contained Malpighian 
corpuscles, whose size varied enormously, and for that 
reason it was decided to neglect the count in any field 
which included a portion of a malpighian corpuscle in 
calculating the average number of reticulo-endothelial 
cells per field. The results of this assay are set out in 
Table IV. 

Before drawing conclusions from these results it has 
been borne in mind that two sources of error may be 
present. Shrinkage of the tissue during processing may 
give an abnormally high value to the average number of 
cells per field; in addition attention has been drawn 
by Cappell (1930) to the fact that animals with toxic 
symptoms may show an increased mobilisation of reticulo- 
endothelial cells. These two fallacies probably have some 
bearing on the abnormally high count found in the second 
assay for Rabbit 3. 


These experiments indicate that sulphanilamide 
stimulates the reticulo-endothelial system, although it 
is not clear whether it stimulates the production of 
phagocytic cells or the phagocytic activity of cells 
already ,present in the splenic reticulum. Here it 
should be mentioned that the spleens of the rabbits 
that had received sulphanilamide contained numerous 
large masses of pigment included in clumps of cells : 
these masses were almost absent from spleens of 
control animals. In another series of animals upon 
which daily white blood-cell counts were made and 
which at the same time received daily doses of 
sulphanilamide, no significant change in the percentage 
or total number of large mononuclears was detected. 
Hence it is highly probable that the action of sulph- 
anilamide upon the reticulo-endothelial system is 
in the nature of a direct stimulation of the phagocytic 
properties of the individual cells. 


SUMMARY 


1. The bacteriostatic action of sulphanilamide 
upon hemolytic streptococci is preceded by a phase 
of growth stimulation. 

2. The growth stimulation is more conspicuous in 
young cultures than in cultures that have passed 
through the logarithmic phase of growth. 

3. Sulphanilamide is more soluble in the fatty 
envelope which can be separated from hemolytic 
streptococci than in aqueous solution. The significance 
of this, with regard to its stimulatory and bacterio- 
static actions, is discussed. 

4. Sulphanilamide does not appear to modify the 
activities of polymorphonuclear leucocytes. 

5. Sulphanilamide stimulates the phagocytic activity 
of reticulo-endothelial cells of rabbits. The significance 
of this with regard to its action in infections of human 
subjects has not been investigated. 

6. Sulphanilamide stimulates the production of 
polymorphonuclear leucocytes by the bone-marrow 
in rabbits. 

7. Attention is drawn to certain minor toxic effects 
of the drug. 


In conclusion we wish to express our thanks to Messrs. 
Bayer Products Ltd. for kindly supplying us with the 
drug. 
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ELECTROCARDIOGRAPHIC CHANGES 
OF A T, PATTERN IN PERICARDIAL 
LESIONS 
AND IN STAB WOUNDS OF THE HEART 


By PauL Woop, M.B. Melbourne, M.R.C.P. Lond. 


FIRST ASSISTANT AT THE DEPARTMENT OF MEDIOINE, 
BRITISH POSTGRADUATE MEDICAL SOHOOL, 
HAMMERS HOSPITAL, LONDON 


In cases of acute myocardial infarction serial 
electrocardiograms show characteristic changes that 
are now well recognised. These changes are 
temporally divided into an early and a late phase. 
In the early phase, during the first few days, there is 
elevation of the R-T segment with or without an 
upright T peak; in the late phase which commonly 
lasts for weeks or for months the R-T segment has 
an iso-electric origin, is often upwardly convex, 
and runs into a sharply inverted T peak. The 
two phases frequently overlap. 

Such changes are often referred to as being of 
a coronary type, or they are called “coronary T 
waves.” They commonly occur either in leads I 
and II or in leads III and II, and are most marked in 
lead I or in lead III respectively. In the former case 
the coronary T wave is said to be of the T, type, 
and in the latter it is of the T, type. Infarction of 
the anterior apical part of the left ventricle from 
occlusion of the anterior descending branch of the 
left coronary artery gives rise to the T, type; infarc- 
tion of the posterior basal part of the left ventricle from 
occlusion of either of the circumflex arteries, usually 
the right, gives rise to the T, type. Isolated infarction 
of the right ventricle does not occur. An important 
feature of these electrocardiograms is the reciprocal 
behaviour of the S-T segment in lead III in the T, type 
and in lead I in the T, type. Thus in the former there 
is commonly depression of the S-T segment in the 
early phase, and a sharply upright T peak in the late 
phase. These features have been fully described by 
Parkinson and Bedford,?? by Pardee,*! and by Barnes 
and Whitten.® 

So-called coronary T waves have also been described 
in cases of pericarditis with and without effusion, in 
cases of hemopericardium, and of stab wound of the 
heart surgically repaired. Little distinction has been 
drawn between the behaviour of the R-T segment in 
these conditions and its behaviour in cases of myo- 
cardial infarction. It is the purpose of this paper to 
show that there may be a difference, and that 
there is an electrocardiographic pattern which is 
characteristic of pericardial lesions. 


EFFECTS OF PERICARDIAL TAMPONADE 


From the clinical and experimental studies of Scott, 
Feil, and Katz,’! 82 Clowe, Kellert, and Gorham,°® 
Randles, Gorham, and Dresbach,?” the Foulgers, 18 
and of ‘Bay, Gordon, and Adams, 5 it seems clear 
that a rise in intrapericardial pressure sufficient to 
prevent proper filling of the heart—i.e., pericardial 
tamponade—causes a lowering of the voltage of 
Q R S, elevation and upward convexity of the R-T 
segment, and inversion of the T wave, these changes 
commonly occurring in all three leads and especially in 
lead II. It seems equally clear that the changes are 
reversible when the tamponade effect wears off. These 
conclusions are supported by the clinical studies of 
Scherf,?° of Harvey and Scott,!4 and of Purks.?® 

Cases of pericarditis apparently without effusion 
have been studied electrocardiographically by Porte 


. the effects of pericardial tamponade. 


and Pardee,®* Fitzgerald Peel, Padilla and Cossio,’ 
and by Holzmann.}? From these studies it may b 
concluded that in cases of pericarditis R-T change 
may be temporally divided into two phases, earl 
and late. In the early phase there may be elevatio 
of the R-T segment, and in the late phase there ma 
be inversion of the T wave with or without upwar 
convexity of the R-T segment. The importar 
feature of these changes is that they occur in all thre 
leads and especially in lead II. It must be observe 
however that a small pericardial effusion, indetectab! 
clinically, may cause a high intrapericardial pressul 
if its accumulation is sufficiently rapid, and ths 
therefore the above evidence is not conclusive. 

Herrmann and Schwab 15 experimented with te 
goats, and confirmed the work of the Foulgers o 
Elevation ¢ 
the R-T segment occurred in all leads, but mor 
striking and more frequent was inversion of th 
T wave with upward convexity of the R-T segmen 
Their injection fluid consisted of protein, Dblooc 
or bacterial or sand suspensions, fluids calculated t 
produce a pericardial reaction. As the tamponad 
effect wore off—owing to stretching of the per 
cardium—latér electrocardiographic changes con 
menced. The R-T origin became iso-electric an 
the T waves became inverted in all leads. In 193 
the same authors *° reported the electrocardiographi 
changes in a group of 7 cases of pericarditis of mixe 
stiology. A sufficient number of serial records was 
feature of this study. They concluded that elevatio 
of the R-T segment was especially a feature c 
tamponade, and was therefore seen early with rapid! 
developing effusions ; that it usually occurred in a 
leads, and if only in leads I and II there was neve 
reciprocal depression of the S—T segment in lead III- 
as is commonly seen in cases of myocardial infarction 
and that later changes were seen after the first weel 
and consisted of inversion of the T wave in all lead 
They .considered that this later change, which laste 
for several weeks or even for months, was due to 
process of organisation and repair in the epicardiuz 
and in the subepicardial myocardium. 

In a recent article on tuberculous pericardit 
Harvey and Whitehall!’ report S-T changes som 
what at variance with those described in this pape 
They find that the changes commonly occur in leac 
I and II, and that reciprocal depression of the S- 
segment occasionally occurs in lead III. 


ACCOUNT OF CASES 


The present report deals with a group of 13 case 
of pericardial disease of various kinds: 5 wer 
rheumatic, 2 malignant, 2 streptococcal, 1 tube 
culous, 1 a case of hemopericardium from a rupture 
heart, and 2 were cases of chronic constrictive per 
carditis. Serial electrocardiograms showed chara 
teristic changes in allinstances. Significant elevatio 
of the R-T segment occurred twice; upwar 
convexity of the R-T segment also occurred twice 
flattening or inversion of the T wave was seen i 
every case; and the changes described ocourred j 
all leads and especially in lead II. In the case 
showing elevation of the R-I segment pericardi: 
tamponade was present in one and was not exclude 
in the other. The other changes occurred in cass 
with or without pericardial effusion. In cases wit 
effusion however the voltage of QRS increase 
as the fluid was absorbed. The etiology of th 
pericardial lesion did not influence the findings. 

The important feature of the electrocardiograph: 
changes is their occurrence in all three leads an 
especially in lead II. They may be described =< 


este T E 


wing of a T, pat- Lead 
‘tm, which serves "hs 


p distinguish. them 
, fom similar changes a 
resulting from myo- i= 
ardial infarction CFR 
there they are com- . 
poly of a T, or of 
| aT, type as already ‘Ir 
` mentioned. Examples = 
d this Ta pattern are _ c 
down in Figs. 1-4. lr 
The following case | 
| reported in detail | 
because it illustrates 
. th importance of 
‘recognising this 


k 


; The patient, a man 
} aged 53, was first seen 
by me on Sept. 20th, 
185. He complained 
œ substernal pain of effort, the characteristics of which 
vee diagnostic of angina pectoris. There was moderate 
 devation of the blood pressure, a skiagram showed 
_ tte enlargement of the heart, and an electrocardiogram 
. ws normal. Full investigations yielded no additional 
' paitive information. The diagnosis was angina pectoris 
| from occlusive coronary atheroma. 

He improved temporarily but.on Jan. 12th, 1936, he 
- wasreadmitted to the Hammersmith Hospital with acute 
myocardial infarction. The signs and symptoms were 
typical, and an electrocardiogram showed classical changes 
dthe T, type (Fig. 54). His course was satisfactory 
ud he was discharged on March 5th, 1936. 

Qn April 8th, 1937, he was examined at an out-patient 
| blow-up clinic. In the meantime and against advice 
be had working hard as a navvy and in the week- 
. ads he often undertook heavy gardening. He had been 
fee fram symptoms except that after walking 10 miles 
| @afew occasions he developed mild angina, Examina- 
fim revealed little. His blood pressure was still 190/100 
an. Hg, to which it had returned after his attack. of 
jauary, 1936. An electrocardiogram was perfectly 
mmal (Fig. 5 B). 

Final admission.—On April 16th, only a week later, 
b was readmitted with a three-day history of severe 
- absternal pain which had begun during 'the night and had 
twakened him. Deep breathing aggravated the pain. He 
boked ill, grey, and a little cyanosed, He was afraid to 
teatho deeply on account of the pain despite an injection 
d morphine gr. $. He preferred being propped up but 
vas not distressed when lying flat. His temperature was 
VIF., and his pulse-rate 130, regular. There was no 
widence of systemic venous engorgement, the liver was 
jet palpable but not tender, and there was a trace of 
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Tı type. a ) April 9th, 1937 
dectrocardiogra 
pericardium. Typical T, pattern ; early phase. 
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FIG. 1.—Acute rheumatic pericarditis. Tamponade not excluded. T, pattern: early phase. 

FIG. 2.—Heemopericardium. T, pattern ; early phase. : 

FIG. 3.—Tuberculous pericarditis with effusion ; proved by paracentesis and guinea pig inoculation. 
T, pattern ; late phase. 


' FIG. 4—Malignant pericardial effusion; carcinoma of bronchus infiltrating pericardium ; proved 
_  gatautopsy. T, pattern ; late phase. TE 


cedema of the legs. There were a few bilateral basal rales 
to be heard in the lungs. The heart sounds were rather 
faint, there was gallop rhythm, and there’ was a peri- 
cardial friction rub. The blood pressure had fallen to 
130/90 mm. Hg, and there was a leucocytosis of 15,000 per 
c.mm, with 82 per cent. of polymorphs. The clinical 
diagnosis was acute myocardial infarction, and he was 
treated by absolute rest and repeated injections of 
morphine. 7 

An electrocardiogram taken on the day of -admission 
showed elevation of the R-T segment in all leads and 
especially in lead II (Fig. 50). This was a typical T, 
pattern, early stage, and a diagnosis of ruptured heart 
with hæmopericardium was suggested. Confirmatory clini- 
cal evidence was not forthcoming. - The clinical features 
were consistent with an acute myocardial infarction alone, 
and percussion of the cardiac borders did not suggest 
pericardial effusion. . 

Three days after admission, on the 6th day of the ill- 
ness, auricular flutter developed with a ventricular rate 
of 190. This was promptly controlled by intravenous 
digoxin. His condition seemed to improve and it was hard 
to believe that he had a ruptured heart. On the 9th day 
of the illness his rhythm returned to normal and an electro- 
cardiogram again showed elevation of the R-T segment 
in all leads and especially in lead II. Ruptured heart 
with hemopericardium was again suggested and another 
search was.made for confirmatory clinical evidence. The 
temperature was now normal, the pulse-rate 90, respiration- 
rate 25, and the blood pressure 125/75 mm. Hg. The 
pulse was small but not paradoxical. The heart sounds 
were faint and pericardial friction had given place to 
pleural friction. Percussion of the cardiac borders was 
repeated frequently but did not suggest pericardial 
effusion. There was however con- | 
siderable emphysema. An impaired | 
percussion note at the left base and 
a frequent dry paroxysmal cough 
were the only suggestive clinical 
features. On the 10th day of his 
illness the patient died suddenly. 
He came to autopsy with the clinical 
diagnosis of acute myocardial infarc- 
tion, and with a suggested electro- 
cardiographic disgnosis of hæmo- 
pericardium with tamponade due to 
cardiac rupture. 

Autopsy revealed a large hæmo- 
pericardium surrounded by a greatly 
thickened fibrinous pericardial sac. 
A perforation was found through a 
recent infarct at the base of the left 
ventricle posteriorly. The fibrin 
scraped off the heart weighed 50 
grammes, and tke heart itself 425 g. 
The right circumflex coronary artery 
was thrombosed, giving rise to — 


- 
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the infarct at the base. There 
was also an old white fibrous 
infarct at the apex of the left. 
ventricle anteriorly, and there Tomy te: 
was severe occlusive coronary is ce 
atheroma. In addition there - 

_ was considerable emphysema of | 

the lungs and there was moderate II 
passive venous congestion of the 
viscera. | 
The case illustrates the diag- 
nostic and prognostic value 
of recognising electrocardio- 
graphic changes of the 
pattern, 


VENTRICULAR STAB WOUNDS 


Another group of cases 
must now be considered in 
respect of the electrocardiographic changes produced 
—cases of stab wound of the heart. In 1935 Koucky 
and Milles 1°? collected 8 such cases already reported 
and added one of their own. From an analysis of 
these 9 cases they concluded that the electrocardio- 
graphic changes were due to myocardial injury ‘and 
that they were of similar character whether.the wound 
was in the left or in the right ventricle, and whether 
the anterior descending branch of the left coronary 
‘artery was ligated or not. The electrocardiograms 
showed initial elevation of the R-T segment and 

subsequent inversion-of the T wave, appearances 
` commonly seén following myocardial infarction. 
Davenport and Markle,” influenced by the work 
of Katz, Feil, and Scott,®2 were more inclined 
to regard the changes as an efiect of pericardial 
tamponade. i , 

A recent case of stab wound of the heart, surgically 
repaired by Gissane, and reported in THE LANCET 
of July 17th, 1937, afforded an opportunity for 
serial electrocardiographic study (Fig. 6 4, B, and c). 
This case and 13 others collected from the litera- 
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FIG. 6.—Case of stab wound of right ventricle ae 1937). (A) Second day. Heen 
pericardium. T, pattern; early phase. Thr 
phase. (C) Six months later. Normal T waves. 


(B ee weeks later. T, pattern; l 


ture 4 8-11 16 19 24 25 29 33 have been analysed and a 
presented in the Table. It is concluded that ear 
changes, occurring within'the first few days, consi 
of ‘an elevation of the R-T segment, and that su 
sequent changes, which may last a month or tw 
consist of inversion of the T wave with or wit 
out upward convexity of the R-T segment. T. 
electrocardiogram finally returns to normal. 

It is also evident that when the wound is situat 
in the anterior part of the left ventricle towards t 
apex, or if the anterior descending branch of t 
left coronary artery has been ligated, the electr 
cardiographic changes are usually of the classic 
T, type, and are therefore almost certainly direct 


due to the myocardial injury. But when the wou! 


is situated in the anterior part of the right ventricle t 
electrocardiograms conform to the T, pattern describ: 
in the earlier part of this paper. In the early pha 
there is elevation of the R-T segment, and in the la 
phase inversion of the T wave, the changes occurri 
in all three leads and especially in lead II. It 

obvious that these changes may be due to hem 


VENTRICULAR STAB WOUNDS 
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. Reference. 


rj 
E si d : | ; Electrocardiograms. 
| Dor , ; ea 
g © > & ? al 
2 | p SE 33 Early phase (Ist week). Late phase (2nd week—2nd month). = 5 
C ag Sa l £ a] © g a 
Author. Spl OF Q. & l 2a 
g | 8b Rae 2H R-T elevation in 4 | g| Inversion of T y | E | E 
E- E Sa lead— St | Os in lead— a (Syl ea 
@ leolme| M Bo | ES. ae |>S| as 
E S| À SS |p a3 psn 
A Q oA Q od 
J I II III a I II III | 
a aN E a ce 
10| Davenportand |L.V./ Yes.) ? ++ + |R-T take-off} III | III}; ++ + Upright| — |III| No 
others. iso-electric T wave. 
24| Porterand |L.V.|No.| ? ++] ++ (|S-T take-off] — | — + + Upright. — | — | No 
‘Bigger. epressed 
4 een and |L.V.| No.| Yes +++ +++ Iso. I III} +4 +4 +++ + III | III} Yes 
alley 
11 pkn and |L.V.! No.| Yes Se i See F — | — | Yes 
hillips. : 
16 Holubec. L.V. No ? eos eo ee ee + Diphasic. Upright. —€ I ee 
11 Elkin and R.V.| Yes.| Yes.| Frict.|+ ++] ++ | Depressed.| — | — + Upright. | Upright. — | — | No 
ps. rub. : 
25 Purks. R.V. Yes.| ? +++] +++ | Depressed. | — | — ++ |Dipbasic. | Upright. — — | No 
8| Davenport. IR.V.|Yes.| No.] .. A e, <i mee è + + +++ ++ J|ILIII| I | No 
29) Schlomka. |R.V.] ..] ? Iso. y + i Iso. III |I + ++ + — |ITIII]| .. 
ery sl. 
24 Porter and |R.V.|No.| ? : ++ ++ | — I + + + + I — | No 
er. ; 
33) Warthen R.V.| No.| ? priet: + + Iso. I, II | — | Upright.| Diphasic. + + I, II | — | No 
rub. 
19 Kouoky and |R.V.| No.|Yes.| Yes. | ++ | ++ Iso. — |I + ++ + — |I| No 
es. 
9 Pavonport and |R.V.| No.|Yes.| .. Sb | seek ++ — JIT oe . oie .. | No. 
arkle. 
Gissane’s case. |R.V.| No.| Yes.; .. + ++ Iso. WI | II + \+t+ + III | II | No. 
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| pericardium which is an essential complication of 

' gl these cases. The alternative explanation is that EFFECTS OF THE 


snterior right ventricular injury gives rise to electro- THYROTROPIC HORMONE OF THE 
ardiographic changes of the T, pattern. There is 


: ` N 
t 
1 
l 


little evidence for or against this point. Isolated AN TERIOR PITUITARY IN MAN 
anterior right ventricular myocardial infarction does 

, pot occur clinically,! 18 but in the cat Crawford and By E. F. SCOWEN, M.D., M.R.C.P. Lond. 

, others’? showed that experimental cauterisation of ASSISTANT DIRECTOR OF THE MEDICAL PROFESSORIAL UNIT 
the anterior part of the right ventricle produced no Sefer ea ONDON RAR 


_ dectrocardiograpbic changes when the lesion was 
baal, or slight changes of the T, coronary type 
when the lesion was apical. Their findings with DvuRING the last few years experimental work on the 
ksions in other situations fitted well with current physiology of the anterior pituitary hormones has 
knowledge concerning the relationship of the R-T advanced very rapidly, and it seems imperative to 
changes to the site of myocardial injury in the human demonstrate that their action in man is the same as 
_ bart. Thus posterior basal left ventricular lesions in the lower animals. The presence in the anterior 
; poduced changes of the T, type, and anterior apical pituitary gland of a substance capable of stimulating 
kft ventricular lesions produced changes of the the thyroid has been recognised for a long time, and 
T, type. What evidence there is therefore favours the properties of this thyrotropic hormone have been 
the view that in cases of anterior right ventricular studied considerably in animals with crude prepara- 
tab wound surgically repaired the electrocardio- tions, but preparations suitable for use in clinical 
graphic changes produced are due to the associated medicine have only recently become available. There 
hemopericardium. is now no doubt that in normal animals the thyro- 
cone valor Senier activity, dn Kepoplgeestomind euinale the 

1, Cases of pericarditis with or without effusion 8 i ee E A E ; 


: f : thyroid becomes inactive, and repair of thyroid 
ad of any etiology, and cases of hemopericardium function can be effected by anterior pituitary implants, 
may give rise to electrocardiographic changes qualita- or by injections of thyrotropic hormone. These 
tively aoe to those produced by myocardial changes can be observed directly by examination of 


the gland itself, indirectl i th 
2 “Pericardial T waves” may “however be e gland itself, or indirectly by observations on the 


distinguished from “coronary T waves” by recogni basal metabolic rate, which runs parallel with the 
-d f thyroid activi i , ais 
ton of the T, pattern which is characteristic of the egree of tayroid activity (Collip 1935). In anima 


PAGTOIN therefore the thyroid gland is dependent on constant 
bmer and which is in contrast to the T, and Ts stimulation by the gran hormone of the 
types of the latter. anterior pituitary gland for its normal activity, and 

3. In cases of left ventricular stab wound electro- yariations in the secretion of the thyrotropic hormone 
ardiographic changes are usually of the T, coronary regulate the changes in thyroid activity under physio- 
type and are probably due to the myocardial injury. logical conditions. 

4. In cases of right ventricular stab wound electro- To show that the pituitary controls thyroid function 
anliographic changes are usually of the T, pattern jin man, and thus demonstrate the essential similarity 
ad are probably due to hemopericardium. of the pituitary and thyroid mechanisms in man and 

I wish to thank Sir Frederick Menzies, chief medical in animals, it is necessary to prove three main points:— 
dicer of the London County Council, for his kind per- 1, That the human thyroid gland can be stimulated 
mion to publish this material, and Mr. W. Gissane for by the administration of thyrotropic hormone. 


gving me the opportunity of investigating his case of stab 2. That the human thyroid ceases to function after 
wound of the heart by means of serial electrocardiograms. destruction or removal of the anterior pituitary gland. 
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Experimental Investigations 


Patients were kept at rest in bed, and under the 
same conditions throughout the experiment. Com- 
plicating factors, particularly anzmia, were repaired 
before the period of observation was begun. Estima- 
tions of the basal metabolic rate were made twice 
weekly, and no experiments were undertaken until 
constant results were obtained. The thyrotropic 
hormone was prepared by.extraction from the anterior 
pituitary glands of pigs. The activity of each batch 
was measured in Heyl-Laqueur units,! so that dosages 
could be compared. The injections, which were 
given intramuscularly into the buttock were painless, 


and no local reactions, either immediate or remote, 


were observed at any time. 
_ For the first experiment two men were chosen who 
showed no evidence of endocrine abnormality. 


CASE I 


One of them was given 1200 units of thyrotropic hormone 
daily for three days. There was a prompt rise in the 
basal metabolic rate from a basal level between minus 
5 per cent. and 0 to a maximum of plus 40 per cent. 
on the sixth day after the first injection. The metabolic 
rate then slowly returned to the basal level during the 
next two weeks (Chart I). 


l TH. 
50 3600units 
40 Paa 
30 
20 
10 
0 
— |0 
4 2) 2 4 l B 25 2 9 
AUGUST SEPTEMBER OCTOBER 
CHART I (Case 1).— Normal man. T.H.=Thyrotropic 
hormone. 
CASE II 


The second man was given smaller doses of hormone, 
He received daily injections of 400 units, In this case the 
rise in metabolism again occurred, but was more gradual. 
It rose from a basal level between minus 5 per cent. and 
_ plus 4 per cent. to plus 45 per cent. after 12 injections. 
The treatment was then stopped, and the metabolism 
fell to the basal level during the next week. 


PITUITARY INSUFFICIENCY 


Next three patients were selected whose pituitary 
glands had been destroyed by tumours, either in or 
near the pituitary gland itself. 


OASE IN 


The first patient was a man aged 46, who had had curious 
attacks for the last. 17 years. ‘They usually occurred 
in the early mornings, and were prone to be severe when he 
got up early and had no food. The attacks consisted 
mainly of a feeling that he did not know where he was. 
He had occasional occipital headaches, which would often 
radiate towards the vertex. For the last two years the 
headaches had become more frequent and more severe, 
The eyesight had recently begun to fail and he noticed 
that he was becoming slower mentally. He thought that 
his face had become fuller. 


3 One guinea-pig unit of Heyl-Laqueur is half the daily dose 
that, injected intraperitoneally on two successive days, induces 
@ given degree of thyroid epithelial development in at least 
ge per cent. of the test animals within 48 hours of the first 

ection. 


DR. E. F. SCOWEN : THYROTROPIC HORMONE AND THE PITUITARY 


across with it. 
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On examination there were no obvious skeletal chang 
His mentality was slow, his skin dry and cool, and 
had bilateral optic atrophy. The blood pressure w 
108/78 mm. Hg. There was persistent bradycardia a: 
hypothermia. Radiograms showed considerable enlars 
ment of the pituitary fossa with erosion of the posteri 
clinoid processes. The basal metabolic rate was min 
30 per cent. 

He was given 10 daily injections of 400 units of thyr 
tropic hormone, and the basal metabolic rate rose pr 
gressively to a level of plus 9 per cent. on the tenth da 
The clinical change during this time was easily noticeab! 
The bradycardia and hypothermia disappeared, the sk 
became warm and smooth, and his cerebration improve 
After cessation of the injections, the basal metabolis 
slowly fell to a low level again. 

Craniotomy was performed, and a tumour was four 
occupying the pituitary fossa, and extending out under tl 
right optic nerve, pulling the whole of the optic chias: 
As much of the tumour was removed : 
possible, Histological sections of this tumour showed tł 
characters of a craniopharyngioma. The patient died: 
few days after operation, and at autopsy the pituitar 
destruction was verified, and no damage to the overlyin 
brain was found. 


CASE IV 


The second patient was a woman, aged 46, who for tw 
years had had complete amenorrhea, which she ascribe 
to an early menopause. For the last year she had bee 
having pain in both eyes, and during the last few month 
had noticed a gradual failure of vision. She had occasiona 
frontal headaches, but they were-never severe. O) 
examination at that time there were no skeletal changes 
She had bilateral optic atrophy with a bitemporal hemi 
anopia. A radiogram showed considerable enlargemen 
of the pituitary. fossa. Craniotomy was attempted, bu 
had to be abandoned owing to the low blood pressure 
For the next six months her sight improved temporarily 
but she became slower mentally, and then her sight begar 
to get worse again. On re-examination there was stil 
no skeletal change, but her skin had become dry anc 
harsh, her eyebrows were thinned, and she had developed 
a diffuse brownish pigmentation. She also showec 
persistent bradycardia and hypothermia. Her blood 
pressure was 95/70 mm. Hg. There were no myxade- 
matous deposits. In view of the bad general condition 
and low blood pressure further operation was not performed. 

The basal metabolic rate was found to be minus 40 per 
cent. She was given daily injections of 400 units of 
thyrotropic hormone. After thirteen injections the 
metabolism had risen to minus 4 per cent. It was then 
impossible to continue, as the patient was becoming less 
lethargic and very intolerant of interference. After 
cessation of injections the metabolism slowly fell down 
to the basal level. The pulse-rate and temperature 
became normal for a few days at the height of the response, 
but rapidly returned to their previous low level as the 
metabolism fell. 


CASE V 


The third case was a man aged 23, who during the last 
two years had developed attacks of severe frontal headache 
often associated with vomiting. The attacks had become 
progressively worse recently, and he began to notice 
diplopia and failure of vision particularly in the right eye. 
On examination he was lethargic, but could be roused 
easily. There were no skeletal changes. The skin was 
dry and scaly, but there was no myxedema. The beard 
was scanty and the eyebrows thinned. The genitalia were 
normal. The blood pressure was 120/80 mm. Hg. The 
pulse-rate was normal, but there was persistent hypo- 
thermia. The right eye was slightly proptosed, and there 
was complete blindness in this eye. The pupil was large 
and inactive, and the movements were almost nil. The 
left eye showed loss of the temporal field of vision and early 
optic atrophy. A radiograph of the pituitary fossa 
celta complete destruction of the bone forming the 7 

ossa.. | 
The basal metabolic rate was minus 45 per cent. He | 
was given eight daily injections of 600 units of thyrotropic 
hormone, and the basal metabolism rose to minus 1 per 


| 


- pituitary, it might be 
agested that some 
us diagnosed as 
hypothyroidism or 


towing no evidence 


pituitary secretion. 


W LANCET) 


DR, E. F. SCOWEN : THYROTROPIC HORMONE AND THE PITUITARY 


[oor. 2, 1937 801 


wt, During this time he became more alert, the pulse- 
nie rose and the temperature became normal (Chart II). 

The pituitary fossa was then explored, and a tumour 
tasfound lying in the roof of the right orbit and surround- 
ng the right optic nerve. It also extended down through 
the diaphragma sella, and had destroyed the pituitary 
dnl. The tumour was removed as completely as 
punible and proved to be a neuroblastoma. 


From these observations it is clear that in man the 
tiyrotropic hormone is capable of stimulating the 


tiynid gland to greater activity. In these cases 
7 an pituitary destruction, the thyroid had markedly 


diminished or even ceased to function, and repair of 
thyroid activity was effected by administration of 
thyrotropic hormone. Thus it was demonstrated 
tat the relation of the anterior lobe of the pituitary 
dnd and the thyroid is the same in man as in the 
bwer animals, 


HYPOTHYROIDISM 


If thyroid hypofunction in man can be caused by 
hile of adequate stimulation from the anterior 


nyredema, and 


a gross pituitary 
destruction, might 
uerertheless be due 
t a simple failure of 


20 


27, 
MAY 


Such cases should JUNE 


 wpad to thyro- 


topie hormone, 
whereas thyroid 
hpofunction arising 
fm a local thyroid lesion should not respond 


_ ad the thyroid secretion should need to be replaced 
- thyroid medication. 


dx patients with classical myxcedema were studied 


bvm this point of view. Several of them had a 
rere anemia, which was associated with menor- 


tagia, This ansemia was repaired before any experi- 
tants were begun. No patients were included in 
ùi group unless they had true myxcedematous 


— deposita, All had a low basal metabolic rate varying 
` fom minus 25 to minus 40 per cent. They were 


WR? 
9 
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0 
60 
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T.H. 20000 units 


m 


CHART III.—Patient with myxædema. 
S.T. = Sodium thyroxin. T.S, = Thyroideum siccum orally. 


T.H.4.800 units 


3 
FEBRUARY 


CHART If (Case 5).—Destruction of pituitary by 
neuroblastoma. T.H.= Thyrotropic hormone. 


given injections of thyrotropic hormone in daily 


_ doses for 10 days. The total dosage ranged from 


2400 to 20,000 units. In none of these patients was 
there any significant rise in the basal metabolic rate. 
They were then given 5 mg. of sodium thyroxin intra- 
venously, following which they all showed a prompt 
rise in metabolism from 10 to 20 per cent. This 
response was allowed 
to subside and thy- 
roideum siccum given 
by mouth. There was 
another rise in meta- 
bolism, but more 
gradual than with 
thyroxin (Chart III). 

It is obvious, there- 
fore, that classical 
myxcedema does not 
respond to  thyro- 
tropic hormone, and 
behaves as if it were 
a local lesion of the 
thyroid gland. Occa- 
sionally, however, patients are seen who show 
hypothyroidism without myxedema, and whose 
symptoms are similar to the condition seen in pituitary 
destruction, with mental slowness, dry cold skin, 
bradycardia, hypothermia, and in women, disturbance 
of menstruation. Even though no evidence of gross 
pituitary destruction can be demonstrated in these 
patients, the clinical picture suggests that the anterior 
pituitary is failing to stimulate the thyroid, and that 
treatment with thyrotropic hormone might correct 
this condition. 


S.T. 5 mg. 
intravenos T.S. 0-2g. 


daily 


10 24 


j 
JULY 
T.H. = Thyrotropic hormone, 


CASE VI 


A man who showed this con- 
dition was investigated (Snapper 
and others 1937). He was aged 44. 
He was apparently robust and 
healthy until the age of 18 when he 
had a prolonged illness with diar- 
rhea and vomiting. He was inca’ 
pacitated for one year. After this 
he apparently improved, and was 
fit enough to join the army duri 
the war. But in France he had 
another severe attack of diarrhea, 
which was called dysentery. Fol- 
lowing this he developed a severe 
dyspepsia. An abdominal explora- 
tion was performed, and owing to 
dilatation of the duodenum, a 
duodeno -jejunostomy was per- 
formed. He was relieved at the 


“a time, but has had recurrent attacks 
-J of dyspepsia ever since. He has 
Q B 5 2 19 2 3 0 7 24 3 7 14 become very constipated and has 
MAY JUNE JULY ' AUGUST frequent bleeding from piles. For 


QUET IV (Case 6),—Hypothyroidism 
a hormone, 


without myxedema. T.H.= Thyrotropic 


many years he had noticed that he 
was getting slow and lethargic, his 
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hair had been falling out, and shaving became less 
frequently necessary. Recently he began to get very 
breathless on exertion, and to have severe palpitations, 
often with marked precordial discomfort. 
On examination he was extremely pale. The skin was 
dry and cool. There was marked frontal and occipital 
alopecia, and the eyebrows were thinned on the outer sides, 
The beard was scanty, the axillary hair absent, and the 
pubic hair poorly developed and of feminine distribution. 
He was very slow mentally, and in all his movements. 
His temperature was subnormal, but his pulse-rate was 
normal, He was severely anemic and hed achlorhydria 
to histamine. This was treated with iron and the anemia 
was repaired. The piles were injected and the loss 
of blood ceased. The repair of the anemia lowered the 
pulse-rate and improved his cardiovascular symptoms, 
but there was no effect on his other conditions. The 
basal metabolic rate now varied between minus 14 and 
minus 30 per cent. He was given six daily doses of 
thyrotropic hormone, making a total dosage of 6000 units. 
Following this, there was a dramatic change in his condi- 
tion. His skin became warm and moist, he developed a 
fine tremor of the hands, and in contrast to his former 
lethargy he became nervous and excitable, and at times 
very restless, The thyroid gland became slightly swollen, 
and a systolic bruit became audible over it. The basal 
metabolic rate rose rapidly and continued to rise for three 
weeks, reaching a maximum of plus 88 per cent. The 
reaction then slowly subsided, and the metabolic rate 
fell during the next ten days to 12 per cent. (Chart IV). 


Discussion 


‘From the evidence it is justifiable to conclude that 
the thyroid gland in man is under the control of the 
anterior pituitary gland. In the absence of stimula- 
tion from the pituitary, thyroid function ceases, and 
variations in the amount of stimulation by the thyro- 
tropic hormone regulate the degree of thyroid activity. 
The hormone thus provides a valuable weapon for 
deciding in any case of hypothyroidism, whether the 
hypothyroidism is secondary to failure of the pituitary 
or is a primary thyroid failure. Cases of hypo- 
thyroidism can be then classed into two main groups. 
In the first variety or true myxcedema, whether 
spontaneous or from thyroid removal, no response 
can be obtained by giving thyrotropic hormone, and 
replacement therapy with thyroid itself must be used. 
This observation is interesting, since it has been 
shown that in some cases of myxedema there may 
be excessive amounts of thyrotropic hormone circulat- 
ing in the blood. 

There is a second and much smaller group of 
patients who show hypothyroidism, without the 
pathognomonic sign of myxedema, the infiltration 
of the subcutaneous tissues. They have mental 
retardation, associated with alopecia and dryness of 
the skin, bradycardia, and hypothermia, and the 
clinical picture resembles pituitary destruction, and 
suggests a primary pituitary failure with secondary 
thyroid hypofunction. This has been shown to be 
true of the patient recorded here, since a marked 
response could be obtained by the use of thyrotropic 
hormone, which could not be obtained in cases of 
frank myxedema, in whom the lesion is presumably 
in the thyroid gland itself. 

The position of hyperthyroidism is not yet clarified, 
and apart from the association of thyrotoxicosis with 
active acromegaly, no suggestion has been found 
that an increased secretion of thyrotropic hormone 
occurs in Graves’s disease. In fact, such observa- 
tions as have been made in man suggest the reverse, 
that there are smaller amounts of hormone present in 
the blood and urine than normally. 

In animals following prolonged treatment with 
thyrotropic hormone the thyroid ceases to overact, 
returns to a resting state, but shows no evidence of 
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exhaustion (Scowen and Spence 1936). There mu 
therefore have developed a mechanism for protect 
the thyroid from excessive stimulation. Apparent 
a substance is produced which inhibits the actic 
of the thyrotropic hormone (Collip and Andersc 
1934, Scowen and Spence 1936). This is called =z 
antihormone. It is not yet certain whether this |! 
an exaggeration of a normal hormone antihormo!} 
balance, or a response to foreign material injecte 
with the hormone. It seems unlikely that an anim. 
would develop a true antibody to its own hormon 
since this would render it valueless to the organisn 
though an antibody might be formed in response to 
hormone prepared from a different species. But, 
one considers that there is normally a balance betwee 
hormone and antihormone, failure of production c< 
antihormone would make the thyroid and possibl 
other structures more susceptible to the action c 
smaller concentrations of thyrotropic hormone. 

It is interesting to note that exophthalmos can b 
induced in animals by injections of thyrotropi 
hormone, even when the thyroid is no longer over 
active or has even been removed (Loeb and Friedma: 
1932, Marine and Rosen 1934, Schockaert 1932. 
This fits well with the clinical observation tha 
exophthalmos may progress or even develop for th 
first time after thyroidectomy in Graves’s disease. 

Apart from cases of pituitary insufficiency, it i 
doubtful whether there be any therapeutic indication 
for the use of thyrotropic hormone in man, as hypo 
thyroidism can be corrected, and the metabolisn 
accelerated more simply, more cheaply, and perhap: 
more safely, by the administration of thyroid extract 
Nevertheless, more knowledge must be obtained from 
human material of the actions of the thyrotropic 
hormone and its behaviour in health and disease. 
The question of the production of antihormones in 
man must also be investigated, for as yet such sub- 
stances have only been found in animals, and the 
final proof that they have any bearing on the practice 
of medicine must rest on observation in man. 


Summary 
Thyrotropic hormone prepared from the anterior 
pituitary gland of the pig raised the metabolic rate 
in man in health and in cases of pituitary insufficiency, 
but was without effect in myxedema. 


My thanks are due to Prof. L. J. Witts and Prof. J. 
Paterson Ross for the facilities which they have given 
me. I am grateful to Dr. A. N. Macbeth of Organon 
Laboratories and Prof. Schoeller of Schering Ltd. for 
supplies of anterior pituitary material, 
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WORLD-WIDE MALNUTRITION. — Speaking in the 
second committee of the League Assembly at Geneva 
on Sept. 22nd, Mr. Robert Bernays, parliamentary 
secretary of the Ministry of Health, referred to the 
extent of malnutrition outside Europe. In India, he 
said, there were probably millions of people who could 
not afford more than one meal a day ; in China, according | 
to the Chinese Government, ‘‘ most Chinese are in a state 
of malnutrition all the time ” ; and from his own personal 
experience this spring he could emphasise how acute there — 
was the problem of undernourishment in tropical Africa. 
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CLINICAL AND LABORATORY NOTES 


ACUTE INFECTIVE ENDOCARDITIS DUE 
TO BACTERIUM COLI 


By G. Emmys Harries, M.B. Lond., D.P.H. 


MEDICAL SUPERINTENDENT TO THE CARDIFF CITY 
ISOLATION HOSPITAL ; AND 


J. M. L. BurRtensHaw, B.M. Oxon., D.P.H. 


ASSISTANT LECTURER IN PATHOLOGY, WELSH NATIONAL 
SCHOOL OF MEDICINE 
° 


WELL-AUTHENTICATED cases of infective endocar- 
ditis caused by Bacterium coli are sufficiently uncommon 
to warrant description of a single example. 


A girl, aged 18, was admitted to the Cardiff City Isolation 
Hospital on April 22nd, 1937, as a case of typhoid fever. 
It was subsequently elicited that two years earlier she 
had had an illness simulating chorea. She had been ill 
since April 15th with headache, shivering, repeated 
vomiting, and obstinate constipation. The day before 
admission her serum gave O agglutination to 1/50, but no 
H agglutination, with Bacterium typhosum, and no 
agglutination with the paratyphoid organisms. 

On admission she complained of severe frontal head- 
acho and drowsiness. Her temperature was 101-2° F., 
pulse-rate 122, respirations 26. The heart sounds were 
regular, but the apical first sound was blurred. The 
fauces were injected and the tongue furred, Nothing 
abnormal was felt in the abdomen. 

Investigations and progress.—Repetition of the Widal 
tests on April 26th showed no change. The leucocyte 
count at this time was 13,000 per c.mm. (polymorphs 
69 per cent.). By the 29th there was increased drowsiness, 
a temperature oscillating between 100°—103° F., and a well- 
conducted. apical systolic bruit. A tentative diagnosis of 
infective endocarditis was made. From April 30th 
onwards crops of petechial hemorrhages appeared on 
various areas of the skin and in the conjunctive, 
and the cardiac bruit grew more pronounced. Four days 
before death the area of splenic dullness became definitely 
enlarged, and the previously swingmg temperature dropped 
to normal. She became very apathetic and exhausted, 
incontinent of urine and feces, and died on May 10th. 
Daily examination of the urine during her illness 
consistently revealed a trace of albumin and occasionally 
red blood-cells. In spite of repeated attempts the 
causative organism was not recovered from the blood. 

Pathology.— At the post-mortem examination acute 
infective endocarditis was found. The auricular surfaces 
of both cusps of the mitral valve were completely hidden 
by exuberant masses of deep red friable vegetations, 
which almost occluded the valvular orifice, and extended 
upwards on to the auricular walls and downwards over 
the chordse tendinexz. Microscopically the vegetations 
consisted of fibrin thrombus in which were embedded 
clumps of short or almost coccoid Gram-negative bacilli. 
There was acute inflammation of the mitral valve, but no 
sign of old inflammation or other abnormality. The 
kidneys contained many small- pyæmic abscesses and in 
the lower pole of the left kidney there was a recent septic 
infarct. In both the abscesses and the infarct were masses 
of Gram-negative bacilli similar to those in the mitral 
vegetations. The spleen was enlarged and rather soft. 
The lungs showed an early broncho-pneumonia. The 
mucosa of the cecum and the ascending colon was congested 
and microscopically there was in some areas necrosis 
of the villi with scattered hemorrhages in the submucosa. 

The whole of the skin surface, the conjunctive, and the 
pleure and peritoneum were flecked with numerous deep 
red petechiæ. The other organs were normal. 

Bacteriology.—A broth culture tube inoculated from the 
centre of one of the mitral vegetations gave a pure growth 
of a non-motile Gram-negative bacillus, which consisted 
of short plump rods and almost coccal forms, similar 
to those seen in the vegetations and in the kidney lesions. 
‘On agar it produced after 24 hours low convex glistening 


grey colonies of a form commonly assumed by Bact. coli. 
On human and rabbit blood agar the colonies became 
surrounded after 24 hours with a zone of hemolysis. The 
organism gave a negative Voges-Proskauer and a positive 
methyl-red reaction ; it produced acid and clot in milk, 
and reduced nitrates. It failed to liquefy gelatin. It 
fermented lactose, glucose, mannitol, and dulcitol with 
liberation of acid and gas. It failed to ferment maltose, 
saccharose, insulin, salicin, and adonite. Culturally and 
biochemically, therefore, it fell into the group Bact. coli. 


DISCUSSION 


Cases of Bact. coli endocarditis are reported by 
Horder (1906), Norris (1911), Thayer (1926), Cowan 
(1926), Dickar (1932), Phipps (1932), Duhig (1933), 
and by Crawford and Cruickshank (1934). l 

Owing to the ease of contamination of tissues in the 
cadayer with coliform organisms we consider it 
essential that, besides culture of the organism from 
the affected valve, microscopic examination should 
reveal the abundant presence of a Gram-negative 
bacillus in the vegetations. Of the cases cited above 
only one case recorded by Horder, two by Dickar, 
one by Duhig, and one by Crawford and Cruickshank 
satisfy these postulates and are admitted to discussion. 

Dickar, on the grounds that the organisms isolated 
from his cases failed to ferment saccharose, dulcitol, 
and salicin, but fermented adonitol, classified them as 
Bacterium acidi lactici, which he regards as a species 
different from Bact. coli. It has, however, long 
been recognised that different strains of Bact. coli, 
though similar in most cultural and biochemical 
properties, vary in their power to ferment certain 
sugars and alcohols. Topley and Wilson (1936) 
do not congider that minor differences of fermentative 
power justify the creation of separate species in 
addition to Bact. coli. They prefer to group commonly 
occurring strains with similar motility and fermenta- 
tive powers as varieties within the species Bact. coli, 
so that according to their classification Dickar’s 
two organisms have the characteristics of Bact. coli, 
var. acidi lactic. 

Crawford and Cruickshank entitle their case 
“ Infective Endocarditis due to Bact. coli,” and state 
that the organism isolated from the heart valve gave 
all the reactions of Bact. acidi lactici. They do not 
discuss its bacteriology, but clearly consider it very 
closely related to Bact. coli. Duhig’s organism falls 
exactly into the variety Bacterium immobile of 
Topley and Wilson. Bacteriological details of Horder’s 
organism are not given. The organism isolated 
from the present case, though culturally and in most 
biochemical respects falling within the species 
Bact. coli, does not exactly correspond in fermentative 
properties with any of the varieties tabulated by 
Topley and Wilson. 

A question worth consideration is the point of 
entry and original focus of infection in these cases 
of Bact. coli endocarditis. Jacob (1909) and Brian 
(1912), in two series of cases of Bact. coli septicemia 
without endocarditis, found that the common sites 
of primary infection in descending order of frequency 
were the biliary tract, the urinary tract, the gastro- 
intestinal tract, and female genital tract. Felty and 
Keefer (1924), whilst corroborating the importance 
of these sites, rank genito-urinary infection at the 
head'of the list. Out of their 28 cases of Bact. coli 
septicemia 20 had undergone surgical manipulation 
of the genito-urinary tract. All these authors 
record a small remnant of cases in which no primary 
focus could be found. 
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Of the cases of Bact. coli septicemia with endo- 
carditis now under review, Duhig’s had a pyelo- 
nephritis following pregnancy, one of Dickar’s a 
prostatic abscess, which had been incised from the 
rectum, and the other cholecystitis ; from all these 
oci an organism identical with that found in the 
heart valve was cultivated. No primary lesion is 
mentioned in Horder’s case. Crawford and Cruick- 
shank, on the grounds that their case had suffered 
from gastro-enteritis and showed an inflamed but 
not ulcerated colon, suggest its mucosa as the portal 
of entry of the causative organism. In our own 
case we consider the microscopic lesions in the colon 
mucosa to be secondary to the septicemia, and the 
primary focus remains unascertained. 


Our special thanks are due to Dr. W. Parry Morgan, 
Cardiff City bacteriologist, for confirming the bacterio- 


logical findings. 
REFERENCES 


Brian, H Oe) es Arch. klin. io: 106, 379. 
med. J. 


Cowan, J. a: Glasgow 
Crawf and a kg R £3938), eal 122, 21. 
a ee Mea. as 


; ' 303. 
dies tin Siep Pathology, Philadelphia. 
er, W S a nel Hopk. Hosp 
W. : con “Principles of 


INTESTINAL INFESTATION BY LARV OF 
A DRONE FLY 


By H. A. Cookson, F.R.C.S., M.R.C.P. Edin., 
D.P.H. Camb. ° 


HONORARY PATHOLOGIST TO SUNDERLAND ROYAL INFIRMARY; AND 


H. OLDROYD, B.A., F.R.E.S. 


ASSISTANT KEEPER, DEPARTMENT OF ENTOMOLOGY, BRITISH 
MUSEUM (NATURAL HISTORY) 


A MAN aged 35 complained that he had noticed 
blood and a large number of “ worms ” in his motion. 
Beyond some slight itching around the anus he was 
not inconvenienced in any way. 


He was a glazier by trade, but previously a sea-going 
engineer. He had made three trips abroad (dates not 
known), covering a period of 12 months in all, visiting 
India twice and the Black Sea once. 

Two years ago, in the summer of 1935, he passed, he 
says, two “worms” of the same kind as those passed 
during the present attack. On both occasions he was 


Late larval (“‘rat-tailed”’) stage of Eristalis. 


using a field latrine on a housing estate on which he was 
working, and thus saw the parasites easily. Apparently 
there were no parasites noted in between the two occasions, 
and so far only on one occasion this year—namely, in 
the early days of August. It was this that caused him 


to come under medical care. He is a decent, intelligent 
man, earning a fair wage, and living in a good, working- 
class district. 

The larva found in the stools was identified as a 
syrphid, one of the drone flies of the genus Eristalis, 
which breed in water contai a high proportion of 
manure or rotting matter of any kind. It was well grown, 
but had not reached the adult stage, as has been known 
in some other forms of myiasis. The illustration shows the 
“ rat-tail ” characteristic of this stage of development. 


A number of cases of myiasis by drone-fly larvæ 
have been recorded. Austen (1910) mentions a woman 
who had come to this country recently, from France, 
and expresses the opinion that the infection was 
brought about by eating watercress. Riley and 
Johannsen (1932), in their text-book, state that 
Hall (1918) records 17 such cases, including that of 
a boy who drank from a ditch full of rotting material. 
The most probable source of infection in all cases of 
this kind is the drinking of foul water containing the 
eggs or very young larve. 

The larvez are saprophagous, and it is very unlikely 
they would attack living tissues. The damage to 
the intestine resulting in the bleeding in the present 
case would be merely incidental to the passage of a 
large number of larve. No doubt normal vermifuge 
treatment would be effective. 


Our thanks are due to Dr. W. A. Carruthers of Sunder- 
land for permission to publish these notes about his case. 
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INTUSSUSCEPTION STARTING IN AN 
INVERTED MECKEL’S DIVERTICULUM 


By Lronarp Ley, M.B., B.Chir. Camb. 


SURGEON TO GREAT YARMOUTH HOSPITAL, NORFOLK 


THIS case came under my care on August 27th. 


The patient was a plump baby of five months, a girl. 
She had been fed partly at the breast and partly on Nestlé’s 
milk.- Pain and vomiting had begun 36 hours previously, 
and a motion had been passed with a little blood. 

When I saw the child she had been quiet, except for 
one attack of crying in the 14 hours since admission to 
hospital. The face was rather pinched, and an attempt 
to examine provoked crying. I gave chloroform and felt 
a tumour which was less defined than I should have 
expected with so long a history. Rectal examination 
showed the rectum to be full of soft fæeal material; no 
blood. 

On opening the abdomen I found an enterocolic intus- 
susception reaching to the middle of the transverse colon. 
It was reduced fairly easily, and proved to have an inverted 
Meckel’s diverticulum as its apex. This diverticulum had 
rather a broad base and was about half an inch in length. 
In view of the infant’s tender years and the long history, 
I decided to do no more. The abdomen was closed in 
layers, and a perfect recovery followed. 


I propose to resect the diverticulum and remove 


the appendix, when and if the child is three or four 
years old. 


a 


MonmovutH Hospirau.—Mrs, J. R. Harding has 
opened a new casualty ward at this hospital. 


WORCESTER ROYAL INFIRMARY.—Lord Nuffield is. 
sending this hospital a further gift of £10,000 which 
he suggests might be used to provide beds for paying- 
patients. 
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REVIEWS AND NOTICES OF BOOKS 


1. A First Course in Hygiene 


Ninth edition. By ROBERT A. LYSTER, M.D., 
Ch.B., B.Sc., D.P.H., Lecturer in Public Health and 
Lecturer in Forensic Medicine at St. Bartholomew’s 
Hospital. London: University Tutorial Press. 
1937. Pp. 376. 4s. 6d. 


2. Health Education of the Public 


By W. W. Baver, B.S., M.D., Director, Bureau of 
Health and Public Instruction, American Medical 
Association; and THomas G. Hutz, Ph.D., 
Director, Scientific Exhibit, American Medical 
Association. London: W. B. Saunders Co. 1937. 
Pp. 227. 12s. 


1. THe revision of an established text-book on 
hygiene intended for non-medical students, teachers, 
nurses, school visitors, members of local government 
bodies, and those generally who are interested in the 
public health ms of topical interest in view of the 
national campaign inaugurated during the present 
week. The discussion of each topic is preceded by 
instruction in the anatomy and physiology of the 
system chiefly involved, orin the physics and chemistry 
of the environmental mediums reacting on health, 
and relevant experimental work is described. While 
most of the subject matter has been brought well up to 
date some is disappointing. There is no reference to the 
modern product of low-temperature carbonisation 
among fuels ; accredited is classified with tuberculin- 
tested. milk as possibly exempt from the need of heat 
treatment ; the chemical constitution of vitamins is 
dismissed with a statement that it is “not fully 
understood ’?; the variety of vitamins which come 
under the designation B is ignored ; and the problems 
of infection and immunity are inadequately explained. 
Nevertheless, a very wide range of material is 
well covered, and the book, which is copiously 
illustrated, should be useful to teachers who are 
equipped to supplement its information where 
necessary. 

2. The appearance of this book is also opportune. 
It brings together the experience of two American 
scientists who have specialised for many years in the 
technique of health education, and are fully aware of 
the difficulty of securing a sustained interest in any 
sort of repetitive publicity. They discuss each 
medium—wireless, exhibits, public addresses, pam- 
phlets, the press, the cinema, personal correspondence, 
and other devices—assess its value and describe in 
detail the conditions of its successful use. There are 
numerous illustrations. While the book is intended 
for American readers, those who are embarking on 
health education in this country will doubtless read 
it with profit though perhaps not always with agree- 
ment. As it emanates from a medical organisation, 
it pays a proper regard to the ethics of professional 
participation in a health or any other campaign. 


Evolution and its Modern Critics 


By A. Mortey Davies, D.Sc., lately Reader in 
Palsontology in the University of London. London : 
Murby and Co. 1937. Pp. 277. 17s. 6d. 


WHEN Dr. Johnson took a turn through Scotland, 
he went out of his way to visit Lord Marboddo who 
held that the ourang-outang was nothing less than a 
man who had failed to develop his capacity for 
speech. Since then a good deal of evidence has been 
accumulated from a variety of sources which hag 


provided a convergent and consistent mass of prob- 
abilities convincing to most people of the truth of 
evolution. Some are, however, still refractory, 
especially Mr. Douglas Dewar, and for their con- 
version Prof. Morley Davies has written this eminently 
readable little book. It is in no way a formal state- 
ment of the evidence but a rather gossipy discussion 
of some of the difficulties made by Mr. Dewar and 
others, the bulk of the data being, as one would 
expect, paleontological. It will of course have no 
effect on those who do not believe in evolution: 


- belief, including scientific belief, depends on inclina- 


tion rather than evidence. Many believe in the 
theory of evolution because it has proved itself 
productive of new knowledge, and if it ever loses 
that criterion of truth they will have no more con- 
fidence in it. The readers to whom we would recom- 
mend this book are those who believe in evolution 
already and would like to know more about it. 


Das Hormon des Corpus Luteum 


Biologie, Chemie und Klinik. Von Dr. ERICH 
Frets, Dozent fir Geburtshilfe und Gynäkologie. 
Leipzig und Wien: Franz Deuticke. 1937. 
Pp. 169. M.12. | 


THe author of this monograph has himself done 
original work on the hormonal action of the corpus 
luteum, and has also enlarged his experience by 
contact with a famous teacher, Prof. L. Fraenkel. 
His survey is timely in view of the isolation and 
laboratory preparation of progesterone, the pure 
hormone. The historical and physiological aspects 
of the subject are well described, and the chapter 
on the chemistry of progesterone is written with 
the authority of Dr. K. Slotta, one of the first to 
isolate the hormone. The consideration of the 
clinical applications of the hormone is restricted to 
one chapter of thirty pages. On one point we join 
issue with the author: Fels and Slotta believe, and 
are alone in their belief, that the two interconvertible 
forms, «-progesterone and {-progesterone, differ 
slightly in their biological activity, and that a mix- 
ture of the two forms is about twice as active as 
either separately. Such an effect, if it existed, would 
be interesting and important, but neither in this 
book nor elsewhere has there been published any 
theoretical support for the peculiar type of isomerism 
postulated ; a collection of animal assays, statis- 
tically treated, would be necessary to support the 
view put forward if it is to carry conviction. It 
is fair to add that here as elsewhere in this valuable 
monograph the arguments for and against the theory 
are impartially reviewed. 


An Introduction to the Theory of Statistics 


Eleventh edition. By G. Upny Yure, C.B.E., 
M.A., F.R.S., Fellow of St. John’s College and 
formerly Reader in Statistics, Cambridge; and 
M. G. KENDALL, M.A., formerly Mathematical 
Scholar of St. John’s College, Cambridge. London : 
Charles Griffin and Co. 1937. Pp. 570. 21s. 


Mr. Udny Yule’s text-book, first published in 1910, 
was based upon the course of instruction he gave 
during his tenure of the Newmarch lectureship in 
statistics at University College, London, in 1902-09. 
It soon won a wide recognition, and for statistical 
workers it has become and remained an essential 
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item of equipment, of which the value has not been 
lessened by the growing number of its competitors. 
In ensuing editions some revisions were made and 
additional matter has from time to time been 
incorporated i in supplements to cover recent advances 
in statistical methods. But after twenty-five years 
of productive life it seemed that the time had come 
when a complete revision should be undertaken. 
This task Mr. Yule was reluctant to undertake 
himself, believing, with customary modesty, that 
it would be better done by a younger man more in 
touch with recent literature and less affected by 
prejudices in favour of the old and familiar. In 


Mr. Kendall he has found an admirable collaborator, 


and the conservative reader will rejoice to note that, 
apart from the substitution of some numerical 
illustrations by newer ones, very little of the original 
material has been deleted. The major changes lie 
in the additions made. These include several new 
chapters on sampling, with an excellent introductory 
chapter to the statistical technique applied to small 
samples and the inferences that can be drawn from 
them. Other new sections deal with moments and 
measures of skewness and kurtosis, with simple 
curve fitting by the method of least squares, and with 
interpolation and graduation. Tables of various 
functions required in statistical work have been 
included at the end of the book. The publishers have 
played their part by providing a larger page and a 
type which is a distinct improvement on the old. 
In its new form this classic should long continue to 
be of service to all students of statistical theory and 
technique who are not daunted by neha 
formule. 


The Backward Child 


By Cyri Burt, M.A., D.Sc. Oxon., Professor of 
Psychology in the University of London. London : 
- University of London Press. 1937. Pp. 694. 20s. 


Prof. Burt makes it clear that backward children 
cannot be dealt with in the mass. They have to be 
studied as individuals after an attempt has been 
made to assess the particular cause or (more usually) 
causes which have contributed to their condition. 
His book provides a very complete equipment for 
investigation of individual cases, and describes 
methods of examination and testing in great detail ; 
but his idea that teachers could carry out much of 
the work seems to us rather optimistic. 

In more than half the backward children investi- 
gated by Prof. Burt in London and Birmingham the 
major cause of their state was dull intelligence. 
Specific intellectual disabilities, temperamental pecu- 
liarities, sensory and motor defects, physical ill 
health, ‘and social obstacles played only minor parts. 
At least 70 per cent. of the cases were definitely 
psychological in origin. Bodily weakness and mal- 
nutrition were never more than contributing factors ; 
and indeed the experience of experts seems to be 
that it is rare for physical treatment by itself to 
change a backward child into an average scholar, 
a fact worth noting. Incidentally, Prof. Burt dis- 
credits the myth beloved of speech-day orators that 
great geniuses have been dullards at school. The 
dull remain dull; all that can be said is that some- 
times the accidentally backward make a better 
showing in after life than was anticipated. 

Prof. Burt has given considerable attention to 
the vexed question whether a change from left- to 
right-handedness tends to produce stammering. He 
concludes that stammering mostly occurs in neurotic 
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children, and that it is usually accompanied by 
other indications of nervous disturbance. He is 
disposed to the view that the fundamental cause of 
disturbance is not the change of hand but the strain 
of substituting written words for spoken. Permanent 
left-handedness, he believes, results more from 
custom than from inherited compulsion, and a change 
should be effected early, best of all before speech 
begins. Even at a later date, however, change to 
the use of the right hand is mostly safe if skilfully 
guided. 

On speech defects Prof. Burt is equally illuminat- 
ing. Speech is a motor process, guided by cognitive 
control, motivated, and liable to be disturbed by 
emotion; all three elements must be considered in 
training children who stammer. 

Unlike some modern authorities, Prof. Burt is a 
definite advocate of segregation for the backward 
child. He believes separate classes or schools 
necessary in the interests of all concerned—a view 
contrary to that expressed in the recent circular 
issued by the Board of Education.! — 


Surgery of the Sympathetic Nervous System 


Second edition. By GrorGcre E. GasK, C.M.G., 
D.S.0., FE.R.C.S. Eng., Emeritus Professor of Sur- 
gery, University of London; Consulting Surgeon, 
St. Bartholomew’s Hospital; and J. PATERSON 
Ross, M.S. Lond., F.R.C.S. Eng., Professor of 
Surgery, University of London; Surgeon and 
Director of the Surgical Unit, St. Bartholomew’s 
Hospital. London: Bailliére, Tindall and Cox. 
1937. Pp. 191. 16s. 


ABOUT ten years ago a great wave of enthusiasm 
for sympathetic denervations spread to this country 
from foreign parts. It brought with it operations 
for almost innumerable conditions, and its subsidence 
has left some of these high and dry, and has removed 
others completely. Some surgical procedures have 
neither been generally accepted nor rejected as value- 


less, and guidance is urgently needed on the results | 


to be expected from their trial in suitable cases. 


This monograph, which has been brought well up to 
date, is an authoritative account based not only — 


upon reports but on wide personal experience of the 
surgery of the sympathetic system. 

The great Sir William Turner, asked by a student 
where the sympathetic system begins, is reported to 
have roared : 
ning.” 


“ The sympathetic, Sir, has no begin- | 
There are even now wide gaps in our know- : 


ledge of the anatomy and physiology of the system, | 


but a useful summary of current ideas is supplied 
in the first chapter of this book, due weight being 


given to the evidence in favour of a head-end in the ~ 


hypothalamic region. 
apparently fallen to the junior author, since the pre- 


‘The task of revision has . 


face to this edition is signed by his initials, and his | 
skill in incorporating all the important new work — 
without increasing the size of the monograph by | 


more than a few pages merits warm praise. Salient 
additions include sections on the clinical grading 
and prognosis of Raynaud’s disease, on the recognition 
of localised structural disease of the main arteries, 
on controversial questions connected with afferent 
pathways in the sympathetic system, and on sympa- 
thectomy for dysphagia and associated conditions. 
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The work will assuredly continue to help active sur- : 


geons, and to guide younger men training for surgical . 
appointments and for higher qualifications. 


1 See Lancet, Sept. 18th, 1937, p. 698. 
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ANOTHER NURSING INQUIRY 


THERE is now a serious shortage of nurses, both 
of candidates for training and of applicants for 
staff posts; evidence is conclusive that this 
shortage is no longer local but general. Even 
those training schools whose prestige still main- 
tains their waiting-lists admit that advance book- 
ings are greatly diminished and the news that an 
important hospital is having to close a ward for 
no other reason than inability to staff it has 
released many other institutions from the tension 
of trying to conceal their own position. The 
peculiar difficulty in which they are placed is that 
their very efforts to attract more probationers 
tend to increase the numbers required and also 
the demand for staff nurses. This applies especially 
to the introduction of shorter hours and to the 
adjustment of the proportion of trained to untrained 
nurses so as to remove the reproach that proba- 
tioners are overwhelmed with routine work and 
are not being systematically taught, under super- 
vision, how to tend the sick. 

We need not recapitulate the reasons for the 
present acute shortage; but the fact is worth 
recalling that it was foreseen and might have been 
forestalled, had not the temporary improvement 
in recruitment, which coincided with the general 
sump, given a false sense of security to those 
controlling conditions of service. It is more than 
five years since the issue of the final report of THE 
LaNoET Commission on Nursing.’ Between the 
inception of this commission and the conclusion 
of its task in January, 1932, a general decline in 
national prosperity had begun, and at the time of 
going to press the commission noted that recruits 
were coming in better in certain areas, an improve- 
ment attributed by some to the manifest advan- 
tages of a resident post in times of economic 
pressure. The report of. the commission created 
widespread interest, much praise, and a measure of 


1 Appointed in December, 1930, “to inquire into the reasons 
for the shortage of candidates, trained and untrained, for 
nursing the sick in general and special hospitals throughout the 
country, and to offer suggestions for ma the service more 

ve to women suitable for this necessary work.” The 
members of the Commission were: The Earl of CRAWFORD and 


ALOARRES, P.C. .T., F.R.S. (chairman). Miss M. D. Brock, 
Ont M.A., Litt.D., headmistress, the Mary Datchelor Girls’ 
School. Miss L. CLARK, M.B.E., R.R.C., matron, Whipps Cross 


Hospital. Prof. HENRY CLAY, M.A., D.Sc., late professor of 
social economics in the University of Manchester. Miss R. E. 
DaRBYSHIRE, R.R.C., matron, University College Hospital. 
Prof. F. R. M.D., F.R.C.P., professor of medicine in 
the University of London, physician to S artholomew’s 
Hospital. Mr. A. LISTER HARRISON, J.P., man, committee 
of ma t, Metropolitan Hospital. Dr. ROBERT HUTCHI- 
SON, F RO.P. ph iclan to the London Hospital and to the 
Hospital for Siok. dren, Great Ormond-street. Mrs. 
STRACHEY, chairman, employment committee, London and 
National Society for Women’s Service. Miss EDITH THOMPSON, 
C.B.E., member of council, Bedford College, University of 
London. Sir SQUIRE SPRIGGE, M.D., F.R.C.R., editor of THE 
Lancet, with Dr. M. H. KETTLE, an assistant editor, as honorary 
secretary. ‘The Final report of the Commission was issued in 
February, 1932, and is obtainable from this office (7, Adam. 
street, Adelphi, W.C.2) for 2s. 6d. 
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criticism which was mainly concentrated not on 
the accuracy of the data or of the deductions from 
them but on recommendations made—among 
more than 50 others—for the division of the pre- 
liminary State examination into two parts, of which 
the first (in anatomy, physiology, and hygiene) — 
would be taken before the nurse enters the wards. 
This proposal which was, and still is, strongly 
supported by a progressive section of the nursing 
profession was designed partly to fill the gap 
between the ages of 16 when the prospective nurse 
often leaves school, and 18 or 19 when she is 
admitted to hospital; but it was intended also to 
lighten the burden on the probationer during her 
first year. It was perhaps unfortunate that to 
this proposal was added a suggestion for the 
exemption from the relevant part of this prelimi- 
nary examination of those who hold a university 
degree in one of the subjects, for this gave colour 
to the bogy that the division of the examination 
would endanger the one-portal system of entry to 
the profession, which is rightly upheld as a vital 
part of its present organisation. Those nurses 
who have not ceased to advocate this change have 
already been encouraged by the fact that the 
General Nursing Council for Scotland has adopted 
it and will be gratified by the sympathetic reference 
to this vexed question made by the Minister of 
Health when he announced last week his decision 
to appoint, jointly with the President of the Board 
of Education, a committee to make a compre- 
hensive inquiry into the whole subject of the 
recruitment and training of nurses for the sick. 
There has been no lack of constructive suggestion 
among the recent contributions to the lay press 
on the nursing problem, especially on means 
of bridging the gap between leaving school and 
entering hospital. An attempt has been made . 
by the Surrey County Council to organise a special 
two years’ course for prospective nurses in one of 
their secondary: schools; this met with a poor 
response in the absence of bursaries or maintenance 
allowances. The Middlesex County Council have 
been more successful with a somewhat similar 
course at the Kilburn Polytechnic. A far-reaching 
scheme for a “ national ”?” college to be subsidised 
by the State has been put forward by the secretary 
of the Queen Mary’s Hospital for the East End, 
Stratford ; and the alteration of the whole basis 
of training “so that from first to last nurses shall 
be regarded and treated as scientific students whose 
education and instruction must take precedence 
over any other considerations ° is proposed by 
Dr. Harop Barme? We disagree with Dr. 
BatME (p. 41) that such an alteration would be a 
logical outcome of the criticisms made by THE 
LaNncoET Commission ; their efforts were expressly 
directed to the adjustment to modern needs of the 
system of apprenticeship which they desired to 
retain, not out of loyalty to tradition, but because 
they recognised that practical work in the wards 
is far the most important part of a nurse’s training. 


2A Criticism of Nursing Education, with suggestions for 
Constructive Reform. By Harold Balme, M.D. Durh., F.R.C.S. 
Eng., D.P.H. Lond. London: Humphrey Milford, Oxford 
University Press. 1937. Pp. 80. 2s. 6d. 
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Concentration on practical nursing duties for long 
periods without the distraction of attendance at 
lectures or classes is indeed a feature of the most 
up-to-date method of training—the ‘“ block ” 
system which has been tried with success in 
Warsaw and in some Scandinavian hospitals and 
has just been adopted at University College 
Hospital. At various stages of their course the 
probationers go back to the training school for a 
few weeks during which they divide their time 
between lectures, classes, and private study, 
doing no hospital work at all. This alternation 
between periods of instruction and periods of 
` physical activity seems to work well in preserving 
a fresh outlook and preventing fatigue, but it 
cannot be instituted unless much more sleeping 
accommodation is available than will house the 
complement of nurses needed for the routine work 
of a hospital. Among other recent proposals for 
the reorganisation of the nurse’s work or training 
there remains to record a draft charter prepared by 
the Trades Union Council who would like to enforce 
improvement in the conditions of service offered 
to nurses by organising the profession on trades 
union lines, with a Whitley Council to act as a 
supervising and codrdinating body to determine 
minimum rates of salary and maximum hours of 
duty. It is safe to predict that this movement 
will not prosper among nurses. It is rather in an 
understanding between the healing professions and 
educational and hospital authorities that hope 
lies. Doctors especially can no longer stand aloof 
and ignore the failure to recruit enough nurses to 
keep pace with the demand, for patients are beginn- 
ing to suffer. The British Medical Association 
made a good start last year by apporfiting a com- 
mittee which considered various points raiged by the 
College of Nursing and endorsed’ the appeal to 
the Ministry of Health to lend a hand. But even 
since this committee made their report this summer, 
the situation has changed for the worse. 


The only new cause suggested * for the present 
shortage is the declining birth-rate ; and the sug- 
gestion is worth examining if onl because it is a 
fresh one, most of the other “ causes ” being only 
too well established; in the words of a con- 
temporary, we are willing to do everything about 
them except change them. If the birth-rate is a 
considerable factor in the present shortage there is 
likely to be another deceptive respite, for it will 
hardly operate next year, or for a year or two 
after, only to act with alarming and increasing 
force in the years after 1940. Girls now 20, 19, 
and 18 years old were born in 1917-19, and in those 
three years the total number of female live births 
in England and Wales was exceptionally low—viz., 
986,731 against 1,292,669 in the three years 1911-13, 
and 1 214,704 in 1914-16. Expressed as rough 
annual averages, in thousands, these figures repre- 
sent 329 per annum in 1917-19, 431 in 1911-13, 
and 405 in 1914-16. The war slump may there- 
fore be relevant to the shortage of candidates ; 
but it must be remembered that this slump was 
followed by a bumper year and that in 1920 there 


8 Med. Offr. July 24th, 1937, p. 36. 
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was registered the largest number of births ever 
recorded in a year, including 466,812 female live 
births. These children are now 17 and should 
provide a relatively large source of supply in 1938 
and 1939. But in the more remote future recruit- 
ment of nurses may be gravely affected by the 
diminishing birth-rate. In 1924-26 the female live 
births numbered 1,044,424; in 1927-29, 958,551 ; 
in 1930-32, 925,512; and in 1933-35, 865,656 ; or, 
as rough annual averages, in thousands, 348 in 
1924-26, 320 in 1927-29, 309 in 1930-32, and 290 in 
1933-35. Ina 10-year period the number of female 
live births has fallen by nearly 60,000 per annum. 
Reduction in mortality can do little to increase 
the subsequent population at adolescent ages. 
Presuming no mortality (or migration) whatever, 
the number of girls reaching their 17th, 18th, and 
19th birthdays in 1940 will be 1,165,419; in 1950 
the corresponding number would be 891,765, or 
nearly a quarter of a million less. With a con- 
currently increasing number of old persons, needing 
probably a higher ratio of nurses to population, 
the outlook is not encouraging. The more reason 
therefore not only to take official cognisance of 
the other causes of the scarcity of nurses but to 
take immediate action to mitigate them. 


VACCINATION AGAINST YELLOW FEVER 


Some regard yellow fever as the most important 
problem in epidemiology for the world to-day. 
Having selected it as a disease pre-eminently 
preventable, the Rockefeller Foundation formed a 
commission twenty years ago for its complete 
eradication ; and, in the words of A. W. SELLARDS, 
who has been a pioneer in this territory, ‘‘ some of 
the members could hardly wait to begin work for 
fear the disease would just vanish before they 
could make a start.” !? By 1925 it did indeed 
seem that yellow fever was on the point of extino- 
tion in the New World, and the attack was to be 
transferred to Africa. But since then the recog- 
nition of “jungle” or “silvatic ” yellow fever in 
Brazil by SopmR and his colleagues; the dis- 
covery by means of the mouse-protection test of 
“silent ’’ areas in Africa and South America; the 
recognition that certain species of monkeys may 
serve as reservoirs for the virus; and last but not 
least the development of air transport capable of 
bringing infected passengers and mosquitoes to 
lands hitherto immune—all these have profoundly 
altered the situation. 

By way of encouragement, on the other hand, we 
have gained a new ally, for the future, in vacci- 
nation. Though lusty, this ally is still but an 
infant, and as to its upbringing there are two 
schools of thought. All have agreed of late years 
in using living virus, for the first attempts with 
killed virus were largely ineffective; but after 
Max THEILER’s demonstration in 1930 that 
viscerotropic virus, rendered neurotropic by pas- 
sage through mice, loses its virulence but still 
confers immunity, two different series of vaccina- 
tions were begun—in America by SAwyYEr, 
KiroHEen, and Luoyp, and in Africa by SELLABDS 


1 Sellards, A. W., New England J. Med. 1937, 216, 455. 
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and LAIGRET. In both series neurotropic mouse 
virus was used at first; but in the United States 
it was made less potent by adding human (and 
later, monkey) immune serum, whereas in Africa 
it was given alone after attenuation by storage in 
glycerin. Subsequently Lioyp, THEIER, and 
Riccr used viscerotropic monkey virus attenuated 
by culture for two years on embryonic tissue, still 
with the addition of immune serum; but the 
latest development is immunisation with attenuated 
pantropic virus alone, and by May last G. M. 
FinpLay had immunised 65 persons by this means 
without ill effects.* The time has not yet come 
for judging between the two agents—neurotropic 
mouse virus on the one hand, and pantropic 
monkey virus (with or without immune serum) 
on the other—particularly since the methods of 
using both are continually being altered and 
improved. Two serious objections, however, are 
raised against the use of neurotropic mouse virus. 
The first is that it circulates in the blood for 
some days after inoculation; so that it is 
theoretically possible for yellow fever to be 
spread by inoculated persons if they are bitten 
by the mosquito vector. STEFANOPOULO has 
managed to infect monkeys in this way, though 
with some difficulty ; but in practice no case of 
infection derived from vaccinated persons has 
been known in French West Africa, and the risk 
is generally considered very slight. Secondly, 
there is the possibility of a neurotropic virus 
causing nervous lesions in the person who is 
inoculated with it. This has happened fairly often 
—indeed, in 3 or 4 out of every 1000 inoculations. 
This incidence is greater than the incidence of 
similar complications after vaccination against 
rabies or small-pox; but in estimating its importance 
it must be remembered that at least one case has 
been recorded ê of encephalitis following serum-virus 
vaccination, though this has been performed far less 
commonly than neurotropic virus vaccination— 
perhaps on 1500 persons compared with more than 
20,000. Nevertheless the balance of: opinion at 
present seems to favour the American method as 
carried out by FINDLAY in this country and PETTIT 
and STEFANOPOULO in France, rather than the 
neurotropic mouse-virus vaccination associated par- 
ticularly with the names of SELLARDS and LaIGRET. 
At least the yellow fever commission of the Office 
International d’Hygiéne publique last year held 
it advisable to exercise the greatest care in vaccina- 
tion with neurotropic mouse virus, especially if 
used without the addition of immune serum. They 
added that though vaccination should be recom- 
mended to all persons exposed to the risk of yellow 
fever, the time was not yet ripe for preventive 
vaccination en masse.‘ 

LAIGRET claims that about 20,000 persons have 
been vaccinated in Africa during the last three 
years, and that none of them have afterwards 
developed yellow fever. On the other hand, a 
serological estimation of the immune ‘titres of 


2 Communication to the Sone. of the Office International 
d'Hygiène ublique, May, 1937, 
wyer, A., Amer. J. Hyg. 1937, 25, 221. 
4 Bull. Off. int. Hyg. publ. 1936, 28, 1361. 
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19 persons inoculated between one and two years 
previously showed that in 4 the protective 
properties of the blood had disappeared. After a 
natural attack of yellow fever immunity sometimes 
lasts a lifetime, but LAIGRET estimates that the pro- 
tection given by his virus vaccine will not last more 
than five years, even under the best possible con- 
ditions, and he advises revaccination every two 
years, or more often in face of epidemics. Serum- 
virus vaccination probably confers an immunity of 
about the same duration, although comparison is 
said to have revealed lower immune titres than 
in those vaccinated with neurotropic mouse virus 
alone. 


BETTER FO'C’SLES 


THE recent issue by the Board of Trade of 
revised ‘‘ Instructions as to the Survey of Masters’ 
and Crew Spaces” aims at securing improved 
conditions for those manning vessels of the British 
mercantile marine. It has a particular importance 
for port sanitary authorities throughout the 
country in their endeavour to obtain, and maintain, 
satisfactory hygienic standards in crew quarters. 
The importance of the hygiene of crew spaces as 
a subject requiring the attention of public health 
authorities was first emphasised by WILIAM 
COLLINGRIDGE in a paper read in 1894 before the 
Shipmasters’ Society and published in our own 
columns. Within recent years the medical officers 
of several ports, including London, Liverpool, 
Manchester, Southampton, and Hull, have dealt 
in detail in their annual reports ê with the nature 
of the accommodation provided for ships’ crews. 
They are in agreement that conditions in many 
“‘ fo’c’sles”’ are unsatisfactory, and that the 
general standard of accommodation found in 
British vessels is inferior to that characteristic of 
ships of Scandinavian, German, and certain other 
nationalities. Criticisms voiced by marine hygie- 
nists of conditions in crew quarters have not been 
purely destructive. COLLINGRIDGE’S paper was 
notable for the recommendations it contained, and 
at intervals since its appearance constructive 
proposals, similar in nature but modified to 
meet modern requirements, have been made 
by such authorities as Dr. J. Howarp-Jonss,? 
the late Fleet-Surgeon Home,’ and Dr. GREENWOOD 
Witson,? while suggestions regarding crew spaces 
in merchant ships were published in 1931 and 
1935 by the Association of Port Sanitary Authori- 
ties of the British Isles. The seamen and firemen 
of the merchant service have also pressed for 
better quarters, and their trades unions were 
partly responsible for the superiority of accommo- 
dation in “standard” vessels built during the 


late war. In 1930 recommendations directed 
5 Bull. Soc. Path. exot. 1937, 30, 8. 
® White, C CE; sAd Rep. Port of London Health Authority, 


1935; Frazo M., Ann. Reps. Liverpool Port Sanitary 
Authority, 1935 rand 1936; Dearden. W.F., Ann. RODA Man- 
chester P.S.A., 1928-1930 ; "Williams, M., Ann. Rep. Southamp- 


ate. S.A., 1936: Gebbie, N., Ann. Rep. Hull and A P.S.A., 


1 
a J., J. R. sanit. Inst. 1915, 36; Lancet, 1913, 
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i '* Home, W. E., Proc. R. Soc. Med. 1926, 19, 95; Lancet, 1930, 
: ® Wilson, J. G., Lancet, 1935, 2, 645. 
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towards the improvement of. crew spaces were 
issued by the Shipping Federation, and they were 
revised in 1935. Although resembling those of 
the Association of Port Sanitary Authorities they 
were less comprehensive. In practice their appli- 
cation was limited, but most of the proposals of 
the Federation were adopted for vessels con- 
structed according to plans approved by the 
Board of Trade under the “Scrap and Build ” 
scheme. 

In the past few months a joint committee of 
the Board of Trade and the Ministry of Health 
has been revising the old Instructions, in con- 
sultation with the interests concerned, and the 
new Instructions are the result of their delibera- 
tions. They are already in force, and in the case 
of new tonnage have made legal requirements of 
many of the improvements advocated for a number 
of years by port medical officers and the Associa- 
tion of Port Sanitary Authorities. They provide 
for healthier and more congenial quarters by 
requiring that accommodation be placed amidships 
or aft, and that watches have separate sleeping 
spaces, and by ensuring more satisfactory ventila- 
tion and lighting. They facilitate personal hygiene 
and general cleanliness by requiring the provision 
of improved washing facilities, lockers suited to 
the storage of clothes, and spaces reserved for 
drying clothes and for hanging oilskins. The 
welfare of crews receives further attention in the 
instruction that the crew accommodation in vessels 
sailing to the tropics shall be fitted with adequate 
mosquito protection, and that there shall be a 
hospital in all ships of 2500 tons gross or over. 
The 1937 Instructions differ from those previously 
in force in that they neither encourage nor permit 
of a wide interpretation of their requirements, and 
improvement will undoubtedly follow their appli- 
cation. It is to be noted, however, that not all 
the reforms advocated by the Association of Port 
Sanitary Authorities have been adopted. The 
. provision of a messroom near the galley and the 
supply of hot fresh water in washrooms are not 
insisted upon, and the benefits to the crew of 
including a messroom boy among their number 
are not emphasised. These useful items of further 
progress must not be forgotten. 


The provision and maintenance of hygienic 
conditions in crew spaces raise peculiar difficulties. 
The revised Instructions represent a serious attempt 
to grapple with these difficulties, but it is not to 
be expected that they will solve all individual 
problems arising in vessels of special types or 
engaged in particular trades. For the revised 
Instructions to achieve complete success it will be 
necessary to enlist the sympathetic codperation 
of shipowners, shipbuilders, and sailors. There is 
evidence that this codperation will be forthcoming. 
It will be tested most severely by the problems 
presented by existing ships. The Instructions are 
not retrospective. Although they point out the 
need for improving accommodation in old vessels, 
it is important that sight should not be lost of 
the fact that the standard of accommodation now 
required in new ships ie that considered by sani- 


tarians to be the minimum essential for the health 
and welfare of crews. Our shipyards are capable 
of providing accommodation second to none. It 
rests with the owners to insist on its provision, 
with masters to supervise its maintenance, and 
with the crews to make of it their home while 
at sea. 


CHEMOTHERAPY FOR VIRUS INFECTIONS ? 


AN investigation of the way in which sulphanil- 
amide affects the multiplication of hemolytic strepto- 
cocci is described by a group of Sheffield workers 
on p. 792, and it is interesting to find them recording, 
inter alia, that the drug may at first actually stimulate 
the growth of streptococci in the blood. This 
stimulation is followed by depression, and they 
discuss the action of the remedy in the light of their 
observations that sulphanilamide is relatively soluble 
in the fatty envelope of the cocci and that (in the 
rabbit) it seems to increase the phagocytic activity 
of reticulo-endothelial cells and the production of 
polymorphs by the bone-marrow. The number and 
variety of organisms that are said to be attacked by 
sulphanilamide and more or less related drugs is so 
great that it hardly comes as a surprise to find it 
stated that they are also active against a virus 
disease. Rosenthal and his colleagues! recall that 
Levaditi found Prontosil ineffective against herpes . 
virus infection in rabbits and lymphogranuloma 
inguinale in a monkey, and in their own experiments 
with mice they have had no success with the virus 
of encephalitis (St. Louis type) or of influenza. On 
the other hand they report that prontosil (4-sulphon- 
amide-2-4’-diamino-azobenzene) has a definite pro- 
tective action, in large doses, against the virus of 
lymphocytic choriomeningitis ; and this they believe 
to be the first instance of chemotherapeutic activity 
of a drug against a virus disease. It is noteworthy 
that prontosil soluble, as well as sulphanilamide and 
other related compounds not containing an azo 
linkage, proved inactive against the virus, though 
more potent against bacteria. It is hoped that this 
specialised activity of red prontosil may point to ways 
of making progress in the chemotherapy of viruses. 


A GIFT of £80,000 has been made by Mr. Harry 
Oakes to St. George’s Hospital, London. This sum, 
which is the largest single contribution yet made to 
the rebuilding fund, will enable work to be started 
on the new hospital next year. It was intended that 
the rebuilding should be done in three sections, but 
Mr. Oakes’s action has made it possible to proceed 
with the first half. The site to be covered includes 
all the ground as far as the old Underground 
station of Hyde Park Corner. St. George’s has long 
owned half the estate, and the other half was pur- 
chased from the Duke of Westminster in 1906, ata 
very low figure. The arrangement then made, how- 
ever, was that this land would revert to the West- 
minster estate if the hospital moved elsewhere. 
Lord Willingdon, chairman of the rebuilding council, 
states that “no satisfactory offer for the property 
has ever materialised °” and that no suitable alterna- 
tive place for the hospital has been discovered. ‘‘ To 
depart from the site is not only, therefore, econo- 
mically unsound but impracticable.” The new St. 
George’s will contain 520 beds instead of the present 
330, and there will be 50 “ private beds for persons of 
limited means.” 


1 Rosenthal, S. M., Woner J. G., and Bauer, H., Publ. 
Hlth Rep., Wash. Sept. 3rd, 1937, p. 1211. 


THE LANCET] 


[ocr. 2, 1937 811 


ANNOTATIONS 


LATENT SYPHILIS 


In the present state of knowledge the most reliable 
sign of syphilitic infection is a positive serum 
reaction ; and to say that the infection is ‘latent ” 
18 simply to admit that its site of activity is for the 
moment unknown. A positive reaction is often 
found more or less accidentally in the examination 
of blood donors, at antenatal clinics, or in the routine 
of hospital treatment, and in the absence of other 
signs it may be taken too lightly. Cannon * describes 
96 such “ latent” cases, seen in the last two years 
at the Vanderbilt Clinic in New York or in private 
practice, in which the symptoms were not at first 
suspected, either by patient or doctor, of being 
syphilitic, but which yielded so readily to anti- 
syphilitic treatment as to suggest that the disease 
was at least a contributory cause. Once the idea of 
syphilis arose a number were found to show sug- 
gestive signs such as sluggish pupils, absent knee- 
jerks, an accentuated aortic second sound, or a 
history of repeated miscarriages. Of this group 21 
sought treatment for gastro-intestinal disorders. 
Vague dyspepsia and flatulence without definite 
relation to food was the commonest complaint, but 
3 patients had vomited blood, 2 had had melena, 
and others complained of burning sensations in the 
abdomen or of pain in the right iliac fossa. Seven of 
these had been found to have cardiovascular disease, 
which may have been the basis of their dyspepsia, 
and various diagnoses had been attached to the rest 
after thorough inyestigation. Antisyphilitic treatment 
cured or strikingly improved 16 of them when dietetic 
or other measures had had little effect. A second 
group of 18 patients had respiratory or cardio- 
vascular symptoms, usually of long standing, such as 
cough, pleuritic pain, asthma, sore-throat, hoarse- 
ness, or ‘‘sinus trouble,” and their diagnoses had 
ranged from a common cold to pulmonary tuber- 
culosis. Many were referred from the tuberculosis 
clinic, to which their cough with expectoration, night 
sweats, loss of appetite and weight, and pains in the 
chest had naturally led them, but where no con- 
firmatory signs of tubercle had been found. A group 
of 9 patients complained of urinary troubles— 
frequent, difficult, or painful micturition, slight 
enuresis, acute retention, hematuria, or pain in the 
lower part of the back. Several of these gave a 
history of gonorrhea but had not been relieved by 
suitable treatment, and all but one responded to 
syphilitic remedies by lessening or disappearance of 
symptoms. A number of women with menorrhagia 
or metrorrhagia were cured by antisyphilitic treat- 
ment while awaiting admission for operation. The 
remainder of the 96 patients were sent to the clinic 
for conditions as various as vague mental or physical 
ill health, thyroid enlargement, subcutaneous swell- 
ings, painful mandibular joints, glycosuria, and 
inguinal hernia. 

In Cannon’s experience, if there is no active 
syphilitic process of the brain structure, all asympto- 
matic patients can be made Wassermann- negative if 
the best drugs are used, and if the treatment is 
continuous and persisted in long enough, and he 
recommends the thorough treatment of all who 
show a strongly positive Wassermann reaction, 
even in the absence of other signs. He does not 
claim that all of his 96 patients were suffering 
solely from syphilis; some for instance probably 


1 Cannon, A. B., J. Amer. med. Ass. 1937, 109, 348. 


had an associated tuberculosis; but he does make 
out a strong case for routine serum tests, for 
careful inquiry for a, syphilitic history, and for 
examination of the nervous system, heart and 
aorta, and eyes, wherever an ailment proves obscure 
or obstinate. 


CINERADIOTHERAPY 


UNDER this name Prof. A. O. Almeida describes a 
new technique of X ray therapy in which the beam 
of rays, instead of being centred at one point on the 
skin, is moved regularly over a given area. The tube 
is mounted in a carriage drawn from side to side at 
a constant speed by an electric motor working through 
gears, and is itself moved up and down within this 
carriage by another similar mechanism. The area 
over which the tube will operate, and the speed of 
movement of the beam relative to the field of irradia- 
tion, can be precisely regulated. Prof. de Almeida 
and his colleagues claim that by this means the dis- 
tribution of the dose and its decrease in accordance 
with the depth of the tissues and the distance from 
the centre of the beam may be modified at will so 
as to make it as homogeneous as possible over the 
whole of the irradiated tissues, or to concentrate it 
on any given point within them. He argues that, as 
the dose is the product of intensity and time, the 
time factor is the one to vary in order to control the 
dose administered to a given volume of the body. 
His experiments have reached the stage of depth- 
dose determination with wax phantoms, and he 
claims to have obtained percentage depth doses of 
93-1 per cent. at 40 cm. and 87-7 per cent. at 90 cm. 
These figures, as his assistants point out in their 
report, are far in excess of those obtainable with a 
fixed tube. The mathematical basis of the results is 


_ worked out fully in the same number of these proceed- 


ings, which are published in English gs well as Portu- 
guese. Radiologists will await with interest the 
clinical results of moving-tube treatment, The 
principle could ee be applied to therapy by a 
radium bomb, 


A NEW SPECIFIC FOR AMCEBIC DYSENTERY 


THE seeds of ya tan tzu, a plant well known in 
South China, Malaya, and India, have been used 
since 1765 in the treatment of diarrhwa, hemorrhoids, 
and chronic dysentery. It is known botanically as 
Brucea sumatrana and its properties have been 
investigated for more than a year by Dr. Liu Hsiao- 
Liang,? of Chefoo, Shantung. An alkaloid bruca- 
marine has been separated from the seeds and 
Physalis and Bertrand have found a bitter glucoside 
they call kosamine. Dr. Hsiao-Liang has treated 
19 patients suffering from acute or chronic amebic 
dysentery with this preparation and 80 per cent. have 
been benefited. These cases were diagnosed by 
demonstrating the active parasite in the stools; 
no other ameebicidal drug except ya tan tzu was 
given. The dose was determined by a study of the 
Chinese literature and also from animal tests. To 
adults 20-50 seeds—unbroken, but with the shells 
removed—were administered in capsules in a single 
dose, or in several divided throughout the day. The 
amæœæbæ disappeared from the stools in 2 cases in 
a day, in 7 cases after two days, i in 4 after three days, 
in 1l case after five days, and in another after six days. 


1 Archivos da Fundacao Gaffrée e Guinle, Rlo de Janeiro, 
June, 1937, 
2 Chin. med. J. 1937, 52, 89. 
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Because of the great relief derived from this treat- 
ment, it was difficult to follow up the after-history 
of these cases, but it is known that 6 relapsed. The 
dysentery in these latter patients responded to further 
treatment and 2 of them reported no further trouble 
after two months. One patient passed six dead 
ascarides after taking the powdered seeds—oil-free 
after ether extraction. Toxic symptoms produced by 
the seeds were nausea, vomiting, abdominal pain, and 
purging, but these were never severe. The main 
advantages claimed for this form of treatment are 
that the remedy is obtainable from any Chinese 
drug-store; it is easily prepared and can be 
administered by the mouth. 


RADIODERMATITIS ANO CANCER 


THE X ray cancer of the skin never appears de novo. 
A radiodermatitis,usually of long duration (3—20 years), 
always precedes it, and this too may not develop until 
months after the last exposure to the rays. Thus 
Simone Laborde! reports the case of a woman who 
was treated with repeated doses of X rays in 1910 for 
hypertrichosis. 


The result was perfect at the time and it was not till 
three or four years later that the characteristic atrophy 
with pigmentation and telangiectases appeared on the 
chin and on the mucocutaneous borders of the lips. Some 
ten years later, in 1924, she applied for treatment of a 
small ulcer that had appeared on the edge of the upper 
lip. Histologically it was a squamous carcinoma, and a 
dose of X rays previously applied at another clinic had 
had no effect on its evolution. It yielded promptly to 
the gamma rays of radium, and remained healed for three 
years ; but further treatment for recurrences was required 
in 1928 and 1934. 


This history is typical,and many another example 
could be found wherever X rays are used either 
for diagnosis or treatment. If such happenings 
are to be avoided—as assuredly they can be— 
every radiotherapist must acquaint himself and 
his assistants with the factors of causation 
as clinically observed and experimentally proved. 
Laborde summarises them under four headings: 

(1) The individual X ray dose that causes dermatitis 
is always small, lightly filfered, and repeated at 
varying intervals over a period of months. The hard 
penetrating gamma radiation does not produce 
cancer; on the contrary it is used in its treatment. 
The softer, less penetrating, radiations have their 
carcinogenic analogue in the rays of the sun in 
Australia, where cancer supervening on chronic 
solar dermatitis is a commonplace. (2) There is 
always a latent period before malignant proliferation 
begins. It varies very widely, but its average length 
is 5-10 years, during which there is always a more 
or less demonstrable dermatitis. This is to be regarded. 
as a true pre-cancerous stage, closely resembling 
leukoplakia of the tongue. (3) The great majority 
of X ray cancers are squamous-celled, but X ray 
sarcoma can also occur, particularly in relation to 
bony epiphyses and where there has been previous 
tuberculous infection such as lupus verrucosus. 
Hellner ? reports that he has induced such sarcomas 
in the bone-marrow of rabbits by repeated applica- 
tion of radium, and he recalls Schurch and Uehlinger’s 
similar results with mesothorium paste implanted in 
bony cavities. (4) Of the greatest importance from 
the physiotherapeutic point of view is the relation 
which these X ray cancers bear to their environment. 
It is accepted that once cartilage or bone has been 


1 Laborde, S., Rev. Physiothér. 1937, 13, 89. 
3 Hellner, H., Münch. med. Wschr. 1937, 84, 980. 
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invaded the hope of a cure with X rays or radium is. 
small. The cancer cells have become radio-resistant 
in a physical sense, because they are protected by the 
calcium deposits around them. Besides the physical, 
however, there is the more complex biological prob- 
lem. Why is it that some malignant growths (e.g., 
rodent ulcer or sarcoma) are more radio-sensitive 
than others (e.g., squamous-celled)? The question 
seems no easier to answer now that we recognise 
that soft rays encourage malignant growth while 
‘hard ones counteract it. And finally we have to 
reckon with biological reactions that have been 
modified, maybe, by long-standing dermatitis. Here 
there must be profound alterations in the functions 
of the basal or germ-cell layer of the epidermis, such 
as are clinically demonstrated by characteristic 
shifting of pigment and the appearance of smalk 
warty excrescences. Endarteritis and destruction of 
elastic and connective tissue are always to be seen 
in microscopical sections, and dye staining shows how 
extensive is the biochemical dysfunction that the 
ailing and atrophic tissues as a whole are undergoing. 
In the words of Laborde, “la radiosensibilité des 
cancers dépend à la fois de l’action du rayonnement 
sur les cellules néoplasiques et sur le milieu dans 
lequel elles se développent.” 


A.R.P. 


THESE sinister initials are being made more and 
more familiar by a spate of books on air-raid pre- 
cautions, designed to instruct either the profession 
or the public. To the five handbooks already issued 
by the Home Office, a new one, of greater value to 
medical men, has now been added on the medical 
treatment of gas casualties.1 Apart from the “ Manual 
of Treatment of Gas Casualties,” published in 1930, 
this is the only standard work on the subject. Though 
small it is comprehensive, and it deals thoroughly 
with the gases thought likely to be used in war, their 
effects, the differential diagnosis and treatment. 
Those who find this new knowledge hard to memorise 
may be glad of a brief booklet? by Dr. J. Fenton, 
deputy medical officer of health of Eastbourne, who 
summarises first-aid measures against gas, particularly 
for the information of St. John Ambulance workers. 
Dr. Haden Guest,® besides dealing with gas casualties, 
covers other aspects of air-raid precautions, and. 
describes means of protecting the home, industry, and. 
vital services; the organisation for doctors, first- 
aid, and hospitals ; and such measures as decontamina- 
tion. Commending the book in a preface Lord Dawson 
says that “ the author makes it clear that air warfare 
creates a new situation in that it may directly attack 
the civil population. . . . It becomes necessary, 
therefore, that men and women should know the 
nature of the risks to which they would be exposed. 
and how to protect themselves therefrom.” The 
fourth book under review is 2 much more elaborate 
work, on the air defence of the civil population, 
by a barrister and an engineer.‘ Of limited medical 
interest, it is a grim exposé of the past history and 


1 Air Raid Precautions Handbook No. 3. Medical Treatment 
of Gas Casualties. H.M. Stationery Office. 1937. Pp. 145. 6d. 
. A yep ot of Defence Against. By John Fenton, 
M.B., B.Ch., » Deputy Medical Officer of Health, 
Count Sun Borough of Racthourne: County Surgeon, St. J ohn 
ance Brigade. London : Dale Reynolds. 1937. Pp. 52. 


*3 If Air War Comes. A Guide to Air Raid Precautions and 
Anti-gas Treatment. By Dr. L. Haden Guest, M.C., formerly 
Medical Instructor, Air Raid Precautions Department, Home 
Office. London: tyre and Spottiswoode. 1937. Pp. 88. 1s. 

* Air Defence and the Civil Population. By H. Montgomery 
Hyde, M.A., D.Lit., and G. R. Falkiner Nuttall, M.A. London: 
Cresset Press. 1937. Pp. 239. 12s. 6d. 


THB LANCET] 


present state of air attacks on the civil population and 
of how these attacks are being prepared for ; chapters 
are included on individual and collective protection, 
structural precautions, and the measures taken in 
foreign countries. The conclusion forced upon the 
reader of these various books, as of our daily news- 
papers, is that applied morals must somehow be 
made to keep pace with applied science. 


DEVELOPMENTS AT HARROGATE 


On Oct. 6th Sir Kingsley Wood will lay the founda- 
tion-stone of a new extension of the Harrogate Royal 
Baths. ‘The improvements now to be made have 
been under consideration by the corporation for 
several years, and great pains have been taken over 
design and equipment. Two years ago a committee 
of officials and members of the Harrogate corpora- 
tion visited spas both at home and abroad, and the 
new block of buildings will incorporate interesting 
new developments and devices in balneological 
treatment. The extension includes: (1) an entirely 
new block of buildmgs adjoining and connecting the 
present baths; (2) reconstruction of the winter 
gardens; and (3) general refitting of the existing 
bathing establishment at the Royal Baths. It is 
expected that the developments will be complete 
in about two and a half years. The estimated cost 
is £66,000. 

BCG 

Dr. Birkhaug! writes with unusual detachment 
about BCG. At the invitation of Prof. Calmette he 
spent several years in Paris studying tuberculosis at 
the Pasteur Institute, and now, as a member of the 
staff of the Christian Michelsen Institute in Bergen, 
he is entrusted with the task of preparing BCG 
cultures for administration in Norway. His survey 
will give complete satisfaction to neither of the two 
parties that have waged such spirited war on each 
other over B C G, and just because he is neither hot 
nor cold, he will prove exasperating to the gladia- 
torially minded. A pendant to his opinion that 
BCG is no virus fixe is that there are good grounds 
for believing that on further culture it will ultimately 
lose its present power of immunising against tuber- 
culosis. His examination of the conditions under 
which the gospel of BCG has been preached in 
certain quarters reveals not only an ignorance of ele- 
mentary rules to which statisticians should submit 
their calculations, but an irascibility that is inappro- 
priate to scientific debate. His own view, neverthe- 
less, is favourable since he holds (1) that B C G never 
provokes progressive and fatal tuberculous lesions 
even in the most receptive subjects ; and (2) that it 
is pre-eminent among tuberculosis vaccines in its 
capacity to enhance resistance to the infection— 
notably when it is given by intracutaneous injection 
rather than by mouth. 


MONGE’S DISEASE 


Very little is heard in England about the disease 
of great altitudes first fully described by Monge in 
1928, which is, in America, usually called by his name. 
On this side of the Atlantic our attitude towards 
altitude is, perhaps, more academic and less clinical ; 
but Monge’s descriptions of symptoms are of value 
to the physician whose work brings him into direct 
contact with patients rather than experimental 
animals. In the paper under review? he does not 
deal with the symptoms of acute mountain sicknegg 


1 Birkhaug, K., Nord. med. Tidskr. August 14th, 1937, p. 133 
B 3 Monge, C., Arch. intern, Med. 1937, 59, 32. 3. 
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but is concerned rather with the occasional failures 
to acquire the necessary adjustments for life at great 
altitudes and with the loss of these adjustments once 
acquired. His “subacute mountain sickness,” which 
corresponds essentially to the disease of mountaineers 
described by the doctors attached to the various. 
Himalayan expeditions, may progress to a severe 
form of altitude erythremia, called by him “chronic 
mountain sickness.” Here he overlaps the earlier 
work of Barcroft, but his observations are wider and 
cover every system of the body. He describes the 
cyanotic appearance of those whose adaptation has 
failed, the congestion of the mucous membranes, 
clubbed fingers, emphysematous thorax, dyspnoea, 
lassitude, blurred vision, mental changes, and nausea, 
but does not mention that much of the digestive 
disturbance is now known to be due to a slowing 
in the emptying-time of the stomach. He also 
omits all reference to Campbell’s work on the liver ; 
but his account is admittedly condensed. 

In many of its essential signs and symptoms Monge’s 
disease is very like the essential erythremia of 
Vaquez. It differs from it chiefly in the immediate 
relief obtained by a descent to sea-level. 


SURGEONS FROM BARBERS 


AN invitation to deliver the Thomas Vicary lecture 
at the Royal College of Surgeons of England was 
the origin of an entertaining monograph now pub- 
lished by a distinguished physician. Dr. Wall’s 
subject developed as he studied it, and he quickly 
perceived that the compass of an hour’s lecture was 
wholly insufficient to do justice to the story which 
he now presents in detail. The separation of the 
two component parts of the Barber-Surgeons’ Com- 
pany was determined by a laudable aspiration on the 
part of the surgeons to raise the status of their 
profession ; and though the barbers were opposed. to 
the proposal a committee of the House of Commons 
came to the conclusion that the surgeons had made 
out a good case and that the creation of a separate 
Company of Surgeons ‘‘ would contribute much to the 
improvement of surgery and thereby become a 
matter of public utility.” In 1745, therefore, the 
surgeons’ company was incorporated as a company 
on similar lines to other city companies with a master, 
wardens, court of assistants, liverymen, and, since 
the surgeons were the official examining body for the 
medical entries to the Navy, the Army, and the 
East India Company’s service, a court of examiners. 
The new company emerged from its old association 
with the barbers with little material endowment, all 
the real and personal estate, except the Arris and 
Gale trust funds, remaining with the barbers. It 
started under the handicap of being without a 
meeting place or even a headquarters, negotiations 
for the use of their old rooms at the Barbers’ Hall 
proving impracticable. The story presented by Dr. 
Wall suggests that the barbers were resolved to have 
no further dealings with their former associates, and 
were certainly not inclined to help them. However, 
another city company, the stationers, came to the 
rescue, apparently for a monetary consideration. 
The company, having thus provided for the immediate 
needs of the examinations and dissections, proceeded 
to build its own hall, which was situated on the 
eastern side of Old Bailey. Originally it had been 
visualised as becoming a centre of surgical education, 


—, 


1 The History of the Surgeons’ Company 1745-1800. By 
Cecil Wall, M.A., D.M., F.R.C.P., Thomas Vicary Lecturer at 
the Royal College of Surgeons of England 1935. London: 
Hutchinson’s Scientific and Technical Publications. 
Pp. 356. 108. 6d. 
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but this aspiration remained unfulfilled and for the 
whole period of its existence it remained purely an 
examination hall and livery hall, with a residence for 
the company’s clerk. Forty years later Gunning told 
the court: “ Your theatre is without lectures, your 
library without books .,. . your committee-room 
become your clerk’s eating-parlour.”” The company, 
however, survived some awkward financial embar- 
rassments and became steadily more prosperous, 
until in 1797 it removed to a new site in Lincoln’s 
Inn-fields, and after many vicissitudes and much 
opposition both in and outside Parliament was dis- 
solved and converted by charter into the Royal 
College of Surgeons of England. The story of the 
struggles that preceded the charter, if somewhat 
involved, is absorbingly scandalous ; it seems that the 
company, or rather the court of examiners, which 
had arrogated to itself the real power, had in a 
variety of ways trespassed against the law, and that 
the proceeding by charter was a means of extricating 
itself from its legal embarrassments. The history of 
the surgeons’ company, though it covered but a 
short period of surgical history, is curiously illumina- 
tive of the life and manners of the eighteenth century. 
‘Sir D’Arcy Power, in his foreword, says: ‘‘ The 
result pf Dr. Wall’s work has been to show’ that 
London surgeons have remained true to type, excellent 
craftsmen, but shockingly bad at business.” The 
twentieth-century surgeon who has had to submit to 
criticism of an opposite order may feel gratified by 
this verdict. 


YELLOW HEADLIGHTS IN FOG 


THE question whether coloured headlights give 
greater visibility to the motorist at night and in foggy 
weather is answered in a report 1 issued on Thursday. 
The answer is based on ‘‘the most reliable informa- 
tion known at the present time,” and it is perfectly 
definite—namely, that none of the claims made in 
favour of using a coloured, and in particular a yellow 
headlight beam, rather than a white beam of no 
greater power, have been substantiated, and the claim 

for a greater range of visibility in fog may be regarded. 
as definitely disproved. On the possibility that a 
colour filter offers advantages by reducing dazzle the 
report reserves judgment, and the chairman of the 
Illumination Research Committee is careful to say 
that no account has been taken of the personal 
preferences of individual motorists. 


THE C.S.M.M.G. 


THE Chartered Society of Massage and Medical 
Gymnastics—whose cumbrous name has become a 
source of distress to some of its loyal members— 
entertains at dinner every year at the Café Royal, 
Regent-street, W., the medical men who contribute 
to its annual congress and a few fortunate 
others. The evening’s entertainment is always 
timed with discretion, the balance being well main- 
tained between dinner, speeches, and dancing. 
On Sept. 22nd Dr. J. B. Mennell presided, and Mr. 
H. A. T. Fairbank proposed the toast of the Society, 
calling attention to its growth in status and in num- 
bers and to the tolerance shown by members to 
young doctors who prescribed treatment. Miss G. U. 
Pratt, in reply, referred to the projected research 
scholarships for members, and Miss J. H. Wicksteed, 
before proposing the guests, explained to Mr. Fair- 
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bank that it was a poor masseuse who could not 
receive from a young doctor the instructions she 
wished to be given. Sir William Willcox, in response, 
spoke, as past master of the Society of Apothecaries, 
of the value- of the National Register of Medical 
Auxiliary Services, and drew attention to the expan- 
sion in recent years of the activities of members of 
the society who were as well qualified to guide the 
public in developing a healthy physique as to 
remedy postural or muscular defects. Dr. F. A. 
Roper, bringing greetings from the west country, 

said that propaganda was still needed to convert 
the medical profession as a whole to a proper appre- 
ciation of the importance of the Society’s work, 

but that its best missionaries were members prac- 
tising at the periphery, whose skill, loyalty, and 
judgment were beyond praise. Dr. W. J. O’Donovan, 

in a racy speech, proposed the chairman’s health, ` 
the toast being received with great enthusiasm before 
the party moved. away to dance. 


TENTH INTERNATIONAL CONFERENCE ON 
TUBERCULOSIS 


DELEGATES from many nations attended the con- 
ference, postponed from last year, which was held at 
Lisbon early in September. The main subjects for 
discussion were: (1) the radiological aspects of the 
pulmonary hilum and their interpretation (with Prof. 
Lopo de Carvalho as the chief rapporteur); (2) pri- 
mary tuberculous infection in the adolescent and 


adult (Dr. Olaf Scheel, Norway); (3) the open case 


of tuberculosis in relation to family and domestic 
associates, entrusted to Dr. Charles J. Hatfield 
(U.S.A.) and Dr. D. A. Powell (Great Britain), the 
latter unfortunately not being present to read his 
communication. Many of the papers were good, the 
most original being that of Prof. Lopo de Carvalho, 
whose radiograms demonstrating the intensified 
shadows at the hila by injection of sodium iodide 
through a probe impervious to Röntgen rays, and 
introduced through the median basilic vein, were 
remarkable. These angiopneumographic experiments 
seem to have solved the problem of the interpreta- 
tion of hilar shadows ; in the majority of cases they 
are due to normal blood-vessels. As usual at these 
conferences the social arrangements were excellent ; 
delegates thoroughly enjoyed the hospitality provided 
by the committee of the Union and by the Portuguese 
Government. 


THE annual dinner and dance arranged by the 
London Panel Committee has this year been enlarged 
in scope so as to include every practitioner in the 
London area, their relatives and friends both medical 
and lay. The dinner will take place at the Dorchester 
Hotel, Park-lane, W., on Thursday, Oct. 28th, at 
7.30 p.m. The date was unfortunately misstated in 
an announcement in our last issue. Tickets may be 
had from Dr. A. F. Heald, 17, Russell-square, W.C.1. 


AT 4 P.M. on St. Luke’s Day, Oct. 18th, Sir Arthur 
Hurst will deliver the Harveian oration to the Royal 
College of Physicians of London. His subject will 
be observation and experiment and the physiology 
of the stomach. 


SUMMER Time, which began in Great Britain, 
Ireland, the Channel Islands, and the Isle of Man on 
Sunday, April 18th, will end on Sunday next, 
Oct. 3rd, at 3 a.m., when the hands of timepieces 
should be put back to 2 a.m. The hour 2-3 a.m, 
summer time will thus be followed by the hour 
2-3 A.M. Greenwich time. 
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A COMPARISON BETWEEN THE OPEN- 
AND CLOSED-CIRCUIT METHODS 
FOR DETERMINING THE 


BASAL METABOLISM 


By J. Doucias ROBERTSON, Ph.D., M.D. St.And., 
D.P.H. 


CLINICAL CHEMICAL PATHOLOGIST TO THE MIDDLESEX 
HOSPITAL, LONDON 


(From the Courtauld Institute of Biochemistry, Middlesex 
Hospital) 


In the absence of the respiration calorimeter, the 
most accurate of all instruments, the method of 
choice in most laboratories for determining the heat 
output is by measuring the oxygen consumption. 

There are two methods in general use—the open 
circuit and the closed circuit. In the former, some 
form of apparatus such as the Zuntz-Geppert, Tissot, 
or Douglas bag is employed. The subject wears a 
face appliance with appropriate valves allowing him 
to breathe outdoor air, while all the expired air over 
a certain period is collected and finally measured 
and analysed. In the latter some form of spirometer 


is used and into the circuit oxygen is introduced.. 


The subject is attached to this apparatus—of which 
the Benedict-Roth, Benedict-Collins, Sandborn, and 
McKesson are types—by means of a mouthpiece, 
the nose being occluded by a clamp. Valves or a 
motor blower direct the flow of air, the expired air 
being lead through a chamber filled with soda-lime 
to absorb the carbon dioxide, and the amount of 
oxygen absorbed is calculated by noting the fall in 
the spirometer bell. 

Theoretically the oxygen consumption measured 
by either of these methods should be equally accurate, 
but Hunt (1926) found the closed-circuit method to 
give results 10-12 per cent. higher than the open 
circuit. His technique, however, seems open to 
criticism in that no control was done, showing that 
his subject’s heat output was constant over the experi- 
mental period. It would be tempting to explain an 
increased, oxygen absorption with the closed-circuit 
technique by postulating a solution of oxygen in the 
serum due to an increased pressure of this gas in the 
lungs, and the stimulating effect of high concentrations 
of oxygen upon the metabolism ; 
but neither in fact takes place. 
Benedict and Higgins (1911) found, 
as did Lavoisier and Seguin in 1789, 
that no increase in the metabolism 
took place by breathing pure 
oxygen. Zuntz (1903) and DuBois 
(1936) have shown that except in 
cases where there is a disturbance Water 
in the oxygen-carrying capacity Sel 
of the blood breathing oxygen does 
not increase the amount of oxygen 
in the arterial blood. 

It was decided to re- 


Spirometer 


Flutter 
Valve 


investigate the accuracy Inhalation Tube 
and the relative advan- 

tages and disadvantages Exhalation Tube 
of the methods com- f AA 
monly employed in L i À 
estimating the oxygen CARS 
consumption. 


The principle of the Benedict-Roth re- 
cording spirometer, DuBois (1936). 
By permission of the author and of 
the publishers, Lea and Yebiger, 
Philadelphia. 


APPARATUS 


Open-circuit method.—It was decided, to use the 
Douglas bag as this is most commonly employed in 
this country. Its accuracy depends a great deal 
upon the gas analyses which are carried out in the 
apparatus devised by Haldane (1912), but in addition 
many check-ups and calibrations were found to 
be necessary before results were accurate enough 
and comparable. It was found necessary to :— 


1. Calibrate all the burettes in the Haldane gas-analysis 
apparatus. The difficulties of leaking at the rubber tube 
junctions were overcome by the manufacture of an 
all-glass apparatus. The T-bore taps were found unsatis- 
factory and they were replaced by two-way diagonal- 
bore taps of special construction. The Haldane apparatus 
was constructed by C. Dixon and Co. (27, Devonshire- 
street, London, W.C.) 

2. Calibrate the spirometer which measured the volume 
of the expired air. It was found that the spirometer 
registered correctly only if the volume passing through 
it did not exceed 300 litres per hour. 

3. Analyse the gas samples in duplicate on two different 
“ Haldanes,” and in order to check the efficiency of the 
apparatus an analysis of air was done before and after 
the analyses on the specimens from the Douglas bag. 

4. Remove samples from the Douglas bag within 15 min. 
of collecting the expired air, in view of the ease with which 
carbon dioxide permeates the rubber-lined bag. 

5. Test the Douglas bag for absence of leak. 


Closed-circuit method.—I have used in this study 
mainly the Benedict-Roth but also the British 
Benedict (manufactured by H. E. Kendrick, 5, Lodge 
Villas, Woodford Green, Essex), and a full description 
of the former machine is given by Roth (1922). The 
Benedict-Roth apparatus with the entire closed 
circuit is shown in the Figure. 


Flutter valves are used to direct the flow of air, and they 
permit a flow in one direction only. A kymograph is 
attached to record the movements of the spirometer 
bell and the drum is rotated by clockwork. The drum is 
covered with a paper 
chart vertically ruled into 
accurately determined 
one-minute spaces, thus 
no watches are necessary 
Q to record the time of an 
experiment., 

The graphic way of 


Telescoping measuring the oxygen 
j Upright consumption is of great 
importance and any 

ermometer closed-circuit apparatus 


that does not have a 
kymograph cannot be 
considered accurate. The 
principle of the Benedict- 
Roth apparatus lies in its 
spirometer bell having a 
diameter of 16-24 cm, 
By calculation it can be 
shown that the area of 
cross section of the spiro- 
meter bell is 207-3 sq. cm. 
Thus when the level of 
the spirometer bell falls 
1 mm. in an experiment it 
means that 20-73 c.cm. 
oxygen have been con- 

= respiratory quotient of 

H 0-82 (the calorific value 
of 1 litre of oxygen is 
4-825 calories) is equi- 
valent to a production of 
0-1 calorie. If a 6-min. 


Kymograph 
| i b Pen 
L 


\ 
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reading is taken, this would be equivalent to 1 calorie 
per hour. In an experiment, therefore, the fall of spiro- 
meter in 6 minutes when calculated in millimetres can be 
directly translated into calories of heat output per hour. 


Before beginning the metabolism studies all 
apparatus was carefully calibrated by an alcohol 
check and details of the method have been published 
(Barrett and Robertson 1937). All machines were 
found to have a very high degree of accuracy with 
results varying from 99-5 per cent. to 101 per cent. 


of theory. All kymographs were timed with stop-. 


watches of known accuracy and it was found necessary 
to make some adjustments in three of them. It was 
found that carbon dioxide could be detected in the 
circulating air after passage through the soda-lime 
when over 100 tests of ten minutes’ duration had been 
done, so in practice the soda-lime was changed after 
80 tests to ensure purity of the air. 


THE CONDITIONS 


There are various factors that influence the 
metabolism of the body and the chief of these are 
food, digestion, work, rest, heat, cold, and fever. 
The standard conditions were those for so-called 
“basal”? or “standard” metabolism, by which 
the subject had fasted for twelve to fourteen hours. 


THE SUBJECT 


In comparing the two methods used in determining 
the oxygen consumption it is essential to determine 
that the oxygen consumption of the subject employed 
is constant over the experimental period. The 
observations were carried out on Miss A. A., who for 
the past seven years has attended this laboratory 
three times a week to allow me to measure her basal 
metabolism. Her heat output is constant over a 
period of at least 14 hours, remaining in one region 
of 58 calories per hour. 


TECHNIQUE OF EXPERIMENT 


| In order to avoid any upset that might be caused 
by changing mouth appliances when switching over 
from one method to another, it was decided to use 
the same mouthpiece and nose-clip throughout, 
without removal during the whole experiment. 
The switch over from one apparatus to the other 
was done by arranging convenient tubing and valves ; 
thus at the end of a reading on the Benedict-Roth, 
the inhalation tube and exhalation tube were dis- 
connected from the apparatus and into the former 
was inserted an inlet valve and into the latter an 
outlet valve. The exhalation tube was then con- 
nected to the Douglas bag. Miss A. A. had no 
knowledge when the change-over took place, nor was 
she aware of any change in sensation throughout 
the hour the whole experiment was performed. The 
Sequence in which the types of apparatus were used 
was: (1) Douglas bag for 10 minutes ; (2) Benedict- 
Roth for 10 minutes ; (3) Douglas bag for 10 minutes ; 
(4) Benedict-Roth for 10 minutes. 


RECORD OF EXPERIMENT 


Barometer reading, 752 mm.; room temperature, 
22-5° C.; barometric factor=0-893; calorific value 
of 1 litre of oxygen at a respiratory quotient of 
0-82 = 4-825 calories. For the purposes of this 
comparison it was assumed that the respiratory 
quotient throughout was 0-82, but the significance 
and relative importance of this assumption will be 
discussed later. l 
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First open-circuit experiment with Douglas bag :— 
Volume of air expired in 10 minutes 01 o Diop: 


2 = 27 % 
Analysis of expired air .. sa Oo = 17-49% 
Na = 79:80% 
Oxygen absorbed 21:14 — is ae .. = 3-65 
R.Q. (respiratory quotient) <7; 3-65 °° eo = 074 


By assuming R.Q. of 0°82 instead of 0°74 
the number of calories per hour 


= 61:75 x 0-893 x 385 > 6 x 4:825 
= 58-3 calories. 


First closed-circuit experiment with Benedict-Roth :— 


Spirometer temperature . -mhe ns = bee o 

Barometric factor .. = 0-895 

Rise of oxygen line in six ‘minutes = 64:5 mm, 

With R.Q. 0-82, calorie output per hour.. = 64:5 x 0-895 
= 57-5 calories. 


Second open- circuit experiment with Douglas bag :— 
Volume of air expired in ten minutes 99 4 ia 


{$ 


Analysis of expired air = 17-40 o 
= 79:63% 

Oxygen absorbed 21:07 — 17:70 .. = 3°37 

R. Q. 3:37 a ae = 0-81 

By as g R.Q. of 0-82 instead of 0-81 


EA 
the number of calorie sor hour 
66-4 x 0°893 x 100 * 6 x 4:825 
58°3 calories. 


Second closed-circuit experiment with Benedict-Roth :— 


Spirometertemperature . :4 Beginning = 2 si 
Barometric factor . = 0:895 
Rise of o en line in six ‘minutes -. = 64 mm, 
Assuming R.Q. 0- deg calorie output per 

hour ee RA 64 x 0:895 


Wu 


57°2 calories, 


A comparison of the heat output of Miss A. A. 
by the different methods is given in Table I. 


TABLE I—Heat Output 


Method. Heat output per 


Time (4.M.). hour (calories). 
9,0 -9.10 Douglas bag. 58:3 
9.13-9.23 Benedict-Roth. 57-7 
9.25-9.35 Douglas bag. 58-3 
' 9.37-9.47 Benedict-Roth. 57-2 


DISCUSSION 


A comparison of the open and closed circuits demon- 
strate that very close agreement is obtained. The 
relative advantages and disadvantages of these two 
methods of estimating the basal metabolism can now 
be conveniently summarised under the headings of 
(1) respiratory quotient ; (2) the effect of breathing 
pure oxygen on the metabolism ; (3) the accuracy of 
apparatus during the experiment; (4) the time 
involved in the calculation of the results. 


Respiratory quotient.—It has been stated that the 
fundamental objection to the closed-circuit method is 
the necessary assumption of a respiratory quotient, 
and the respiratory quotient usually chosen is 0-82 
or the one of theoretical basal conditions. In the 
case of Miss A. A. the R.Q. of the first open circuit 
experiment was 0:74. By assuming the R.Q. was 
0-82 the calorific value of a litre of oxygen was taken . 
as 4-825 calories and the calculated heat output 
per hour was found to be 58-3 calories. On the other 
hand, if the actual R.Q. of 0-74 had been employed 
the calorific value of a litre of oxygen would then be 
4-727 calories and the calculated heat output per hour 
would be 57-1 calories or only a difference of 2 per 
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cent. in the final result. The objection to the 
assumption of a respiratory quotient therefore appears 
to be of little practical consequence. 

The comparison between the two methods of 
determining the heat output of Miss A. A. was carried 
out on five different occasions, and it was noted that 
on all occasions the R.Q. was different in the first 
and second open-circuit experiments. The results 
are given in Table II. There was no question that 


TABLE II—Respiratory Quotient 


R.Q. R.Q. 
0:90 Second Douglas bag experi- (0°84 
rat Donglar DOE ( 0°78 ment: The third obser- | 0-81 
irst Observa-|p-7a5 | _plocsandnose-clip having | 0-83 
. piece and nose-clip ha g $ 
tion made. |0: been applied for 25 min. (0-81 


Miss A. A. was unaccustomed to the test for by the 
time these experiments were carried out she had 
taken part in 700 similar tests. These results seem 
to confirm what Benedict (personal communication) 
has maintained that the introduction of a mouth- 
piece and nose-clip or the application of any face 
appliance alters the carbon dioxide output and thus 
vitiates the measured respiratory quotient in short- 
period experiments. It appears therefore that by 
assuming a R.Q. of 0-82 a correction rather than an 
error is being introduced into the calculations, for 
the chances are that the measured R.Q. in a short- 
period experiment of 10 min. is fallacious. The 
above observations suggest that even in the case of 
a trained subject the carbon dioxide output becomes 
normal only’ after the mouthpiece had been applied 
at least 15 min. 

Effect of breathing pure oxygen.—Objections have 
been raised to the closed-circuit type of apparatus 
on the grounds that the breathing of pure oxygen 
alters the metabolism. Evidence by Benedict and 
Higgins (1911) and others has shown that oxygen does 
not stimulate metabolism. 

Accuracy of the apparatus during an expervment.— 
With the closed-circuit type of apparatus a test for 
tightness of the apparatus can easily be carried out 
during the actual determination. The test consists 
of placing a 50-gramme weight on the spirometer 
bell and watching for evidence of a sudden fall in the 
volume of enclosed oxygen. This is a most delicate 
test for a leak. No such means can be applied to 
the open-circuit method, which is a very serious 
disadvantage. | 

Time involved in the calculations.—In the closed- 
circuit method the calculations of the basal metabolism 
from the kymographic chart of the respirations take 
about two or three minutes. Ata glance, immediately 


the test is completed, it can be determined whether | 


the test is satisfactory or not and a further reading 
required. Inthe open-circuit method after the volume 
of the expired air has been measured and a sample 
taken, the accuracy of this method depends upon the 
analysis of the sample, which is done in duplicate. 
If two determinations have been carried out on the 
patients, this means four gas analyses and in addition 
the Haldane apparatus must be checked by an 
analysis of room air. The labour and time involved 
by this necessary procedure is enormous, and it is 
only after this work has been completed that one is 
in a position to determine that the duplicates of the 
heat output of the patient agree sufficiently to warrant 
no further tests. 
SUMMARY 


1. A comparison of the closed- and open-circuit 
methods for determining the heat output has shown 
that they are both equally accurate. 

2. The assumption of a respiratory quotient of 


0-82 in the closed-circuit method does not appear 
to introduce any error in the calculations. 

3. The respiratory quotient obtained with the 
Douglas bag is probably inaccurate even in a trained 
subject in short-period experiments such as are 
commonly used in most laboratories to determine the 
basal metabolism. 

4, The closed circuit possesses many advantages 
over the open circuit in that it is much more rapid 
and a ready means is available for testing of the 
apparatus during an experiment. , 

I wish to thank Mr. Knott of J. W. Benson Ltd., 
Ludgate Hill, London, for the advice and help he has so 
freely given in connexion with the kymographs, and Prof. 
E. C. Dodds for his criticism of this paper. 
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AUSTRALASIA 
(FROM OUR OWN CORRESPONDENT) 


FOUNDATION OF QUEENSLAND MEDICAL SCHOOL 


For the first time in fifty years a new medical 
school has been founded in Australia, the inauguration 
of the faculty of medicine in the University of Queens- 
land being the first ceremony of its kind since the 
Adelaide school of medicine was opened in 1885. 
The oldest school in Australia, that of Melbourne, 
was opened in 1863, the Sydney school following 
twenty years later. 

Tropical hygiene and medicine will be a com- 
pulsory subject in the undergraduate course of the 
new school. The fact that roughly half the area of 
Queensland lies in the tropics accounts for this unusual 
feature. If, as is expected, about 40 medical students 
in each year enter the Queensland medical school, 
there will be a total of over 200 students altogether. 
The numbers attending the older Australian medical 
schools are: Sydney 632, Melbourne 609, and 
Adelaide 120. Preliminary matriculation is required 
of all entrants to the medical school of the University 
of Queensland, and the requirements are so framed 
as to encourage future medical students to study the 
subjects that will be of most use to them when they 
enter the faculty. Contrary to the usual practice, 
Latin is not compulsory, a choice between French 
and German being allowed. As the greatest volume 
of medical literature outside their own language is 
written in German, students are recommended to 
study that tongue. Mathematics, physics, and 
chemistry are compulsory, though only one of the 
latter two need be taken at the senior standard. In 
the other medical schools of Australia all the insti- 
tutions necessary to the education of medical students 
are situated in different parts of a large city, thus 
involving much waste of time in travelling from one 
to another. The Queensland medical school has the 
advantage of having in Brisbane a 600-bed hospital 
comprising all the necessary departments, including 
a children’s hospital, a modern maternity hospital, 
and a hospital for infectious diseases, besides 
providing the usual training facilities of a general 
hospital. The curriculum of the new school carries 
out the suggestions made in the recent report of 
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the British committee which studied the medical 
curriculum, | 

The dean of the faculty of medicine and professor 
of anatomy is Prof. H. J. Wilkinson, who resigned a 
chair at Adelaide University to take up the duties 
of the foundation dean of the Queensland medical 
school, Prof. D. H. K. Lee is the professor of physio- 
logy. In his speech at the inauguration of the faculty 
he outlined the plans by means of which it was pro- 
posed to answer the question, ‘“ To what extent and 
in what way is human settlement in tropical Australia 
possible ?” He emphasised the need for a base 
laboratory with efficient research workers associated 
with one or more field units, conducting in the 
tropical areas an investigation as nearly as possible 
identical with that being carried out at the base. If 
a successful attack was to be made on the obstacles 
barring the way to human settlement in tropical 
Australia, a combination of physiological, medical, 
nutritional, dental, and sociological knowledge was 
essential, The national spirit of Australia is develop- 
ing, but it is realised that Queensland presents a 
problem of its own. | 

Sir Raphael Cilento has been appointed honorary 
professor of social and tropical medicine in the Queens- 
land school. Sir Raphael is director-general of health 
and medical services in Queensland, and this appoint- 
ment was made in recognition of the Government’s 
endowment of the medical school. Appointments 
yet to be made include professors of pathology and 
obstetrics, lecturers in bacteriology, medicine, sur- 
gery, public health and preventive medicine. The 
educational facilities will bear comparison with those 
of any other medical school in Australia. In addition 
the new faculty will profit by the experience of its 
predecessors in the educational field. It is anticipated 
that the standard of training will be such as to lead 
to reciprocity in registration by the General Medical 
Council of Great Britain. 


PHYSICAL EDUCATION IN NEW ZEALAND 


Influenced by European national campaigns for 
improved physical fitness the New Zealand Govern- 
ment has drawn up plans for a National Council of 
Sport, which is to codperate with existing organisa- 
tions. National fitness must begin in the schools, 
and children will therefore be taught real physical 
education together with something of their own 
physiology. The National Council will control such 
activities, will provide gymnasiums, swimming-baths, 
places for education and instruction and libraries, and 
will organise parades and displays of physical fitness. 


IRELAND 


(FROM OUR OWN CORRESPONDENT) 


THE HEALTH OF THE FREE STATE 


THE report of the Department of Local Government 
and Public Health for 1935-36 was published last 
week. It is unfortunate from the point of view of 
public interest that the issue of these annual reports 
is so long delayed. Among other evil results is 
the fact that the debate in the Dáil when the Depart- 
ment’s estimates are under review comes some two 
years later than the latest facts and information 
at the service of the members. The lag in publication 
is probably due to an insufficiency of staff in the 
offices of the Department. The work of the Depart- 
ment has grown enormously in recent years but the 
staff has not undergone a proportional increase. 


The principal legislation bearing on health during 
the year with which the report deals was the Milk 
and Dairies Act of 1935, which is now in force. It is 
the first serious attempt made in Ireland to secure 
a safe and healthy milk-supply. The death statistics 
for the year show a small increase in the number of 
deaths, the rate having increased from 13-15 per 
1000 in 1934 to 13-98 in 1935. There was also a slight 
increase in the number of deaths due to infectious 
diseases. Some of the infectious diseases formerly 
rampant in Ireland, however, seem on a fair way to 
disappearance. No case of small-pox has occurred 
for many years. Three cases of typhus fever were 
notified, and two deaths recorded. In 1847—the 
famine year—the number of cases of typhus in 
Dublin alone was over 47,000 and in the whole of 
Ireland over a million. Typhoid is also. steadily 
diminishing ; there were 298 cases with 52 deaths 
in 1935, as against 454 with 65 deaths in 1934. The . 
city of Cork which had a bad reputation as regards 
typhoid for many years showed a sudden drop in the 
incidence of typhoid in 1928 following on the installa- 
tion of a rapid gravity filtration plant in connexion 
with the water-supply, and the institution of 
systematic bacteriological examination of the water. 
From 1915 to 1924 there was an average of 460 
cases a year; from 1925 to 1934 the average has been 
76. There were only three cases in 1935, and fewer 
in the immediately preceding years. There is little 
change in the incidence and mortality from diphtheria. 
There was a slight decrease in the number of cases 
in 1935 but a slight increase in the number of deaths. 
It is right to add that the campaign of immunisation 
was only in its infancy in most centres at the time 
these figures were compiled. In the area in which 
immunisation was first carried out vigorously— 
Cork county borough—the medical officer of health 
was able to point out a drop from 26 deaths in 1934 
to 5 in 1935. Despite the many activities devoted to 
the prevention and treatment of tuberculosis the 
death-rate remains practically stationary. For 1935 
it was 1-27 per 1000 of the population. Infant 
mortality remains unpleasantly high in many of the 
towns. The rate for the whole country was 68 per 
1000 births, a few points higher than in 1933 or 1934. 
The county borough of Waterford showed, however, 
an infant mortality-rate of 126, Limerick of 106, 
Dublin of 94, and Cork of 78. The lowest rural area 
was Mayo with 34. The infant mortality-rate among 
illegitimate children gives grave cause for discontent. 
The rate for 1935 among these children was 260 per 
1000 births—more than four times the rate among 
legitimate children. It is true that the rate in the 
previous decennial period was higher (287), but it is 
clear that the methods stated in the report for dealing 
with unmarried women and their children have been 
insufficient in results. 

The service of medical inspection of school-children 
is gradually being expanded, but there are (or were 
at the period of this report) five county areas in which 
inspection had not begun. It is satisfactory that the 
schemes of inspection have been generally welcomed 
by parents, teachers, and school managers, and the 
parents are eager to take advantage for their children 
of such treatment as may be recommended. The 
inspectors in many areas comment severely on the 
general sanitary and hygienic conditions of the schools. 
The chief defects are unsatisfactory closet accommoda- 
tion, inadequate or inconvenient water-supplies, 
absence of facilities for washing, defective or obsolete 
type of desks, defective ventilation, lighting, and 
heating, insufficient floor-space, and inadequate 
playgrounds. Despite these faults the report claims 
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some remarkable improvement in physique among 
echool-children in certain areas. “In Cavan County 
the boys of school-leaving age inspected in 1935 
were on an average 2 in. taller and more than 8 Ib. 
heavier than those of the same age inspected in 1932. 
Girls of school-leaving age, although not reaching the 
high standard of 1934, were, on the average, 23 in. 
taller and 33 Ib. heavier than those in 1932. These 
improvements were reported to be largely due to 
better dietary and to the correction of defects under 
the scheme.”’ 


SCOTLAND 


(FROM OUR OWN CORRESPONDENT) 


VOLUNTARY HOSPITALS 


ADDRESSING the Scottish Association of Insurance 
Committees at Oban last week, Lieut.-Colonel 
Stewart, superintendent of Edinburgh Royal 
Infrmary, pointed out that financial problems were 
again threatening the voluntary hospital system, and 
that this was due to the growing demand from all 
classes of the community for adequate hospital 
facilities. It was felt that voluntary hospitals must 
be supported by all classes, but they must be willing 
to fall into a comprehensive scheme. The hospitals 
were prepared to accept these conditions and were 
concerned as to how the first move towards them 
should be made, Difficulty about payments by 
patients had been an obstacle to any common meeting 
ground with local authorities. Voluntary hospitals 
still depended on public generosity and with the 
development of a hospital system financed out of the 
rates public generosity might not continue. In that 
case voluntary hospitals must look elsewhere for 
funds and if they surrendered a certain amount of 
their mwndependencé and submitted to some control 
from the Department of Health they would be entitled 
to grants in respect of public work done by them. 
The proposed regional committees do not, in Colonel 
Stewart’s opinion, go far enough to ensure adequate 
coöperation between hospitals, but they should clear 
the ground of many existing difficulties. He said 
it was reckoned that the money recovered under 
the Road Traffic Act for the treatment of road 
accident cases met only half of the bare cost of 
maintenance of the insured patient in hospital. 
Adequate recompense was due to the hospital for such 
work. 


NATIONAL HEALTH INSURANCE BENEFIT 


Mr. A. A. Ritchie of the Renfrew county insurance 
committee, in his presidential address, pleaded for 
extension of the benefits under National Health 
Insurance. The benefits obtainable to-day, he said, 
were no better than those obtainable twenty-five 
years ago. There was great need of consultant 
services and in his opmion insured persons so greatly 
desired the extensions of benefit that they were 
prepared to make a substantial contribution towards 
the cost. However, if the recent reduction of the 
State grant funds were restored this would give the 
additional annual income to the funds in Scotland 
of £248,000. 

The conference expressed strong disapproval of the 
proposal that the work of insurance committees 
should be transferred to local authorities. The 
latter, it was suggested, were already grossly over- 
burdened. 


MORE LETTERS FROM SHANGHAI 


On Sept. 18th we published extracts from letters 
sent home by Dr. J. L. H. Paterson, superintendent 
of the Lester Chinese Hospital at Shanghai, which 
is staffed partly by doctors and nurses appointed by 
the London Missionary Society, and partly by Chinese 
doctors and nurses. The following are passages from 
further letters :— 


August 30th.—We gradually started to recover 
after the Sincere bombing. We were so full up and the 
strain was getting so heavy on the staff that for. 
some time I have been trying hard to get a few more 
convalescent patients to other and less fully equipped 
hospitals. The Emergency and Red Cross Hospitals 
were however adamant. They wanted all their 
space for wounded soldiers, and were loath to take in 
civilians. So on Thursday I gave up that line and 
got a few friends to help to put pressure on the public 
health department. Robertson was a great help. 
On Friday we had a short talk, Robertson, Duck 
(acting commissioner of public health), and myself. 
Duck got the emergency meeting of the council to 
appoint Bryson and myself to plan for the hospital 
situation in the Settlement. By Sunday afternoon 
we had a temporary convalescent hospital fixed up in 
the McTyeire school in Edinburgh Road. In the 
meantime the South Station bombing on Saturday 
had again filled all beds and a lot of floor space. 
On Sunday afternoon I evacuated fifty more or less 
convalescent patients to McTyeire, and so relieved 
pressure quite a lot. 

As I have told you I saw the Great World bombs 
strike in on August 14th, and the Sincere one on 
August 23rd. On Saturday, 28th, about midday, 
I watched several Japanese planes circling to and 
fro over the South Station. Then suddenly there 
was the spurt of a great mushroom of smoke and dust 
and another immediately after and the deep boom of 
the explosions. The French exits to the city area are 
all but one completely closed and barricaded, but 
expecting casualties I went down and once again sent 
to the telephone operator the message: ‘Call all 
doctors.” ut-patients had to be cleared from the 
lower hall and stretchers made ready; operating 
theatres sprang into preparation and so when 20 
minutes later the first ambulances started to arrive 
we were all ready. It was a miserable business, 
mostly women and little children; over a hundred 
and many very severe. One has come to hate the 
day or two following these bombings when anxious 
relatives are pouring in to search for their dear ones. 
Sometimes it is a joyful meeting in the ward, or at 
least a chance of seeing a wife or husband even if 
seriously injured, but so often it is much sadder. 
There is a little kiddie of about 4 years standing up in 
his cot with bandaged head, crying for his mother 
hour after hour—he was brought up by a boy scout 
from her dead body. A woman with a small baby 
in her arms was met running along the main corridor 
to the entrance, tears streaming from her eyes. 
She had found her husband in the mortuary. She 
fled crying and screaming. One of our women 
Evangelists caught her at the door and managed to 
get her to a quiet room. 

All through these terrors there are innumerable 
bright spots, reunion sometimes dramatic—a lost 
baby in the children’s ward and the wounded and 
mourning mother in another ward. How it was found 
out I do not know, but now they are both together 
and getting on well. Grim humour peeps out at 
times—a woman was brought in on Saturday with — 
a smashed leg which was amputated at once. She 
came out of the ether to wail and cry because of 
thirty dollars hidden in the stocking of the lost leg. 
pag was much comforted later when it was restored 
to her. 

Sept. 3rd.—The last day or two have been fairly 
quiet, with more distant cannonading, but we have 
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dealt with a lot of poor starved folk brought out of 
Hongkew and Yangtse Poo, some with old festering 
wounds: Dysentery has become rather bad. I think 
there is little doubt but that it is due to the enormous 
number of flies which have come over from the 
destroyed areas, where there have been large numbers 
of corpses. 

Police observers aver that immense numbers of 
Chinese have been herded into alley ways and simply 
machine gunned down. It is very significant that 
when the public health department demanded passes 
to get in and collect corpses for destruction the 
Japanese absolutely refused to let them in, and stated 
that they were going to do all that themselves. 
i Naturally this is taken to mean that they do not want 

it known what they did in those early days in Hong- 
kew and Wayside; and as we cannot get any real 
news yet of the Medhurst buildings no one is allowed 
there. We know that vast areas have been burned 


out. i 

To-day there has been furious fighting all along the 
Pootung shore and across from the Bund. The 
Chinese had brought up guns back in the Pootung 
area but started out with a lot of snipers, creeping 
up and opening fire on the Japanese gunboats beside 
the Garden Bridge and the Japanese consulate nearby. 
Baxter from the Mission buildings and Elliston from a 
high building near both saw the whole morning’s 
work. Three Chinese shells went into the Japanese 
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Consulate. Another hit alongside a cruiser. There 
were several shrapnel bursts over a gunboat and a 
Japanese boat was sunk. There is a long line of 
Japanese gunboats all down the river and they all 
burst forth plastering the Pootung shores and smash- 
ing up godowns and buildings. Aircraft were also 
busy, bombing away. The noise was pretty fierce, 
especially as it was near at hand. (It is quite a 
business trying to telephone with all the row.) A 
shell fell in Peking Road this afternoon, but did not | 
do a great deal of damage. Nine Chinese and one 
Sikh were brought in by ambulances. 

I had a letter from Harmon. He and his family are 
in Hong Kong after an exciting trip down the coast. 
They rescued a Japanese from a scout plane which 
fell into the sea near by. They ran out of water and 
food and put into Amoy for more. After leaving the 
family at Hong Kong Harmon started out for 
Shanghai, The steamer was caught in a great 
typhoon and blown ashore. Harmon was one of those 
rescued, and returned to Hong Kong to await another 
chance of getting here. 

The third flotilla Japanese Fleet has been firing 
all day : fifty rounds heavy to one Chinese light round. 
Planes dropping bombs all over the place, but when 
they stopped at 4.30 P.m. for tea the two Chinese 
trench mortars at once revived and restarted, and 
even the machine gun recommenced at the very place 
it had first been in ! 


“THE SERVICES 


SHORT SERVICE COMMISSIONS FOR DENTISTS 


THE War Office announces that applications are 
invited from dental surgeons for appointment to a 
limited number of commissions. Candidates will be 
selected without undergoing competitive examination 
and will be required to present themselves in London 
for interview and physical examination towards the 
end of October. They must be registered under the 
Dentists Acts or Medical Acts and be not over the 
age of 28. Successful candidates will be given short 
service commissions for six years, when they will 
retire with a gratuity of £1000, unless they have been 
granted permanent commissions. Permanent com- 
missions will be given to officers selected.from those 
who wish to make the Army their permanent career. 
Particulars of the conditions and emoluments and 
form of application may be obtained by post or in 
person from the Director, Army Dental Service, War 
Office, London, S.W.1. 


' ROYAL NAVAL MEDICAL SERVICE 


if Surg. Comdr. F. H. Ward transferred to Emergency 
ist. 

Surg. Lt.-Comdr. R. C. Foster to be Surg. Comdr. 

Surg. Lts. (D) N. L. Parry to Victory for R.N.B.:; 
D. C. Howe and W. G. Smith to Drake for R.N.B.; and 
J. B. Knight to Ganges. 

Surg. Lts. (D) for short service: W. H. Bain (Glasgow 
Dental Hosp.); R. W. Ellis-Smith and J. B. Inverdale 
(Bristol Univ.) ; and P. V. Peatfield (Guy’s). 

Mr. C. E. Hicks of Huntingdon has been appointed 
Admiralty Surgeon and Agent for Huntingdon ; 

J. W. J. Willcox of Glastonbury, for Glastonbury; and 
Mr. R. W. Riddle of Shoreham, Sussex, for Shoreham. - 
ROYAL NAVAL VOLUNTEER RESERVE 


Surg. Lt.-Comdr. W. H. Roberts to R.N.B., Devonport. 
Proby. Surg. Lt. W. I. D. Scott to be Surg. Lt. 


ARMY MEDICAL SERVICES 


Col. R. C. Priest, M.D., F.R.C.P., K.H.P., Professor of 
Tropical Medicine, Royal Army Medical College and 
Consulting Physician to the Army, will be promoted to the 
rank of Major-General (supernumerary), with effect 
from Oct. 13th, 1937, and will continue in his present 
appointment. 


Col. Priest received his medical education at Caius College, 
Cambridge, and St. Thomas’s Hospital. He joined the R.A.M.C. 
in 1909; was promoted major in 1921, brevet It.-col. in 1931, 
substantive It.-col. in March, 1934, and brevet-col. in the next 


month. He was promoted colonel this year. He served in 
India, Mesopotamia, and Egypt during the Great War. He was 
appointed K.H.P.in 1934. In 1936 he was consulting physician 
to the military forces in Palestine with the rank of temporary 
colonel. Col. Priest was appointed Professor of Tropical 
Medicine and Consulting Physician to the Army in July this 


year. 
ROYAL ARMY MEDICAL CORPS 


Lt. (on prob.) E. W. O. Skinner is restd. to the estabt.. _ 
and confirmed in his rank, 

ARMY DENTAL CORPS 

Short Service Commission: R. C. Fraser to be Lt. 
(on prob.). 

TERRITORIAL ARMY 

Lt.-Col. and Bt.-Col. D. Dougal, M.C., from T.A. Res. 
of Off., to comd. 5th (Western) Gen. Hosp. 

Maj. and Bt. Lt.-Col. L. McI. Weeks, M.C., T.D., to be 
Lt.-Col. and to comd. the Ist (Northern) Gen. Hosp. 

Capt. A. A. Eagger, from T.A. Res. of Off., to be Lt.-Col. 
and to comd. 6th (Southern) Gen. Hosp. 

Lt. J. H. Hopper to be Capt. 

The Efficiency Decoration has been conferred upon the 
undermentioned officers under the terms of the Royal 
Warrant dated Sept. 23rd, 1930: Lt.-Col. J. O. 
Thomas, M.C.; Maj. and Bt. Lt.-Col. J. Marshall, M.C. ; 
and Maj. W. R. Martine, M.B.E. (empld. Edinburgh 
Univ. Contgt., Sen. Div., O.T.C.). 


ROYAL AIR FORCE 


Wing Comdr. H. S. C. Starkey, O.B.E., is placed on the 
retired list. l X 

Squadron Leader A. A. Townsend to No. 5 Flying 
Training School, Sealand, for duty as medical officer. 

Flying Offrs. promoted to the rank of Flight Lt. : G. B. 
MacGibbon, D. F. S. Shaw, C. C. Barker, and C. E. G. 
Wickham. 

Flying Offr. J. R. McWhirter to No. 3 Armament 
Training Camp, Sutton Bridge; and F. V. Maclaine to 
R.A.F. Station, Digby. 

R. M. Hewat is granted a short service commission as a 
Flying Offr. for three years on the active list and is 
seconded for duty at St. Mary’s Hospital. 

Dental Branch.—F. C. W. Rudd is granted a non- 
permanent commission as a Flying Offr. for three years 
on the active list, and is seconded for duty at the Liverpool 
Dental Hospital. 

AUXILIARY AIR FOROE 
615 (County of Surrey) (Army Codperation) 
T. Crowley is granted a commission as 


No. 
Squadron : 
Flying Offr. 


—_ 
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THE MEDICAL REGISTER 
UNTRACEABLE PRACTITIONERS, 1937 


WE have been requested by the authorities of the General Medical 
Council to publish the following list of registered medical practitioners 
who had not, when the list was sent to press, replied to letters written 
to them on behalf of the Council under Section 14 of the Medical Act, 
1858, in order to ascertain whether their addresses on the Medical Register 
are still correct. The date given after each name is the date of original 
registration ; the qualification given is the principal qualification 
registered by the practitioner. The letters (E), (S), or (I) indicate 
whether the practitioner was originally registered in England, Scotland, 
or Ireland; and the expression (Col.) or (For.) indicates that the 
practitioner is registered in the Colonial List or in the Foreign list in the 
Register. Any practitioner, wherever resident, who finds his or her name 
in the list should write without delay to the Registrar, General Medical 
Council, 44, Hallam-street, Portland-place, London, W.1, unless he or 
she was originally registered in Scotland. Practitioners originally 
registered in Scotland should write directly to the Registrar of the 
Branch Council for Scotland, 44, Queen-street, Edinburgh, 2. The 
name of every practitioner in the list from whom a further communi- 
cation is not received at a very early date will be omitted from the 
next issue of the Register in accordance with the provisions of 
Section 14 of the Act of 1858. 


Beard, Emile M.B., „1813(9). Gool, Goolam H., M.R.C.S., 1931(E). 

Booth, Baten, M. VA E 25( Gore, Lionel (formerly Gorfunkle), M.B., 

e, James J. xi? L.R.C.P. & S., 1932(I). 

1897 (1). Gouldesbrough, „laude BM, „13095). 
Braddon, Wiliam L., M.R.C.S., 1884(E). Gouws, Johan N M.B 26(1). 
Brandon, Arthur J. $., M.B., 1901(E). Gow, Archibald, wd vss 
Brewis, Edward O., M.D., 1$23(E). Grace, Jeremiah, LR. o. & S 19060) 

reer, ewanna D., è 
Carleton, Gladys C., M.B., 1918(S). Griffin, Blanche G. C., M.B., i911q). 
Chisholm, Alexander N., L.M.S., 1919 Griffiths, Arthur V., M.R.CS., 1934(E). 

(Col.). Gunn, John C., M.B., 1927(S). 

Daly, Thomas, M.B., 1927(1). Gurney, Arthur L., M.B., 1901(S). 
panes arr Mi RCS. 18970m). Hal, Arthur J., M.B., 1902) soi, 

all, George és : 2 
Durrani, Nisar M., "M.R.C. S., '1932(E). Hall, Phillis , MB. REE as 
Erskin : alloran, Kathleen M., C.S., 19 
6, Willem Ay MPs 1028) Hamilton, Dennis G.,'M.R.CS., 1928(E 
Fair, Aileen, M.B., 1925(1). Hammer, T OrDAN I yy MRCS. 1924(B 

Fairchild, George È.» MRCS. 1914(E). Hannan, Mary J. POS & S., 1890 (I 
Falkiner, John Poet merit Harbinson, Adra » L.R.C.P. & 8., 
Fannin, Lewis E., ROP . & S., 1898(1). 1888 
Farquharson, Alexander O., M. D.,1889(S). Hatticon. Henry A., M.B. 19110) 
Farrar, Per Percy B., M.D., 1821 $21 1S). Hardaker, Frederick G. B., L.M.S.S.A., 
Fell, Prank J, È ÖP. & S., 1929(S). Harper Bodolphus W., M.B., 1905(1). 
Fernandes, Eranda, L.R.C.P. & S., Harris, Arthur G. R., M.R.C.S., 1871(E). 

1885(S). Harris, Bernadotte, L.R.C.P. & S., 
Findla dlater, Christina G., M.B., 1924(8). 1892(B). 

Laurence P. J., L.R.C.P., Harris, David B. L., M.B., 1929(I). 

1876(1). Harrison, Charles, M.R.C.S., 1883(I). 
Fisher, Vicars M., M.B., yD. Harse, Eleanor, M.B., 1921(8). 
Fitz-Gerald, Gerald daH. TT 1918(3B). Harwood, Harold M., B.Chir., 1900(E) 

tzGerald, William, M.B 5(S). Hay, Thomas H., F.R.C.S., 1894(S). 
Fitzgibbon, ce, MB ipod ). Hayes, John J., L.R.C.P. & S., 1918(1) 
Fitzpatrick, Ernest H., L.R.C.P. & S., Hayes, William B., M.D., 188601). 

1887(S). Head, Ernest E., M.R.O.S., 1895(E). 
Fleming -} Mortel K., M.D., 1915(S). Hecker, Cyril F., M.R.C.S., 1929(8E). 
Floyer, B R.C.S., 187: ). Heffernan, John, T., L.R.C.P. & S., 
Fon, Donald M., L.R.C.P. & S., 1901(S). 1910(I). 

0 Henry J., L.M.S.S.A., 1927( 5 Heiron, George M. R.C.S., 1912(E). 
Forster, William A. de V., M.D., 1901(I). Heirshberg, Pearl ie M.R.C.S. 1933(E). 
Fo e. Charles, M.D., 1873(1). Heiser, ur L., M.R.C.S., 1904(B). 
Fowler, William M., M.B. 1914(8) Helmy, All, M.R.C.S., 19250). 

Fox, Percy H., M.R.O.S., 1928(E endry, John M., M.B., 1908(S). 
x Robert J. M.B., 1887( Herridge, (Mrs.) Margaret A. L. (formerly 
, Joseph, L.R.C.P. & S., 1899(S). Buckner), M.B., 1926(E). 
Freer, Robert M., M.B., 1895(S). Hessey, James D., M.R.C.S., 1892(E). 
French. Alexander M., M.R.C.S., 1874(E). Heyer, Fritz G., L.R.C.P. & S., 1903(S) 
” “Patrick L., L.R.C.P. & S., Heywood, Thomas, M.R.C.S., 1892(E). 
193401). Hickey, Patrick C., M.D., 1880(1). 
obn A., M.B., 1925(S). Hickley, s.) Edith M. P. (formerly 
ailleto T., M.B., 1898(8) Higgins ba eae LA: 1920(1). 
G ; , Edward J., L. 
Galbraith, Hugh T., L-R.O.P. & S., Higgins, Hubert, M:R.0.S., 1888(B). 

1894(I). Hill, Wilfred A., M.B., ae 
Gamble, Annie M., M.B., 1928(I) Hinde, Alfred B., M. ics 3 1886 E). 
Gane. Noel G. C., F.R.C.S., 1923(E). Hobson, Edward E., M.B., 1913 
Gardiner, John, M.B., 191 qd). Hocken, Donald F., -» 1921( 
Garland, John C., M.R.C.S., 1934(B). Hogan, Mary G., F.R vos, 1922 D: 

George, Henry, M.R.O.S., 1887 Holmes, Bernard W., M.R.C.S., 1896(E) 
Giblin Arthur L., L.R.C.P. & S., 1916(8). Hoops, Samuel E., L.R.C.P., 1876(1). 
Gill, James W., M.B., 1921( Hopkin, Denis A. B., M.R.C.S., 1935(E) 
sani Joseph, Bishi) j. Horsham, Joseph, L.R.COP. & $S., 
eg Eric H. MRO 5(E). Hosny, Mostafa H., M.R.CS., 1934(E). 
Edward, M 10200), Hough, Herbert B., M.R.C.S., 1930 (E). 

Goldswe Bertha if. (ormeny Law- Howard, H WB. 18800). 

ler) M.B 1924(1). y Hugo, Daniel, M.B., 1922(1). 


Humphry. Herbert V., UL.M.S.S.A., 
Hurley, Cecil E. Pigs B., 1925(1). 
Hutchens, Harold J., M.R.C.S., 1899(E). 
Hynes, Thomas G., Jar! B., 193001). 


Iredale, Jabez P., M.B., 1891 (E). 
Ismail, Ali, M-R.C.S., 1927(E). 
Iyengar Man dayam A. P., L.R.C.P. & S., 


ern Gorender F.. L.R.O.P. & S, 


Jacobs, Martin H., M.R.C.S., HETA 
J STE Leonard O., "LL.M 
Jain, Banarsi D., 5 ri z S.A., 1927(E). 
James, Samuel, L.R & S., 1935(E). 
Jameson, Ernest T. De 190 7(I). 
Jamieson, imest T À L.S.A., 1887(E). 
Jansen van Vuuren, Miriam, .B., 
1931(S). 
John, David, M.R.C.S., on 
John, T ’C., L-R.C.P. & 1932(E). 
Johnson, Alfred, M. 


S. + ep 


; 8 . 
Jones, Wilfred H. G. B. 35(E). 
Jones, Wiliam W., M.R.C.S., 1900 (E). 
Jowell, Abraham, M.R.C.S., 1924(B). 
Jubb, Archie V., M.R.C.S. 19 


1933(S). 
K&ék, Jainath, M.B., re 1E ; 
Kamchorn, Nai, M.R. 1 
Keenan, Edmund J. 
Keess, Arthur, M. TE, 


Keith, Hugh, L.R.C 
mn Tarab ol 


S 
Kahn, Abraham L., L.R.C.P. & 8S. 
3 


1913 A f 
Kennedy, Frederick W., M.D., 1891 (1). 
Kennedy, Patrick J., M.B., 1925(1). 
Kennedy, Roger A., M.R.C. 8. 192 (B). 
Kerrigan, Sarsfield P., M.B., 1910(1). 
Khan, Abdul Hamid MR R.C. S. 5 1934 E). 
Khan, T B. A: 
Khishin, Anis N TRO. S., 


ERE Maximillian, M.R.CS., 
Krige, Johannes F. van W., M.B., 1924(E). 


Lacey, Jack W., M.R.O.S., PORE, 
Lamec, d Jesudasan S., L.R.C & S., 


( 
Lanceley, Hilda I., M.R.C. = 1934(E). 
Lane, exand er, F.R. C.S. E). 


9 

Leach, Herbert, M.R.C.S., 1901 (E). 
eigh, Fr , M.B., 18 rike 

Ie Vivien H., L.R.C.P. & S., 


n 
rj 
m~ 
8 
a 
Q 
he 
pai 
© 
te 
© 
E 


Loewenthal, Max S., M.R.C.P., eae 
Logan, Roderick R. W, M.R. 


Long, Joseph. J oy gee TA 
Low, Eugene W., M.B., 1933(S). 
D., M.R.O.S. G 89(E). 
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PANEL AND CONTRACT PRACTICE 


The Post-graduate Courses 


THE new arrangements for post-graduate courses 
for insurance practitioners are not meeting with 
unqualified approval. The National Conference of 
Friendly Societies and some insurance committees 
are taking exception to the entirely medical adminis- 
tration of the scheme. The National Association of 
Insurance Committees also want to know why the 
representatives of insured persons are to have no 
share in the administration. It appears that on 
Sept. 8th a regulation was published making it clear 
that the cost is to be met from the unclaimed proceeds 
of the sale of health insurance stamps, and therefore 
will be paid partly by insured persons and partly by 
their employers. The London committee, while 
welcoming the scheme, have recorded their regret at 
the exclusion of insurance committees from its 
administration. 

A Standard Fine ? 


The London medical benefit subcommittee report 
that the Minister has withbeld the sum of £5, with 
a view to a correspondjng deduction from the remu- 
neration of the insurance practitioner concerned, in 
each of six cases. 
various practitioners shows that one had failed to 
provide adequate attention for an insured person ; 
the insurance committee required the doctor to pay 


the bill of the other practitioner who was called in, © 


and recommended the withholding of £10. The second 
had unwisely tried to help the financially embarrassed 
wife of an insured man in hospital by signing two 
certificates without seeing the patient ; £2 was recom- 
mended but £5 was withheld. Case No. 3 was one 
of extravagant prescribing, and the amount withheld 
was that which had been recommended. The other 
three cases had not been before the insurance com- 


mittee and each related to failure to return to the’ 


D.M.O. within the time specified certain forms 
R.M.2. 
Three Medical Service Cases 


The London medical service subcommittee did not 
meet from May until September and even then had 
only three cases to consider. One was disposed of sum- 
marily by informing the complainant that his state- 
ment disclosed no prima-facie grounds of complaint. 
Another was the all too familiar, though fortunately 
now less common than formerly, issue of certificates 
irregularly. 

A man, suffering from endocarditis, declared on the 
funds of his society on Feb. 20th. He then went away 
into the country and it was not until March llth that he 
submitted another certificate, again an initial certificate, 
which was issued by a doctor in the Isle of Wight. The 
society declined to pay benefit for the intervening period 
in the absence of medical evidence of incapacity. The 
insured person wrote to the first doctor, who had not seen 
him since Feb. 20th, telling him of the difficulty and 
asking for certificates, which he led the doctor to think 
had been requested by the society. The doctor was of 


Comparison of the sins of the ` 


the opinion that the man had been continuously incapaci- 
tated—and in fact he remained incapacitated until 
September—so he issued insurance certificates dated 
Feb. 27th, March 6th and 13th, and a final certificate 
dated March 16th, this last because he understood that 
as from that date the medical care of the patient had been 
assumed by the practitioner in the Isle of Wight. Thus he 
signed five statements which were not true—viz., that on 
four dates he had examined the patient, and that on 
March 16th the patient was in his opinion no longer 
incapable of work. The society did not accuse the practi- 
tioner of any intention to mislead them, but the insurance 
committee had no option but to find that the practitioner 
had committed a breach of the medical certification 
rules. 


It is a curious thing that medical men should so 
often be content to sign printed statements which 
they would undoubtedly decline to write in their 
own hand, and it cannot be too strongly urged that 
the printed health insurance certificates contain 
statements of fact and should not be signed unless 
those statements are of fact. 


The remaining case was an unusual one, 


On June 28th the patient, a woman of about 37, con- 
sulted the practitioner’s assistant, complaining of pain in 
her right leg. Liniment was prescribed, rest in bed - 
advised, and in the absence of a further report it was 
assumed that the condition—which was a diffuse tender- 
ness over the shin—had cleared up. The father, who was 
the complainant, bitterly attacked the assistant’s handling 
of the case, but before the subcommittee, although alleging 
that the patient suffered intense pain from June 28th 
onwards, he admitted that no attempt was made to secure 
further medical attention until July Ist. On the latter 
date the assistant visited the patient by request and 
found her sufferifg some pain in the same leg and with a 
temperature of between 99° and 100° F. Having regard 
to the patient’s nervousness he endeavoured not to frighten 
her, but he discussed with her and her mother the desira- 
bility of hospital treatment, since he suspected osteo- 
myelitis. The patient was removed to hospital where 
two X ray photographs on successive days gave no indi- 
cation of a disease of the bone; and in fact it was not 
until the fourth day after admission that a definite diag- 
nosis of osteomyelitis was made and an operation performed. 
The patient died on July 8th. The responsible practi- 
tioner said that in over thirty years’ experience he had 
not known this disease to originate in a patient of more 
than about 15 years of age whereas this insured person 
was 37. He thought that on June 28th there could have 
been no signs, and even on July Ist almost no symptoms 
indicative of osteomyelitis were to be found. 


In this view the medical members of the subcommittee 
concurred, and the subcommittee’s report concluded 
with an expression of regret that the father should 
have pressed the case so strongly upon insufficient 
grounds. 


ROYAL BERKSHIRE Hosprrau.—In response to the 
centenary appeal for £150,000 made by this hospital over 
£66,000 has now been received. The committee hope to 
obtain half of the required sum before the end of the year, 
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GRAINS AND SCRUPLES 


Under this heading appear week by week the umfetiered thoughts of doctors in 


various occwpations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM A GENITO-URINARY SURGEON 


I 


BELIEVING as I do that neither my own nor my 
fellow-creature’s actions are dictated by reason, but 
that the events of our lives are strung together by 
accident rather than by any contriving on our part, 
] accept the fact that I have been cajoled into accepting 
the responsibility of filling these columns in the 
October issue of THE LANCET in the same spirit as 


I should accept a boil on my leg, a bad egg, or a- 


thunderstorm. It is none of my doing; I take no 
responsibility for what I write. Nor is it my fault 
that I am about to write of the relation of philosophy 
to medicine. Rather is this to be laid at the door 
of Prof. C. E. M. Joad, who by inviting me down to 
spend this particular week-end with him has been the 
blind instrument that has caused a line of accidental 
happenings starting in the editorial offices of THE 
LANCET to intersect the private line of my life on the 
green lawn in front of his country cottage. This after- 
noon has been earmarked for discharging my debt 
to THE LANCET and this afternoon I happen to be 
the guest of a philosopher. Ergo, I will write of the 
relation of philosophy to medicine. 
ed ® $ 


The line of stars above is intended to indicate the 
passage of time, for the shadow cast by that apple 
tree on this sun-lit lawn has swung through at least 
ten degrees of an arc since I wrote the words of the 
preceding paragraph, and while it has been moving 
I have been making a startling discovery. Medicine 
has no philosophy. Doctors for the most part are 
without a creed. Philosophy has no connexion with 
the art of healing. 

At one time philosophy, religion, and medicine 
were close together. The priest-physicians of Egypt 
dealt with both the ills of the body and troubles of 
the spirit, for they had arrived at the decision that 
the two were inseparable. Crude though their methods 
were they were equipped for all branches of healing, 
having a message for the sick soul as well as a nostrum 
for the ailing body. With the modern physician it is 
entirely otherwise ; he has a thousand nostrums for 
the body but no word of comfort for the suffering spirit. 


* * * 


Having written this it seems to me that in this 
quiet garden I hear an uproar of protesting voices, 
some crying out that medicine has nothing to do 
with the healing of sick souls, others that it has, but 
that this branch of therapeutics can safely be left in 
the psychologist’s hands. Let me deal first with 
those who protest that medicine has nothing to do 
with the spirit, but concerns itself only with the body. 
It is a goodly crowd that proclaims this view, for your 
doctor has been for so many years immersed in the 
examination of tissue and physical mechanism that 
he has had little time in which to study the world 
of the spirit. But in the words of B. Russell ‘the 
dualism of mind and matter is out of date; matter 
has become more like mind, and mind has become 
more like matter than seemed possible at an earlier 
stage of science. One is led to suppose that what 
really exists is something intermediate between the 
billiard balls of old-fashioned materialism and the 
soul of old-fashioned psychology.” The distinction 


between mind and matter, between the psychological 
and the physical, the functional and the organic, has 
broken down. It is universally admitted that mind 
reacts on body and body on mind. Your doctor can 
no longer afford to turn aside from the spiritual 
difficulties of his patients. He cannot say that these 
have nothing to do with his illness and that if he 
wants spiritual comfort he would be wise to consult 
a priest. The difficulties in all probability have every- 
thing to do with his illness, and there is no priest 
to whom he can go. The doctor, qua scientist, has 
helped to discredit the old-time spiritual healer and 
whether he wishes it or not is now compelled to 
assume his mantle. What message has he got for his 
patient? The answer, alas, is too simple; he has 


none, : 
* * * 


Nowadays the profession is beginning to realise the 
existence of this modern doctor’s dilemma. In the. 
armchair writings of its leaders this is made apparent, 
but although these medical writers have arrived at a 
diagnosis they have not been able to suggest a remedy. 
We have helped in the cledring away of the temples 
and now have nothing to put in their place. We have 
discovered too late that man cannot live without 
some form of religion and we can find no substitute to 
offer him. Our priestly mantles are proving un- 
comfortable apparel, but although we would now 
gladly get rid of them, we cannot. Willynilly we 
are forced because of their bearing on physical disease 
to minister to our patient’s spiritual needs, and we 
find to our dismay that we are unfit to do so. Having 
no beliefs of our own we have none to offer our 
patients. 

At any rate let us honestly recognise that we are 
in a quandary. ‘“‘ During the last thirty years,” writes 
Prof. C. G. Jung, “people from all the civilised 
countries of the earth have consulted me. . .. Among 
all my patients in the second half of life—that is to 
say, over 35—there has not been one whose problem 
in the last resort was not that of finding a religious 
outlook on life. It is safe to say that every one of them - 
fell ill because he had lost that which the living 
religions of every age have given to their followers, 
and none of them has been really healed who did not 
regain his religious outlook.” = 

* * * 


The second protest comes from those who regard 
the psychotherapeutists as an efficient substitute for 
the priest, the one-time healer of sick souls. Far 
from neglecting this branch of healing, they protest, 
modern medicine has provided for the ills of the spirit 
the balm of psycho-analysis. For the obsolete gospels 
of Christ and Buddha has been substituted the 
up-to-date gospel of Sigmund Freud. And it is indeed 
true that a great number of people look upon the books 
of Freud as inspired writing, and regard psycho- 
analysis as the narrow gate through which all in search 
of spiritual freedom inevitably must pass. What are 
the grounds on which these far-reaching claims rest ? 
This is the question to which it will now be necessary 
to find an answer. 

At this. point in my musing my host appeared at 
the cottage door. What an opportunity this chance 
happening provided me for obtaining a view of 
psycho-analysis from a different angle. How would 
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the trained, mind of the philosopher look upon the 
teaching of Freud? “Cyril,” I shouted, “‘ What do 
you think of that particular brand of psychology 
known as the psycho-analytical school ? ” 

He came up to me. “I think nothing of it,” he 
answered, taking his pipe out of his mouth so that he 
could punctuate his further remarks with its stem. 
“ A corner-stone of Freud’s teaching is the theory 
of the unconscious or subconscious mind. Now the 
subconscious is only revealed through the conscious, 
and when you know a thing from that moment it 
ceases to be unconscious. Our knowledge of the 
subconscious is by deduction and inference like our 
knowledge of God. Being based on an inferential 
process the ideas are clearly subjective. If psycho- 
analysis were indeed true its principles would not be 
objectively valid but would merely be a reflection of 
the psycho-analyst’s own unconscious desires. This 
being so...” 

I interrppted him. Undiluted logic is liable to go 
to the head of the illogical as wine to that of the 
teetotaller. If I were to listen to any more I would 
become confused and be in need of analysis myself. 
“Thank you very much,” I interjected, “that was 
exactly what I wanted to know.” “ And what do you 
think of it yourself,” politely asked my host, replacing 
his pipe to his mouth. 

“ The psycho-analytical school is a cul-de-sac into 
which too many people’ have fallen,” I answered. 
“ Once in the sac they spend the rest of their days in 
the happy pursuit of collecting old labels and inventing 
new ones.” 

“ By that you mean ? ” 

“ Complexes, mother, father, castration—dozens 
of them. It’s a lovely game.” 

My host nodded and left me. When two people 
reach agreement conversation must inevitably come 


' to an end. 
x * * 


But the proof of the pudding is in the eating of it. 
Heaven knows that a great deal of medicine is based 
on bad logic and that if every remedy of an empirical 
nature had to be put into the dustbin very little treat- 
ment would remain. What are the results of psycho- 
analysis ? The answer is that the results are the same 
as with any other form of treatment that is based 
entirely on empiricism—namely, the obtaining of a 
few successes, some doubtful benefits, and many 
failures. But unfortunately what makes things 
infinitely worse in the case of analysis is the fact that 
in order to qualify for this hazardous gamble a patient 
must agree to an initial act of faith—namely, agree 
to put himself into the hands of an analyst who will 
require his presence in his sanctum five days of the 
week, for an indefinite number of years! Hard is 
the way and narrow is the gate that leadeth to 


salvation. 
te * $ 


And yet, as a controversy that recently broke out 
on the pages of this journal clearly brought out, there 
are many who feel that this is the gate through which 
we must all pass in order to reach sanity. ‘“ I agree... 
that firm adherence to scientific principles was never 
more necessaty than it is in psychotherapy to-day,” 
writes one of these controversialists,! ‘‘ but shall we 
get it by handing psychotherapy to the clergy ? ” 

Do I hear the voice of a Jesuit denouncing a heretic 
or of a heretic denouncing a Jesuit ? It matters not 
which ; the voice is as old as mankind; the words 
change with the centuries but the tone is the same. 


1 See Lancet, July 31st, 1937, p. 288. 
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Do not let it for one moment be supposed that I 
do not recognise the importance of psychology in 
medicine. It is because I regard it as so important 
that I deplore the inefficacy of that particular brand. 
of psychology that at the present day has gained the 
ascendancy in psychotherapeutists. Nor am I alone 
in my pessimistic view of the state of psychology in 
general. Those who have read the latest of Prof. 
McDougall’s books will remember that this great 
authority is equally suspicious of what is so easily 
mistaken for progress in psychology, for he leads us 
to believe that most of our present theories will have 
to be scrapped if we are to begin to advance. We 
must wipe the slate clean and start again. 

But the doctor’s dilemma is only a particular 
instance of one that is general in the modern world. 
The medical man has no philosophy to offer his patient 
because the modern world has none to offer him. Over- 
whelmed by the flood of disjointed observations, 
measurements, deductions, and inferences, of which 
science is made up, he has no time to search for any 
understanding of the whole. Dazzled by its spec- 
tacular successes in the material plane, he forgets how 
little it can help him in that far more important plane 
of his inner life. He is without a message for his 
patient. 

The subject I have chosen for these reflections— 
namely, the relationship of philosophy to medicine— 
can easily be disposed of. It has no relation. I will 
pocket my paper and pencil and go for a walk in the 
country. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
SEPT. 18TH, 1937 


Notifications.—The following cases of infectious © 


disease were notified during the week: Small-pox, 0 ; 
scarlet fever, 1868; diphtheria, 1308; enteric fever, 
39; pneumonia (primary or influenzal), 392; puer- 
peral fever, 39; puerperal pyrexia, 115; cerebro- 
spinal fever, 10; acute poliomyelitis, 54; acute 
polio-encephalitis, 2; encephalitis lethargica, 5; 
continued fever, 1 (Lambeth); dysentery, 32 (5 at 
Luton); ophthalmia neonatorum, 94. No case of 
cholera, plague, or typhus fever was notified during 
the week. 


The number of cases in the Infectious Hospital of the London 
County Council on Sept. 24th was 2789, which included: Scarlet 


92; wince pine couei, 362 ; 

es); en is 1 ca, 283: poliomyelitis, 
: . Margaret’s Hospital there were 17 babies (plus 
6 mothers) with ophthalmia neonatorum. 

Deaths.—In 124 great towns, including London, 
there was no death from small-pox, 2 (0) from enteric 
fever, 3 (1) from measles, 4 (1) from scarlet fever, 
12 (5) from whooping-cough, 27 (6) from diphtheria, 
47 (9) from diarrhoea and enteritis under two years, 
and 17 (1) from influenza. The figures in parentheses 
are those for London itself. 

Walthamstow and Liverpool each reported a death from 
enteric fever. Of the 21 deaths from diphtheria outside London 
5 occurred at Manchester and 4 at Liverpool. Portsmouth 
reported 2 deaths from scarlet fever. Diarrhea was fatal 
6 cases at Birmingham, 5 at Manchester, 3 each at Liverpool 
and Newcastle-upon-Tyne. ` i 
The number of stillbirths notified during the week 
was 253 (corresponding to a rate of 39 per 1000 total 


births), including 40 in London. 


POLIOMYELITIS IN EsSEx.—Ten cases of acute polio- 
myelitis were notified in the geographical county of 
Essex in the week ended Sept. llth. The average 
number over the last ten weeks has been 5 and for 
the current week itis 4. Ofthe three county boroughs 
in the county only West Ham had a case to report, 
but 15 of the urban and rural districts reported cases, 
Dr. W. A. Bullough tells us they were all sporadic and 
no connexion could be traced between any of them, 


` 
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NATIONAL HEALTH CAMPAIGN 


TSE following are extracts from articles contri- 
buted by medical men to the special National Health 
Number of the Times published on Sept. 30th in 
snpport of the Government’s campaign. - 


Sir Farquhar Buzzard on the Doctor in the Home 


... the functions and responsibilities of the family 
doctor of the future must be somewhat different 
from those of his predecessors. He must assume more 
responsibility for maintaining the health of his 
clients and for recognising signs of incipient illness, 
physical or mental; he must be in a position to 
give more time to those suffering from what appear 
to be minor ailments and be ready to hand over, in 
many instances, the care and treatment and investiga- 
tion of those who are seriously ill to institutions and 
expert specialists. He will, however, have a pre- 
scribed right to the help that clinics and hospitals 
can give him and a definite position in the organised 
scheme of health services of the district in which he 
practises. 
Sir Arthur MacNalty on British Public Health 
Services 

Progress in national health cannot be made without 
public support. The run of a piece in the theatre 
is short if it is played to empty houses ; health services 
without a clientele willing and ready to make use of 
them would be disastrous. How is the support of 
the people of this land to be secured in the campaign 
for national health ? First of all comes the medical 
practitioner. He is the foundation of a medical 
service, ‘‘ its pivot, its anchor, its instrument.” 


Dr. J. M. Mackintosh on Scottish Services 

Ruskin defined the true aim of national economy 
as ‘‘ the producing as many as possible full-breathed, 
bright-eyed and happy-hearted human creatures.” 
Dismissed as an irrelevant futility by the economists 
of the sixties, his conception has become the inspira- 
tion of modern health policy. 


Sir George Newman on Health of the School-child 


Yet even to-day not much more than half the 
children requiring dental treatment actually receive 
it. Why is that? Ten per cent. of school-children 
suffer from some degree of defective vision, but only 
half of them are adequately treated. Why is that ? 
The answer to this question in both cases is not that 
the State or the local authority have been neglectful 
or unready, but that the parents or guardians of the 
child have not taken the trouble to get their child 
properly treated. The school doctor has done his 
part, the means of treatment await the child, but the 
child or its parents are not willing, or do not persevere 
with the treatment, or do not understand its impor- 
tance. The child, all too often, lacks the persuasion 
or encouragement or support of its home. It learns 
hygiene at school but discovers, not seldom, that it is 
not practised at home. 


Dr. Noel Bardswell on Prevention of Tuberculosis 


If one follows the life-histories of a number of 
patients treated in a sanatorium one sees that, for 
most of them, the issue of success or failure is deter- 
mined during the first year after their discharge. 
Tuberculosis is essentially a social problem. The 
extinction of tuberculosis will be achieved in pro- 

ion as these social and economic problems have 
oat satisfactorily met. It is in the realisation of 
this that Care Committees, usually composed of 
voluntary workers, have become an essential factor 
in our antituberculosis schemes. 
Sir Edward Mellanby, F.R.S., on Medical Research 

The Medical Research Council is of its kind unique 
throughout the world, and it is pleasant to think 
in these times, when politica] systems are being much 
discussed and democratic forms of government are 
often described as effete, that this national organisa- 


tion, whose sole function is to advance knowledge for 
the maintenance of health and the elimination and 
cure of disease, was founded and is maintained by a 
democracy. i 


Mr. J. D. King, Ph.D., L.D.S., on Care of the Teeth 


It is clear, therefore, that the scourge of dental 
disease can best be fought first by increasing the 
consumption of those foods which will build up 
strong, well-developed teeth, and secondly, until 
this nutritional measure has taken effect, by increasing 
the staff and scope of the school dental service, so 
that yearly—or even half-yearly—inspection and 
treatment of both permanent and deciduous denti- 
tions can be provided until the age at which National 
Health Insurance benefit can be obtained. 


Dr. G. F. McCleary on Safer Motherhood 


The first school inspections still show a wide 
prevalence of preventable physical defects. Increasing 
attention is being given to the problems of pre-school 
life, and it is generally agreed that among the agencies 
working for the well-being of the pre-school child a 
prominent place—perhaps the most prominent place— 
should be given to the nursery school. The number 
of nursery schools so far established is, however, 
very small, fewer than a hundred in England and 
Wales. Many more are badly needed. 


Dr. Melville D. Mackenzie on Recent Trends in 
Physical Culture in Other Lands 


.. . the old ‘‘ body building school,” which was con- 
cerned only with physical development, is being 
superseded by the ‘“ natural ” school, which aims at 
self-control and adaptability to environment. Formal 
gymndstics and systems of physical culture are every- 
where giving way to field sports, camping, and free 
exercises. The old so-called ‘‘ Swedish ” system is 
being modified so as to abolish periods of immobility 
and to introduce movements inspired throughout by 
nature—walking, running, jumping, climbing, crawl- 
ing, wrestling, and swimming are the principal features. 
In this, as in other modern systems of sport, the aim 
is to develop endurance and resistance to fatigue, 
cold, and pain, the ultimate object being to buld up 
the complete athlete, not specialised in any way. 
In ... Norway, particularly, stress is chiefly laid in 
training on the fundamental importance of developing 
in the'individual those aptitudes for forms of sport 
which he appears to lack. Hence the setting up of 
records or specialisations in games is discouraged. 


Dr. A. Macrae on Child Guidance 


Certain it is that the medical historian of the future 
will describe the twentieth century as a time when 
the doctor, too long preoccupied with physical dis- 
orders, achieved a new understanding of mental 
conflicts and anxieties, and a more effective method 
of treating those distressing and disabling ‘‘ nervous ”’ 
conditions which can be classified neither among the 
organic bodily diseases on the one hand nor among 
the insanities on the other. 


The Medical Correspondent of the ‘ Times’ on 
Food and Health 
Food habits have changed greatly during the past 
half-century. Among the causes of change are the 
more extensive use of machinery in place of manual 
labour, a rising standard of living, and the processes 
of refrigeration and preservation. — 


Mr. H. L. Eason on Voluntary Hospitals 

The essence of all advance in medicine and surgery 
is individualism, heterodoxy, and freedom of action. 
These three virtues do not, so far as experience has 
shown, flourish under public systems of administration, 


Dr. Drummond Shiels on Teaching and Treatment 
(of Venereal Disease) 


Comparing 1936 with 1920, there was a reduction 
of 56 per cent. in the total number of cases of syphilis 
(old and new infections) dealt with at the treatment 
centres in England; and of 28 per cent. in the total 
number of cases of venereal disease. The latter 
figure rightly suggests that there has not been the 


` 
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same degree .of success in the case of gonorrhcea. 
Many infected women, especially, fail to seek treatment. 
Dr. W. M. Frazer on Port Sanitation 

Port sanitation is one of the oldest branches of 
preventive medicine, and the earliest quarantine laws 
against. plague date back as far as the year 1348, when 
this disease was present in epidemic form in Europe. 
Dr. I. Harvey Flack on the National Eye Service 

The vague but hopeful term “limited means” 
is as widely interpreted as the scope of the service 
is generous. Frames, which may be of nickel or rolled 


gold or imitation tortoiseshell, and are not important, 


and lenses correctly prescribed and accurately ground, 
which are of vital importance to national eyesight, 
are available to all the many non-insured persons whose 
incomes do not exceed £250 a year, to all the com- 
pulsorily insured classes irrespective of income, and 


: to their dependents, . 


* * * 


The Prime Minister contributes a message calling 
attention to the rapid development of the public 
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health services within recent years, and the other 
contributors include: Sir Kingsley Wood on the 
March to Health, Mr. John Rowland on Welsh 


Services, Lord Stanhope on Health and Home, Lord 
Baden-Powell on Aims of Scout and Guide -Move- 


‘ments, Prof. Ernest Barker, D.Litt., on Community 


Centres, Sir Lawrence Chubb on Playing Fields, Mr. 
Alexander Paterson on Clubs for Boys, Colonel G. N. 
Dyer on Mental and Physical Training in the Defence 
Services, Miss Prunella Stack on Physical Culture for 
Women, Lady Eleanor Keane on Girls’ Clubs, Lord 
Aberdare on Building a Healthier Nation, Sir Iain 
Colquhoun of Luss on Scottish Plans, Sir’ Laurence 
Brock on Mental Health, Lord Balfour of Burleigh 
on Houses and Homes, Sir Hugh Jeudwine on Duty 
and Discipline, Mr. Robert R. Hyde on the Health 
of the Worker, Mr. W. W. Vaughan on Sound 
Citizenship, Mr. Henry Lesser on National Health 
Insurance, and Mr. Douglas Kennedy on Dancing 
for Joy. a. 


PUBLIC HEALTH 
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A Health Centre for Southwark 


Tue Walworth-road is generally regarded as one 
of the most unlovely thoroughfares in south London. 
The names of the roads leading into it show that a 
large part of the area was first developed shortly 
after the battle of Trafalgar, but much of tħe sur- 
rounding borough of Southwark: is far older. 
like prisons and slaughter-houses which were con- 


- sidered unsuitable in the City of London had to 


find a place on the south side of the river, and for 


‘centuries foul conditions 


have been harboured there 
so that no part of the 
capita] has had a more. 
uphill fight to improve 
the environment of the 
people. ‘Even in recent 
times the death-raté has 
been the highest in 
London and the state 
of overcrowding has been 
appalling. On Saturday 
last a further step for- ` 
ward in the organisation 
of the public health ser- 
vices was taken by the 
opening by the mayor of 
Southwark of a new build- _ , 
ing to bring them together 
under one roof. It has been 
erected alongside the pub- 


lio library and town hall 


in the Walworth-road, 

ata cost of £50,000. Accommodation is provided 
for the medical officer of health (Dr. William Stott) and 
the public analyst (Mr. C. Dickinson) and. their staffs. 
The old tuberculosis dispensary will be closed and 
moved into this building which has provision for 
X ray examinations, dental treatment, and an 
artificial pneumothorax clinic. The solarium is a 
new departure and is well equipped for the applica- 
tion of light, heat, and electrical energy. The 
maternity and child welfare department is on the 
ground floor with a convenient separate entrance for 
perambulators. A feature of the work of the depart- 
ment is to be an educational section in which 
lectures illustrated by cinematograph films will be 
‘given and exhibitions held in connexion with public 


Things | 


health. A descriptive account of the public analyst’s 
work circulated to the visitors at the opening traces 
attention to adulteration back to THE Lancet Sanitary 
Commission in the middle of the last century and 


records the remarkable fact that “of all the ports in 


the country Southwark imports the second largest 
quantity of foodstuffs per year.” 

The borough council have wisely decided that the 
building shall have a pleasing appearance and. by the 
brightness of its interior give a cheery welcome, so 
that the inhabitants may be encouraged to make full 


The Southwark health centre. 


use of an institution devoted to the improvement of 


their health. 
“ Before School Age?” 


The London Council of Social Service, which aims 
at examining the adequacy of the social services of 
the metropolis, has devoted its first survey to the 
provision made for children under school age, and the 
results of the inquiry are embodied in a report obtain- 
able from the. Council at 7, Bayley-street, W.C.1. 
The service investigated is that normally required by 
little children simply on account of their age and 
condition, apart from defect, sickness, or casualty, 
the principal activities concerned being maternity 
and child welfare centres, nursery schools, day 
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nurseries, and the service of health visitors in the 
homes. Most of the welfare work for young children 
had its origin in voluntary effort, and voluntary 
agencies still take a prominent part in carrying it on, 
in partnership of one sort or another with public 
authorities. 
Up to a point, the facts disclosed by the investi- 
gation must be considered satisfactory. The health 
of children has undoubtedly improved in recent years, 
and it is only fair to give some of the credit to the 
increased social services. Over the whole London 
area, health visitors are at work in the homes and a 
network of welfare centres provides medical advice 
and minor treatment. Nearly all boroughs supply 
cheap milk for needy cases, and in 22 out of: 29 
boroughs day nurseries exist where mothers may 
leave their children while they are out at work. 
A less satisfactory situation appears when the various 
boroughs are compared. Bethnal Green, with an 
estimated child population of 8266, has only two 
child welfare centres, whereas Bermondsey has eleven 
and Camberwell ten for child populations of 11,388 
and 15,812 respectively. The number of nursery 
schools is obviously inadequate, the total in the whole 
London area being nineteen, of which sixteen are 
voluntary and three established by the London 
County Council. The disturbing facts came to light 
that, apart from dental cases, 13-8 per cent. of school 
entrants required immediate medical treatment, 
affections Of ear, nose, and throat being the com- 
monest complaints, while more than 9 per cent. 
needed treatment for severe dental decay. The 
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position.seems to be either that facilities for pre-school 
children in London are inadequate or that insufficient 
use is made of them. It was not possible to obtain 
statistics of attendance at welfare centres in the 
various age-groups, though it was evident that the 
service is more freely used by children under one year 
than later. While it is obviously not easy for a mother 
burdened with home and family cares to attend, 
regularly at a centre, such a mother is precisely the 
one who needs the help and education which the 
centres provide, and all efforts should be made to 
adapt the service to her requirements. 

The Council suggests that the first means of 
improving the service for London children should be 
to concentrate the whole system under one authority 
—the London County Council. At present the 
education authority is responsible for the provision 
and assistance of nursery schools, while the other 
services are in the hands of the borough councils, an 
arrangement that tends to interfere with continuity 
of medical service. A uniform policy for London as 
a whole would, the writers of the report believe, raise 
the standard in backward areas, remove the danger 
of overlapping, and facilitate the keeping of com- 
parable records throughout the county. The report 
further recommends an increase in the number of 
health visitors, and suggests that improvement in the 
distribution, convenience, and attractiveness of wélfare 
centres and a uniform nutrition service in the shape 
of milk for young children might overcome the 
reluctance of parents to avail themselves fully of the 
advantages offered. 


CORRESPONDENCE ae 


CONTINUITY IN ORTHOPAEDICS 
To the Editor of THE LANCET 


Sm,—In your leading article of Sept. llth you 
discussed certain difficulties I had found in my 
work at the Willesden Orthopzdic Centre. Mr. 
Tippett admits he has not read my report on the 
work at this centre and this is unimportant since 
your references to it are strictly accurate; but it is 
unfortunate that he has not read your leading article 
with more care. He says that “one cannot keep 
every patient under supervision indefinitely.” Quite 
true—but what I said was “ that in a small group of 
cases observation should be contmued long after 
completion of treatment.” I had thought this so 
obvious that only one supporting example was 
given; but smce it is remotely possible that Mr. 
Tippett may not be alone in opposing this recom- 
mendation, it might be wise to deal at length with 
the various groups of cases in which prolonged 
observation is of value. They are as follows: con- 
ditions in which late relapse may occur—e.g., joint 
tuberculosis ; conditions in which there may have to 
be a long delay before operative treatment can be 
undertaken—e.g., stabilising operation for infantile 
paralysis ; cases in which a comparatively new form 
of treatment has been employed, the value of which 
has not yet been accurately assessed—e.g., synovec- 
tomy for chronic arthritis; and diseases in which 
knowledge of the natural history is still fragmentary 
—e.g., dyschondroplasia. In practice, the total 
number of cases involved is not great, but for all but 
the surgeon who regards his patients merely as birds 
of passage, most important. . 

Few of us feel as confident as does Mr. Tippett 
about the end-results of treatment of congenital 
dislocation of the hip, and I should like to know the 
facts on which he bases his opinions. It is, I suppose, 


too much to expect that he will help us by publishing 
any extensive series of cases since, on his own 
showing, he has no use for follow-up work. 

To suggest that prolonged observation of cases is 
an admission that a surgeon is afraid to commit 
himself to saying that a patient is cured, or that 
nothing further can be done for him, shows lamentable 
lack of vision. What one says to the patient, and 
what one thinks about the purely surgical aspect of 
the case are not always the same thing. There are 
so many things about which we are not yet quite 
sure. At one time the late Mr. Trethowan taught 
and wrote that his reconstruction operation for 
Pott’s fracture gave splendid results, but prolonged 
observation showed that osteo-arthritis of the ankle 
almost always developed sooner or later and he was 
compelled to abandon the operation. One could 
multiply such examples almost endlessly. Con- 
versely, a condition that has been abandoned as 
incurable may suddenly come within the scope of 
some new form of treatment. An historic instance is 
Raynaud’s disease. 

Mr. Tippett believes that another factor destroying 
the value of follow-up work is that most of us try to 
gloss over our failures and are therefore incapable of . 
assessing end-results without bias. There is a grain 
of truth in this, but I am sorry that this thought is 
uppermost in his mind. I may be a foolish optimist, 
but I have sufficient faith in my brethren to believe 
that we are slowly acquiring something of that 
scientific detachment so essential to the progress of 
medicine. And, thank heaven, it is not imcom- 
patible with regarding our patients as human beings 
and not merely as “ cases.” 

I am, Sir, yours faithfully, 
H. J. SEDDON. 


Royal National Orthopeedic es Stanmore, 
Middlesex, Sept. 27th. 
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ARSENICAL INTOLERANCE AND THE 


TREATMENT OF TRICHOMONAS VAGINALIS 


INFECTION 
To the Editor of THE LANCET 


Smr,—In your issue of Sept. 18th Dr. C. G. H. 
Campbell reported a case in which .a generalised 
‘exfoliative dermatitis. followed the treatment of a 
Trichomonas vaginalis infection of the vagina with 
- the pentavalent arsenical compound acetphenarsine— 
Stovarsol. A patient treated at the St. Mary’s 


- - Hospital venereal diseases clinic a short time ago 


exhibited a similar toxic eruption, and this case, too, 
may be of interest. 
The patient, aged 30, was treated for chronic vaginitis 


with Stovarsol vaginal compound. Two of the 4-grain 
tablets were inserted into the vagina every night for a 


fortnight, -after which the dosage was reduced to one — 


tablet every night. Seven weeks after treatment had 
begun, the patient appeared at the clinic with a severe 
-and irritating papulosquamous dermatitis affecting the 
face, neck, trunk, and limbs, as in Dr. Campbell’s case. 
The stovarsol was stopped and the usual methods for 
elimination of arsenic employed, together with a fat-free 
diet and a sedative lotion for local application to the 
eruption. A fortnight later the condition of the skin had 
cleared, recovery being uneventful. 


This case differs from Dr. Campbell’s in that there 
had been no previous arsenical treatment and that 
the eruption appeared a considerable period after 
treatment had commenced ; also recovery was rapid 
once the administration of the stovarsol had ceased. 
Apparently, therefore, this patient was not hyper- 
sensitive to the pentayalent arsenic but suffered from 
the products of absorption. It is the practice at this 
clinic to instruct patients to use a vaginal douche 
- every morning during treatment with the stovarsol 
preparation. This particular patient*lived in the 
country and also had not the privacy to carry out 
these instructions. Hence there must have been 
continuous absorption of arsenic 


-~ during the seven weeks. The pre- m= 


paration is used a great deal in 
the St. Mary’s Hospital clinic and 
this is the only case of its kind 
in the last eighteen months. I 
think it is reasonable to assume 
that cases showing such a reaction 
have been avoided by the routine 
of stovarsol tablets being used at 
night, followed by a cleansing 
douche in the morning with no 
insertion of tablets again till the 
night. 
' Dr. Campbell writes only of a 
_ hypersensitive patient, and one 
-whose hypersensitivity had possibly 
been increased by the previous administration of 
arsenic. The case I have outlined suggests that his 
warning about the use of this kind of drug and its 


‘possible toxic effects applies also to the non-hyper- . 


sensitive patient. In addition it may point to the 
fact that routine treatment, as described, minimises 
any such likely effects and enhances the value of 
_ this extremely efficient preparation. 

It is with the kind permission of Dr. McElligott, 
director of the venereal diseases clinic, St. Mary’s 
Hospital, London, that I am able to report 
this case. 

I am, Sir, yours faithfully, 
M. C. W. Lone, 


Olinical gabe Venereal Diseases Clinic, 


Sept. 27th. Mary’s Sei W. 


‘ 


'ŒSTRIN IN TREATMENT OF CUSHING’S SYNDROME 


[oor: 2, 1937; 


PROTAMINE INSULIN 
To the Editor of THE LANCET 


Sir,—In response to a demand from users of 
protamine insulin (with zinc) for a preparation of 
higher unit value than. the 40 units per c.cm., the 
four British firms engaged in its manufacture (Allen 
and Hanburys Ltd., Boots Pure Drug Co., Ltd., 
The British Drug Houses Ltd., and Burroughs 
Wellcome and Co.) have now made available a 
suspension containing 80 units per c.cm. This 


` preparation is issued in one size only—i.e., 5 c.cm. 


vials containing 400 units (80 units per c.cm.). ‘The 
original preparation containing 40 units per c.cm. 
will continue to be issued as at present in 5 ' ‘c.cm. 
and 10 c.cm. vials. 
We are, Sir, yours faithfully, | 

ALLEN AND HANBURYS LTD., 

Boots Purse DRUG Co., LTD., 

THE BRITISH DRUG Houses LTD. 


; BURROUGHS auc AND Co. 
Sept. 24th. 


STRIN IN TREATMENT OF CUSHING’S 
' SYNDROME 


i To the Editor of THE LANCET 


Sm,—Dr. Morton. Gill’s statements in your issue 
of Sept. 4th seem to me disputable, and I would 
like to comment on them further. 

(1) Dr. Gill was unable to reduce the oaiesd blood 
pressure or the obesity in cases of Cushing’s syndrome 


‘by: administration of Progynon B. I have stated that 


progynon B therapy, if administered intensively and ~ 
for a longer period than he used, will reduce both 
the systolic pressure and the obesity. This is illus- 
trated by the following case :— 

The patient was a woman aged 37, with hypertension 


and regional obesity. The accompanying photographs 
show her facial appearance before therapy (left), after 
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five months’ administration of progynon B (centre), and 
after another five months’ treatment with progynon B 
and proluton (right). (The scars and telangiectases were 
the result of X ray irradiation for facial hypertrichosis. ) 
The improved appearance of the skin as well as the dis- 
appearance of the plethoric obesity of the face is apparent. 
Without diet regulation this patient lost 20 lb., and the. 
systolic pressure was reduced from 158 mm. of mercury 
to 120 mm; 


(2) I have not found it difficult to decide when 


‘menses should be occurring in cases of Cushing’s 


syndrome with amenorrhea or irregularity of men- 
struation. The recurrence or the exacerbations of 
the -headaches are informative. When ovulation 
should occur the less severe headaches appear or 
the existing headache exacerbates for a short period, 
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and at the time corresponding to the premenstrual 
period the severe headaches appear or the previously 
existing headache is intensified and persists for one 
or more days. At the premenstrual period the 
breasts become painful or sensitive and show evidence 
of ductal or acinal infiltration with or without mass 
formation ; or vaginal reaction may occur in the 
form of a discharge or pruritus ; or fluid is retained 
and weight accordingly increases. By study and 
correlation of these symptoms and other premenstrual 
phenomena one is able, in most instances, to estimate 
the approximate time at which endocrine activities 
are attempting to bring about a menstrual flow. The 
case ‘of the woman of 28 with Cushing’s syndrome 
unsuccessfully treated by X rays (as mentioned in 
my letter of August 7th and reported in the American 
Journal of Obstetrics and Gynecology, 1935, 30, 186, 


Case 5) is one in which the above therapeutic theory 


has been applied. 

Regular menstrual cycles have been induced by the 
administration of progynon B and proluton after the method 
of Kauffmann. She also is maintained under symptomatic 
control while in the amenorrheic state. This patient’s 
last menstruation was in July, 1936. In March, 1937, 
a Friedman test was negative. In late July, 1937, the 
physical examination and the roentgenogram demonstrated 
a six months’ pregnancy. During the past four months 
the dosage of progynon B required to keep her in good 
condition has been extremely low. Apparently the high 
estrin values, known to be associated with pregnancy, 
permitted this reduction of administration of progynon B. 
Others have reported, and we have observed, cases of 
migraine which were relieved during the period of preg- 
nancy. ‘The above cases and many others encourage 
me to believe in maintaining dosage on a cyclic basis. 

(3) It is acknowledged that it is often very difficult 
to differentiate between Cushing’s syndrome and the 
adrenogenital syndrome, and under such circum- 
stances opinions will differ. It might even be said 
that the pathology of cortical hyperfunction is in a 
semi-fluid, state. 

(4) This is conceded and our wishes and desires 
as to the reduction in cost of cstrin substances are 
those of Dr. Gill. The same economic condition and 
the same thought is applicable in Addison’s disease. 

May I reiterate that the opinions I expressed were 


not those of criticism of Dr. Gill’s therapy, results, . 


or conclusions. They were expressed for the sole 
purpose of encouraging and advocating continuance 
of progynon B therapy in any instance where the 
supply available permits prolonged administration 
of progynon B or of progynon B and proluton. 
I am, Sir, yours faithfully, l 
Philadelphia, Sept. 15th. CHARLES W. DUNN. 


NASAL SINUSITIS IN CHILDREN 
To the Editor of THE LANCET 


S,—I thank you for your leader on my paper in 
last week’s issue. May I, however, point out your 
misconstruction of one part in regard to openings in 
the antra? I do not recommend removal of the 
tonsils for primary infection in the antra ; neither do 
I recommend making drainage in the antra (1) because, 
as I pointed out, they close in three months, and 
(2) for a far more important reason which I showed 
in the paper—viz., that an ordinary puncture (mean- 
ing with a fine needle) and lavage is sufficient to 
allow the antrum to return to normal in every respect. 
In cases operated on poor and sometimes extremely 
bad results were experienced. Many American 
surgeons drain antra surgically, in children, for the 
least infection.—I am, Sir, yours faithfully, 

J. IvoR GRIFFITHS, 

Upper Wimpole-street, W., Sept. 28th. 
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To the Editor of THE LANCET 


Sır, —The importance of the nasal accessory 
sinuses in children, so convincingly described by Mr. 
Ivor Griffiths and your leading article of Sept. 25th, 
may be illustrated from another angle—namely, its 
prevalence in routine post-mortems in children. 
Some three years ago Sir Hubert Bond, speaking to 
me of the work of Drs. Graves and Pickworth at 
Rubery Hill, Birmingham, said that there was a lack 
of post-mortem observations on the accessory nasal 
sinuses amongst the general population with which 
their work could be compared, and asked me if I 
could supply them. Since then it has been our 7 
practice at the Radcliffe Infirmary to examine the 
naked-eye condition of the sinuses in all post-mortems, 
and out of over 600 of which we have records 83 are 
in children of twelve or below. Of these, 34 had no 
gross disease of any accessory nasal sinus, including 
the middle ears. Forty-nine, or 59 per cent., had 
infections, acute or chronic, of one or more accessory 
nasal sinuses, including the middle ears. The 
diagnosis in these 49 cases may be subdivided as 
follows : 


(1) Direct effects of sepsis of the accessory nasal sinuses. 


Meningitis ee .. 15 Empyema . sn 1 
Mastoiditis ot .. 4 Cerebritis as . dl 
Septicseemia ʻi . 1 Diabetic coma . 1 
Temporo-sphenoidal 

abscess ay ee | 


(2) Generalised infective disease, accompanied by sepsis of the 
accessory sinuses. 

Pneumonia a .. 5 Bronchitis ks P | 

Diphthcria bs ss I Measles .. ae 1 


(3) Nervous effects probably attributable to sepsis of the acces- 
sory nasal sinuses. . 

Sick attacks 1 | Convulsions (mental 

A deficiency) ss a 


(4) Remote infective disease. 


Pelvic abscess .. -» 1 | Rheumatic endocarditis 1 
(5) Unconnected. 

Accidental death 5 Hirschsprung’s disease .. 1 

Anesthetic deaths 4 (Esophageal stricture .. 1 

Acute bulbar palsy 1 æmia .. . .. 


Fifteen children (18 per cent.) died of meningitis. 
The meningitis originated in the middle ear in 8 
and in the nasal sinuses in 5, and in both ears and 
nose in 2. The infection in 1 case of influenza] 
meningitis originated in the right sphenoidal sinus, 
and of 3 cases of pneumococcal meningitis all originated 
in the middle ear; one was also infected in the right 
antrum. There was no case of meningitis in the 
uninfected group except one of tuberculous meningitis. 

Of the 4 anesthetic deaths in the infected group 
one. had been operated upon for a trivial condition — 
of the foot, a second with inflammatory serous fluid 
in both antra died of hemorrhage from the tonsillar 
bed, a third who died after tonsillectomy had pus in 
the right antrum, bearing out Mr. Ivor Griffiths’s 
contention. The fourth with pus in both antra died 
following an incision into the swollen glands of the 
neck. 

These figures show the prevalence of infection of 
the sinuses amongst the hospital population in 
children in the Oxford district. It is generally held 
that nasal catarrh is more prevalent than, for 
instance, in .London, but in the absence of com- 
parable data it is not easy to be sure. The prevalence 
in the general hospital population at all ages as 
determined by our records gives 33 per cent. as 
compared with 59 per cent. in children. The figures 
also show that nasal accessory sinusitis is a cause of 
acute meningitis in children in a little over half the 
number of those caused by middle-ear disease. 

I am, Sir, yours faithfully, 
Oxford, Sept. 28th. A. G. GIBSON. 
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MEDICAL NEWS 


University of Leeds 


At recent examinations the following candidates were 
successful :— 


J. H. Crawford, R. S. Illingworth, I. Macpherson, N. W. 
Roberts, and P. Science. 


FINAL eA ON FOR THE M.B., CH.B 
Part I.—J. R. Acfield, Fol - Dick, C. A. Everatt, A. F. A. 
Fairweather, De G. Hun J ackson, H. Levine, Marjorie 
pag Ne J J oan Midalemizo, i "Roberts, C. R. Robson, Dorothy 
Lo ng, J Sharp, J . P. Wacon, and H. D. Whiteley. 
aster, Eileen M ateson, Joan M. Bateson, 
R. Pin H. Cohen, S. P. . M. Fox, S. Levy, 
L. Roberts, I. Smitb, and rA l Ferus, lesworth. 
Part I1I.—K. B. As Aske, N. Danta Eileen M. Bateson, x oan M. 


Baten R. Cargill, H. Cohen, S. P. H. Fergus, Fox, 


V. P. Geoghegan, S. Levy, L. Roberts, H. Silverman, I. Smith, 
Mary Townend, and F. W. hues 


`M. Barrett, W. G. Dunning DT: B. Hanson, G. F. Minshull, 
R. S. Raistrick, and W. a oe 


Margaret O. Campbell, Gwendoline D. Knight, and H. Shaffer. 


D.P.H. 
F. O. Hyland. 


The West Riding Panel Practitioners prize and the 
La ae Hey gold medal have been awarded to J. A. 
hin 


University of Glasgow 


Dr. P., Bacsich has been eppointed lecturer in human 
embryology and histology. 


University of Sheffield 


During October, November, and December post- 
graduate clinics will be held at the Royal Infirmary, the 
Royal Hospital, and the Jessop Hospital on Sundays and 
Fridays, Further particulars may be had from the secre- 
tary of the clinical medical studies committee, The 
University, Sheffield, 10. i 


University of Durham 


On Friday, Oct. 8th, at 4.15 P.M. at the medical school, 
Northumberland-road, ‘Newcastle-upon-Tyne, Lord Eustace 
Percy, rector of the new King’s College, which embodies 
the Armstrong College and the School of Medicine, will 
deliver the inaugural address of the winter session. He 
will speak on Medicine and Government. 


Diseases Caused by Brucellz 


In January next under the title of Archives Interna- 
tionales des Brucelloses there will.appear the first number 
of a new journal which it is hoped will prove useful to 
all who are working on the problems of human and animal 
brucellosis. Those who are interested should communicate 
with the managing editor, Dr. Jos. Jullien, Joyeuse, 
Ardéche, France. 


Lectures on Homeceopathy 


On Friday, Oct. 8th, at 5 p.m., at B.M.A. House, Tavi- 
stock-square, London, W.C., Dr. C. E. Wheeler will give 
a lecture on homeopathy entitled One Hundred Years of 
a Heresy. This lecture will form an introduction to the 
winter session of the London Homeopathic Hospital. 
On Fridays at 5 P.M., beginning on Oct. 15th as part of this 
session’s work, Sir John Weir will deliver ten Compton- 
Burnett lectures on homeopathic philosophy and prescrib- 
ing. These lectures will take place at the hospital, Great 
Ormond-street, W.C. 


Tavistock Clinic 


A special course on the psychology of crime is to be 
provided for magistrates at the Tavistock clinic, Malet- 
place, W.C. It will begin on Oct. 5th, and will include 
lectures on the delinquent effects of poverty, unemploy- 
ment, wrong discipline and other social ills, and of such 
physical conditions as epilepsy, encephalitis, toxæmias, 
and endocrine disturbance. 
stealing, violence, and sex offences, and certain problems 
of illegitimacy, adoption, and drunkenness will also be 
discussed, and recent research into the treatment and 
disposal of delinquents will be described. Examples of 
how crime can be produced by mental conflict wih be 
demonstrated. The course may also be attended by 
barristers and solicitors. 


The psychological origin of. 


Central London Throat, Nose, and Ear Hospital 


On Friday, Oct. 8th, at 4 p.m., Sir StClair Thomson 
will deliver the annual address to this hospital. His 
subject is subglottic intrinsic cancer of the larynx. 


Westminster Child Welfare Centre 


The Queen has consented to open on Nov. 25th this 
new maternity and child welfare centre, which is being 
established by the Westminster city council. 


British Institute of Philosophy 


On Tuesday, Oct. 12th, at 8.15 r.m., at University 
College, Gower-street, London, W.C., Dr. William Brown 
will address this society on modern psychology and reli- 
gion. Cards of admission may be obtained from the 
director of studies at University Hall, 14, Gordon-square, 
London, W.C.1. 


Demonstrations of Contraceptive Technique 


On Thursday, Oct. 7th, at 2.30 P.M., a practical demon- 
stration of the technique of the use of ‘a variety of contra- 
ceptive methods will be given by Mrs. Marie Stopes, 
D.Sc., and Dr. Evelyn Fisher. Medical practitioners and 
senior students should apply for tickets to the hon. secre- 
tary of the C.B.C. Clinic, 108, Whitfield-street, London, W.1. 


Welsh National School of Medicine 


The opening address for the new session of this school 
will be given at the Institute of Physiology, Newport- 
road, Cardiff, by Sir Joseph Barcroft, F.R.S., emeritus 
professor of physiology in the University of Cambridge, 
on Friday, Oct. 8th, at 5 P.M., when he will speak on 
physical unfitness. 


British Postgraduate Medical School 


To-day, Friday, Oct. 8th, at 2.30 P.m., the autumn 
series of post-graduate lectures will be opened by Mr. 
V. E. Negus, who will give the first of three weekly lectures 
on endoscopic methods of examination. On Oct. 5th, at 
4.30 p.m., Sir Arthur Hall will begin a course of lectures 
on meningitis and encephalitis, and on Oct. 6th, at 4.30, 
Mr. A. Bradford Hill, D.Sc., will give the first of six 
lectures on the planning and interpretation of experiments 
in medicine. Fifteen lectures on present-day obstetrics 
have also been arranged and will be held on Thursdays at 
3.30 p.m. The first lecture will be given on Oct. 7th by 
Dame Louise McIlroy, and other lecturers and their sub- 
jects will be announced in our weekly Medical Diary. 
The lectures are intended for students of the school, but 
a limited number of tickets are available, without fee, to 
medical practitioners, and may be had from the dean of 
the school, Ducane-road, London, W.12. 


Chadwick Public Lectures 


The autumn programme of the twenty-fifth annual 
series of Chadwick public lectures will be opened on 
Friday, Oct. 8th, at Gateshead by Miss Zoé Puxley, chief 
public: health officer of the Ministry of Health, who will 
speak on building up a fitter Britain. On Thursday, 
Oct. 14th, at 5.30 P.M., Prof. W. A. Osborne, dean of the 
faculty of medicine in the University of Melbourne, as 
the representative of Australia, will give the second 
lecture in the deminion series, the first of which was given 
by Prof. Fitzgerald for Canada in May. He will speak 
on the study of nutrition. The Malcolm Morris memorial 
lecture will be delivered on Tuesday, Nov. 2nd, at 5.30 P.m. 
by Dr. J. M. H. McLeod, who will speak on leprosy in 
Great Britain at the present time, At 5.15 p.m. on Tues- 
day, Nov. 16th, the third dominion lecture will be given 
by Dr. Bernard Myers representing the land of his birth, 
New Zealand. His subject will be the promotion of health 
in the Empire citizen. These three lectures will be held 
at Manson House, 26, Portland-place, London, W. On 
Tuesday, Dec. 7th, at 5.15 P.m., at the London School © 
of Hygiene, Dr. William Butler, formerly a senior medical 
officer of the London County Council, will speak on the 
Thames estuary and the problem of sewage disposal of 
Greater London. Admission to all the lectures is free and 
no tickets are required. Further information may be 
had from the secretary at the offices of the trust, 204, 
Abbey House, Westminster. 
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Sir Henry Royce Research Fellowship 


Applications are invited for this fellowship for research 
on the nature, prevention, and cure of either the common 
cold or influenza. It is of the annual value of £500, and 
is tenable for three years, Applications should be sent 
X the registrar, The University, Manchester, 13, before 

ct. 13th. 


Research into Rheumatic Disease 

Applications are invited by the Empire Rheumatism 
Council for two fellowships for research into the causation 
and pathology of rheumatic disease. The fellowships, 
which are tenable for seven years, carry an annual salary 
of £750, and laboratory facilities in London will be pro- 
vided. Applications should reach the secretary of the 
council, 1, Mitre Court Buildings, Temple, London, E.C.4, 
before Nov. 15th. 


A Library of Psycho-analysis 

In October of last year we described a proposal for a 
memorial to Dr. David Eder. In recognition of his place 
in the history of psycho-analysis and his services to 
Zionism it was suggested that a library should beestablished 
in his name at the Hebrew University, Jerusalem, and his 
widow presented his own collection of books as nucleus. 
The library has now been transferred to the Jewish 
National and University Library and is said to include an 
almost complete series of the more important psycho- 
analytical periodicals in English, French and German, and 
250 books on psycho-analysis and general and social 
psychology. Dr. Ernest Jones and other friends have 
formed a circle which will endeavour to enlarge the 
collection, and the Jewish National and University Library 
will coSperate by paying special attention to the comple- 
tion of important psychological journals, 


Congresses in Zürich . 


The fifth International Congress for Experimental 
Cytology will be held in Zürich, Switzerland, from 
August 7th to 12th, 1938. The following subjects have 
been selected for discussion: epithelium in culture and 
in the organism ; structure of chromosomes; mechanism 
of mitosis ; cancer cells and normal cells; experimental 
research on cytology and viruses; ultrastructure of the 
protoplasm and its products; and chemistry of the cell. 
Further information may be had from Dr. -Harald Okkels, 
Institute for Pathological Anatomy University of 
Copenhagen. 

The sixteenth International Physiological Congress 
will also be held in Zürich from August 14th to 18th, 
and the International Veterinarian Congress from 
August 21st to 25th. 


Medical Diary 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 


TUESDAY, Oct. 5th. 

Orthopedics. 5.30 P.M. (Cases at 4.30 P.M.), Mr. A. 
Rocyn Jones: Some Remarks on the Evolution of 
Orthopsdic Surgery in England. (Presidential address.) 
Cases ; . Norman Capener: 1. Congenital Coxa 
Vara. 2. # Osteochondritis Acetabuli. 

WEDNESDAY. 

History of Medicine. 5 P.M. Dr. A. P. Cawadias: Neo- 

hippocratism. (Presidential address.) 


FRIDAY. l 

Clinical. 5.30 P.M. (Cases at 4.30 P.M.) Mr. Kenneth 
Heritage: 1. Suprasellar Arachnoid Gye Mr. W. G. 
Gill: 2. Diaphysial Aclasis. Dr. R. W. B. Ellis: 
3. Precocious berty in a Female Infant. Dr. T. C. 
Hunt: 4. Case for Di osis. Dr. Ernest Fletcher : 
5. Case for Di osis. ? Osteochondritis. 6. Rheumatic 
Fever. Dr. Gerald Slot and Dr. G. S. Caithness: 

7. Chronic Splenomegaly. 
8.3 (Cases at 8 P.M.) Dr. T. 


Ophthalmology. 0 P.M. 
Ha Demonstration of Drawings of 


rrison Butler: 
Lenticonus Posticus. 
WEST LONDON MEDICO-CHIRURGICAL SOCIETY. 
FRIDAY, Oct. 8th.—8.30 P.M. (West London Hospital), 
Dr. D. G. Rice-Oxley: Health and Exercise. (Presi. 
dential address.) 
BIOCHEMICAL SOCIETY. 
SATURDAY, Oct. 9th.—2.30 p.m. (Biochemical Laborator, 
Cambridge), Communications and Demonstrations, “> 


LONDON JEWISH HOSPITAL MEDICAL SOOIETY. 
SUNDAY, Oct. 3rd.—9 P.M. (5, Addison-road, W.), Prof. 
Samson Wright: Some Jewish Physiologists. (Presi- 
. dential address.) 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


EUROT EIN. CONGRESS OF STRUCTIVE (PLASTIC) 
WEDNESDAY, Oct. 6th, and THURSDAY (1, Wimpole-street, 
W.), Discussions on Free Skin Grafts, Nasal Contour 
Restoration, and Mammaplast Procedures. 
UNIVERSITY OF LONDON. 
MONDAY, Oct. 4th, TUESDAY and THURSDAY.—5.30 P.M. 
(London School of Hygiene, Keppel-street, W.C.), Dr. 
Georg Wolff: Social and Geographical Pathology of 
Cancer and Tuberculosis. 
BETERI, POSTGRADUATE MEDICAL SCHOOL, Ducane- 
road, W. 
TUESDAY, Oct. 5th.—4.30 P.M., Sir Arthur Hall: Menin- 
gitis and Encephalitis. 
WEDNESDAY.—Noon, clinical and pathological conference 


tania ro A 3 P.M., clinical and pathological conference 
` (surgical). 4.30 P.M., Dr. A. Bradford Hill: The 
Tenning and Interpretation of Experiments in 
edicine. 
THURSDAY.—2.15 P.M., Dr. Duncan White; radiological 
conference. 3 P.M., operative obstetrics. 3.30 P.M., 


Dame Louise McIlroy: Antenatal Care. 

FRIDAY.—2.30 P.M., Mr. V. E. Negus: Endoscopic Methods 
of Examination. 3 P.M., clinical and pathological 
„conference (obstetrical and gynæcological). 

Daily, 10 A.M., to 4 P.M., medical clinics, surgical clinics 
-and operations, obstetrical and gynecological clinics 
and operations. 

WEST LONDON HOSPITAL POST-GRADUATE COLLEGE, 


Hammersmith, W. 

Monpay, Oct. 4th.—10 A.M., Dr. Post: X Ray Film 
Demonstration, skin clinic. 11 A.M., surgical wards. 
2 P.M., operations, surgical and gynsecological wards, 
medical, surgical, and gynescological clinics. 4.15 P.M., 
Mr. Arnold Walker: Congenital Abnormalities of 
Uterus and Vagina. 

TUESDAY.—10 A.M., medical wards. 11 A.M., surgical 
wards. 2 P.M., operations, medical, surgical, and 
throat clinics. 4.15 P.M., Dr. Konstam: Functional 
Disorders of the Circulatory System. 

WEDNESDAY.—10 A.M., children’s ward and clinic. 11 A.M., 
medical wards. 2 P.M., gynsecological operations, 
‘medical, surgical, and eye clinics. 

THURSDAY.—10 a.M., neurological and gynecological 
clinics. Noon, fracture clinic. 2 P.M., operations, 
medical, surgical, genito-urinary, and eye clinits. 

FRIDAY.—10 A.M., medical wards, skin clinic. Noon, 
lecture on treatment. 2 P.M., operations, medical, 
surgical, and throat clinics. 4.15 P.M., Mr. Sinclair ; 
Surgery of the Gall-bladder. 

SATURDAY.—10 A.M., children’s and surgical clinics. 11 A.M., 
medical wards. 

The lectures at 4.15 P.M. are open to all medical practitioners 


without fee. 
FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 
Monpay, Oct. 4th, to SATURDAY, Oct. 9th.—NaTIONAL 
HOSPITAL FOR DISEASES OF THE HEART, Westmore- 
land-street, W. All-day course in cardiology.— 
METROPOLITAN GENERAL HOSPITAL, Kingsland-road, 
E. All-day “refresher ” course in medicine, surgery, 
and the specialities —StT. JOHN’s HOSPITAL, Lisle- 
street, W.C. Afternoon course in dermatology.— 
PRESTON HALL, near Maidstone, Kent. Sat., M.R.O.P. 
demonstration on pulmonary tuberculosis.—Courses 
are open only to members of the aa! 
DONTON SCHOOL OF DERMATOLOGY, 5, Lisle-street, 


TUESDAY, Oct. 5th—5 P.M., Dr. W. Griffith: Eczema. 
(Chesterfield lecture.) 
THURSDAY.—5 P.M., Dr. M. Sydney Thomson: Animal 
Diseases Communicable to Man. (Chesterfield lecture.) 
CENTRAL LONDON HOSPITAL FOR DISEASES OF THE 
THROAT, NOSE, AND EAR, Gray’s Inn-road, W.C. 
MonpDay, Oct. 4th, to SATURDAY, Oct. 9th.—Course in 
Anatomy and ah bag for Part I of the D.L.O. 
Examination by Mr. E. P. Stibbe. 
FRDAY.—4 P.M., Sir StClair Thomson: Subglottic Intrinsic 
Cancer of the Larynx. (Annual address.) 
HOSEITAL FOR SICK CHILDREN, Great Ormond-street, 


THURSDAY, Oct. 7th.—2 P.M., Dr. D. N. Nabarro : Incidence 
of Human and Bovine Tubercle in Childhood. 3 P.M. 
Dr. W. G. Wyllie :' The Lymphatics of the Chest and 
Abdomen in Relation to Tuberculosis. À 

Out-patient clinics daily at 10 A.M. and ward visits at 


P.M. 
UNIVERSITY COLLEGE HOSPITAL, W.C. 

THURSDAY, Oct. 7th.—10 A.M., Dr. Arthur Wesson: 
Sciatica. 11 A.M., Dr. W. Moodie: Demonstration of 
Cases. Noon, Dr. E. A. Blake Pritchard: Diseases of 
the Hind-brain. 2 P.M., Mr. Clifford White: Sterility. 
2.30 P.M., Dr. R. W. A. Salmond: Demonstration of 
Radiology in Obstetrics. 3 P.M., Mr. J. L. Dudley 
Buxton: Some Aspects of Dental Surgery of Interest 
to the Medical Practitioner. 4 P.M., Mr. S. C. Suggit: 
The Audiometer and Investigation of Deafness. 

FRIDAY.—10 A.M., Dr. Kenneth Harris: Heart Disease in 
Pr ney. 11.30 a.M., Mr. Gwynne Williams: Intes- 
tinal Obstructions. 12.30 P.M., Mr. C. W. Flemming 
and Dr. Andrew Morland: Bronchiactasis. 2 P.M., 
Dr. C. H. Miller: Demonstration of Cases. 2.45 P.M., 
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Mrs. Gwen Hilton: The Response to sec A A 
of Certain Diseases of Bone. 3.30 P.M . Mr 
Gardham: Present-day Treatment of Carcinoma of 
the Mouth and Tongue. 4.15 P.M., Mr. C. D. Shapland : 
Demonstrations on Retinal Detachments Cured by 
Diathermy, and Fundus Conditions of Interest to the 
General Practitioner. 

Thiesse cemonstratong are open only to old students of the 


TAVISTOCE. s LINIO, a se W 
THURIDAT, ct. P.M., Dr. W. J. O'Donovan : 
toloi] Neuroses. 

UNIVERSITY OF BIRMING 
l TUESDAY, Oct. 5th.—-10.45 A.M. "(General Hos ute Dr. E. 
Bulmer: Some New Methods of Treatment. 11.30 a. M., 
Mr. B.T. Rose: Recent Advances in Surgery. 12.15 P.M. 
Mr.. E. M. Woodman: Modern Treatment of Malignant 
Disease of the Mouth and Upper Air Passages. 5 P.M. 
(Medical Theatre, The University), Prof. R. T. Leiper, 

F.R.S.: In snares 


Taylor: some 
Diseases. 11.30 A.M., 

Minor Surgical Procedures. "12. 15 P.M., Mr. Selby 
cerns Pel i amaton and N on-operative Methods 


of Treatm 
UN IVERSITY OF £ REF FIELD. 
= SUNDAY, Oct. 3rd, and Frmay.—Post-graduate clinics at 
me Ro a Infirmary, the Royal Hospital, and the 
Jesso 
MANCHESTE RO ital. INFIRMARY. 
TERA Oct. 8th.—4.15 P.M., Mr. H. H. Rayner: Surgical 
ases. 
LIVERPOOL PSYCHIATRIC CLINIC, 1, Abercromby- 
square. 
WEDNESDAY, Oct. 6th—4.15 P.M., Dr. S. Barton Hall: 
Clinical Aspects of Medical Psychology. 
UNIVERSITY OF GLASGOW. 
TUESDAY, Oct. 5th.—4.30 P.M. (Tennent Memorial Building 
Church-street), Dr. I. Chesar Michaelson : Diseases of 
the Central Nervous System. 


Appointments 


ABBOTT, E. KATHLEEN, M.B. N.Z., D.M.R., Radio-diagnostician 
at the Joint Radiological Department of the Bristol Royal 
Infirmary and ae Bristol General Hospital. 

"BATLIREBY JOHN, M P: Glasg., D.P.H., Assistant Port Medical 

omor. for, Live a any 

CLAYTON, S. Lond., F.R.C.S. Eng., Registrar at the 
Queen Oota 8 Maternity oe a London. 

GLUCK, BERNARD . Dubl., Edin., D.O.M.S., 
Hon. Assistant Ophthalmic ibe A the Cardiff Royal 


ary. 
GOLDSMITH, A. J. B., M.B. Lond., F.R.C.S. Eng.» Assistant 
Surgeon to the Central London ‘Ophthalmic 08 l. 
Norris, F. J. A., M.B. Aberd., Assistant School Medical Officer 
ator Sunderland. 
» B.M. Oxon., F.R.C.S. Eng., M.C.0.G., Hon. Assis- 
me Otao Physician and Gyneecologist to the Princess 
oe ce Do ital, London. 


THOMAS, E. ug M.D.Camb., Hon. Termatologist to the 
SR RR al Temperance } Hospital London 
TRUEMAN, R.CS “Edin. Resident aah ia 


Officer zi the Boone /icepital and Dispensary, 
WADE, H. J., , Assistant Medical mer at ‘the 
Out-patient Department of the Royal Manchester Children’s 
ospita 


Vacancies 


For further information refer to the advertisement columns 
All Saints’ Hosp., Austral-street, S.E.—Res. H.S., at rate of £100. 
Army Dental Corps. —Commissions. 

Ashton-under-Lyne District Infirmary.—Cas. H.S., £180. 

Aylesrury, Fig ee Buckinghamshire Hosp.—Second "Res. M. O., at 
rate o 

ei create and Anglesey Infirmary.—Jun. H.S., 


eee Pore —Res. M.O. for Upney (Maternity) Hosp., 

Bedford County Hosp.—H.S., at rate of £155. 

Belgrave Hosp. for Children, Clapham-road, S.W.—Two H.P.’s 
and H.S., each at rate of £100. 

Birmingkam, Canwell Hall Babies’ Hosp.—Res. M.O., at rate of 


st, £800. 


Birmingham, Selly Oak Hosp.—Radtolo 
Birmingham University.—Lecturer in cteriology, &c., £400. 
Hovey d Taca, Hawkmoor Sanatorium.—Res. Asst. M.O., at rate 


Braintree, Hak A Ney Sanatorium.—Jun. Asst. M.O., £250. 
Oam itga, ddenbrooke’s Hosp.—H.S. to Spec. Depts., at rate 


1307 

Cardiff King Edward VII Weish National Memorial Association. 
Asst. Res, M.O. for Sully Hoop » North Wales Sanatorium, 
and Glan Ely Hosp., each £2 

Chelmsford and Essex Osp —H.S., Hn rate of 8150. 

Ohorley and District Hospital, Lanes.—H. S., at rate of £150. 

Colchester, Royal Eastern Counties Institution, ¢c.—Med. Supt. 
for Branch at Bridge Home, £700. 

Connaught Hosp., Walthamstow, E.—Clin. Asst. to Ophth. 


Dept., 1 ea per session. 
Coventry and arwickshire Hosp.—House Governor and Secre- 
tary, 8700. 


* Subject to confirmation. 


Dental Clinic, 31, Alfred-place, W.C.—Hon. Dental Surgeon. __- 
Dover, Royal Victoria Hosp.—Sen. and Jun. H.S., at rate of 
£150 and £120 respective 
Asst. School 


l 

Durnam. County Council. ~~ Education Dept.: 

Ealing, King Edward Memorial Hosp.—H.S:. to Spec. Depts., 
at rate of £150. 

East enn em emorial Hosp., Shrewsbury-road, E. —Pbysician for 

Empire khe meatism Council, 1, Mitre Court Buildings, E.C.— 
Two Research Fellowships, "each £750. 

Fareham, Hants, Knowle l Hosp.—Jun. Asst. M. O., £350. 

Glasgow Eye Infirmary. No Asst., £30. 

Hampstead General and N.W. London Hosp., Haverstock Hill, 
N.W .—HĦH.S., at rate of £100. Also Physician and Surgeon 
to Out-patients. 

Hertjord Haileybury College. —Res. M.O., £800. 

Majesty’s Colonial Service.—Twelve M. T ’s, £600—£700. 

He for Consumption and Diseases of the , Brompton, 
S.W.—Res. Surg. O., £150. Also Asst. Res. M.O. and 
three H.P.’s, at rato of 8i gt and £50 respectively. 

Hosp. for Women, Soho-square, W oon. for Out-patients. 

Hosp. of St. John and St. Elizabeth, 6 End-road, N.W.— 
Clin. Asst. to X Ray Dept., nts 

Hoge St. Luke, 14, Fitzroy- -square, W.—Res. M.O., at rate of 


Hull Royal Infirmary.—Second H.P., at rate of £150. 
Ilford Borough. Med M.O.H., £750. 
seas Pg a -square, Westminster, S.W.—Patho- 
o 
Invalid and Crippled Children’s Hosp., Balaam-street, Plaistow, E. 
ron eoe noet 1 guinea per session. Also on. 
adiologis 
Leicester City General Hosp.—Two. Res. M.O.’s, each at rate of 


3 
Leicester City. asenta Hosp., Humberstoné.—Third Asst. Res. 
Lincoln County Hosp.—Jun. H.S., at rate of £150. 
r 7 City Infectious Diseases Hosps.—Asst. Res. M.O., 


London Chest Hosp., Victoria Park, E. —H. P., at rate of £100. 
London O C Menol ABN: M. O.’s, Grade I, 8350. Asst. 

i , 8250. ‘Algo two Temporary Divisiona] 
M.O.’s, each n5. 


London Hosp.. E.— Two Hon. Asst. Dental Surgeons, 

Manchester, Christie Hosp. and Holt Radium Institute—Hon. 
Cons. Dermatologist. 

Manohar, Crumpsall Hosp.—Consultant Aurist, at rate of 


& 

Manchester, Lake Hosp. and Darnton House, Ashton-under-Lyne.— 
Sen. Res. M.O., at rate of £250. 

Manone Park Hosp., Davyhulme.—Sen. Res. M.O., at rate 


Manchester Royal Children’s Hosp., Pendlebury.—Asst. M.O. for 
Out-patients Dept.» at rate ot £150. 
Maner ret ting Infirmary. —Res. M.O. to Private Patients’ 
ome 
Manchester, Victoria University.—Sir Henry Royce Research 
Fellowship, £500. 
M Ronee r ane Salford Hosp. for Skin Diseases.—H.S., at rate 


Mansfield, Harlow Wood Orthopedic Hosp.—H.S., at rate of £200. 
Metropolitan Hosp., Kingsland-road, H.—Res. Sen. and Jun. 
P.’s and H. g? 8, each at rate ‘of £100. 

Middlesex County Council.—Asst. M.O., £600. 

Miller General Hosp., Greenwich-rd.,S.E. -— Asst. Radiologist,£125 

Montrose Royal Asylum. —Physician-Su erintendent, £1200. 

National : gr re Hosp., Hamp -road, N. W.—H.P. - at 
rate o 

evens ie non A ne Hosp. for Sick Children. —H.P. and H.S., 
at rate o 

Northamsrronsire County Council.—Sen. Asst. County M.O.H. 
and Dist. M.O.H., £800. 


Notti ham Cily „—Res. Med. a ni of City Hosp. and M.O. of 
EA m R £1100-£14 
ngton Green ildren’s Hosp W. i? SERR USN, £25. 


pair H.P. and H.S., each at mate of £150 

Portsmouth ae | Hosp. —H.S., at eave) of £130. 

Queen’s Ho Children, Hackney #.—Asst. Surgeon. 
Also M. ie "Whooping -cough Ol Clinic a guinea per session. 

Radium Beam Therapy Research Riding House-street, W.— 

Res, Asst. M. O., at rate of Y Bo , (Non-Res, £250.) i 

Rhondda Urban District Council.—Asst. M.O., £600. 

Royal Air Force Medical Service —Commissions. 

Royal Free Hosp., Gray’s Inn-road, W.C.— Asst. M.O. for V.D. 
Dept., £300. Also Anesthetic Registrar, £100. 

Royal ational Orthopedic Hep. 234, Great Portland-street, W.— 
Three Surg. Regs., each 65. l 

Royal Naval redica Service. —Medical Officer. 

Royat Northern Hosp., Holloway, N.—Res. M.O., 8310. Also 

at rate of £70. 
St. Bartholomew s Hosp., E£.C.—Physician to Psychologica] 


St. Mary’ 8 Hosp., W.—Onstet. ae eee s £100. 
St. Mary S diese. for Women and E.—Res.,. 
a A a . and Res. H.P., at rate of 8155 sees 8150 respec- 
v 


Southampton County Borough Education Committee. —Part-time 
Feyohiainiat, $ $ gee 

ah hire M l Hosp.—Res. Asst. M.O., £530 

Stirling District ‘Mental Hosp. Larbert.—Jun. Asst. ‘M. O., £300. 

Swansea County Borough ental Hosp.—Asst. M.O., "£460. 

Tilbury Hosp.—H. a at rate of 8140. 

Wakefield Clayton Hosp —H.S., at rate of £200. 

West London Hosp., Hammersmith, W.—Res. Asst. Surgeon, 


£200. 
Westm aater Hosp., Broad Sanctuary, S.W.—Radiologist. 


The Chief ra Factor of Factories announces vacancies for 
Certifying Factory Surgeons at Bedworth (Warwick). 
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EFFECT ON WOMEN OF A COURSE OF 
“KEEP FIT’? PHYSICAL EXERCISES 


By PEARSE Wurms, M.D., F.R.C.P. 


PHYSICIAN TO THE WILLESDEN GENERAL HOSPITAL AND THE 
CHILDREN’S HOSPITAL, PADDINGTON GREEN; MEDICAL 
ADVISER TO THE POLYTECHNIC, LONDON; AND 


DorotrHy C. CLARK 


DIPLOMATE OF THE BEDFORD PHYSICAL TRAINING COLLEGE ; 
rò SENIOR INSTRUOTRESS, PHYSICAL EDUCATION DEPARTMENT, 
THE POLYTECHNIC 


Moucn attention is now being paid to the health 
and physical development of the nation, especially 
the younger generation. Facilities for games and 
outdos.r recreation are being provided, and more time 
i to-ie spent on physical education in schools and 
other educational ‘institutions. 

Between September, 1936, and April, 1937, we 
studied the effect of a course of physical exercises 
of a special type, termed ‘‘ Keep Fit” exercises, on 
women attending evening classes at the Polytechnic, 
Regent-street, London. This institute has always 
followed the teaching of its founder, the late Quintin 
Hogg, that physical well-being is part of man’s 
natural needs and an essential part of his full develop- 
ment as a useful citizen. Physical education, games, 
and athletics have always been given prominence 
among its extensive educational facilities. 

The principles of the Keep Fit exercises, started 
in 1936, were :— 

(1) No apparatus is used. 

(2) No complicated exercises are taught. 

(3) A musical accompaniment is provided to assist 
in maintaining rhythm. 7 

(4) Exercises given are varied frequently but follow a 
table which provides for activity of all groups of muscles. 

(5) The simplicity of the exercises, their variety and 
the fact that an hour of this work is not exhausting, 
encourages attendance. . 

The. following is a skeleton table of exercises for 
one hour (Table I): 


TABLE I 
1. Free running. 12. Rotatory trunk move- 
2, General loosening move- ments, 
ments. rd Panne OXEPARSR i 
rank - Breathing exercises, to 
$ AEE E movements. teach correct breathing. 

5 t t 15. Strong dorsal movements. 
5. Springing foot movements. | 16, General free movements. 
6. Head exercises. - | 17. Strong abdominal exer- 
7. Lateral trunk movements. cises. 

8 Foot exercises done with- | 18. General relaxing move- 
out shoes. ments. 

9. General activity. 19. A group of skipping exer- 

10. Easy abdominal move- cises (a very strenuous 
ments. form of exercise) as a fina? 

ll. Hip mobilising. voluntary effort. 


Variety, experiment and progress, controlled by 
experienced teachers, is the aim of the work, and this 
form of training should not be confused with the few 
stereotyped exercises, often ill-chosen, which may be 
demonstrated in popular journals, or by wandering 
seaside troupes, or taught under extravagant titles. 


RESULTS 

The study we have undertaken has been carried 
out in order to guide one of us (D. C. C.) in developing 
the exercise work and to help us in selecting and 
devising groups of exercises likely to be most 
beneficial. 

At the beginning of the 1936 session volunteers 
were invited for medical examination at the com- 
mencement and end of the course. These volunteers 
have been divided into two groups: (a) novices, 
who had done no regular gymnastic work since 


` 


leaving school; and (b) the previously trained, 
who had attended gymnastic classes with some 
regularity. The majority of the second group 
also played games and entered into other athletic 
activities. We shall refer to them as Group A 
and Group B. Each volunteer was given a 
questionnaire form, on which she recorded her 
physical activities at school and afterwards, her 
previous illnesses and present health, and other data. 
The scope of the questions was purposely wide. On 
attendance for examination a series of measurements 
was taken, and the eyes, ears, nose and throat, 
heart, lungs, and abdomen were examined. The 
blood pressure and pulse-rate were recorded and the 
urine tested. The general physical development was 
noted, as was the build, posture, and carriage. Nearly 
all were re-examined at the end of the course. 

The occupation of most of the 26 women re- 
examined was sedentary. None were under eighteen 
years of age, and those between the ages of twenty 
and thirty formed the majority; but 3 were over 
forty and benefited from the active exercise. The 
number above average weight at first examination 
was 7, while 11 were below the average. It will be 
seen from Table II that a slightly larger number 
gained than lost weight, the tendency of moderate 
exercise being to lead to an increase of weight. 


TABLE II 
— | Group A. | Group B. Total. 
Weight gained up to 8 lb. | 8 6 14 
Weight lost up to 8 lb. .. 5 5 10 


Weight stationary ee | 1 1 2 


The circumference of the chest was taken at 
inspiration and expiration both above and below 
the breasts, and spirometer capacity was also 
measured. In those who lost weight the upper 
measure decreased. Spirometer capacity was 
measured in 19 women, and was found to have 
increased in 14 (9 in Group A and 5 in Group B); it 
gives a more correct record of increased capacity 
and enables the use of the diaphragm and abdominal 
muscles to be assessed. We believe that more atten- 
tion will have to be given to a proper use of all the 
muscles concerned in respiration and we are develop- 
ing exercises for this purpose. 

Changes in other measurements were as shown in 
Table III. 


TABLE III 
— Group A. | Group B. Total. 
Circumference at— + — + — + — 
Hips p T 6 6 8 4 14 | 10 
Thigh at groin =e 12 2 8 2 20 | 4 
Thigh at middle .. 11 2 9 2 | 20 4 
Calf is re 4 6 | 7 2 | 11 | 8 
Upper arm.. is 4 4 6 3 10 | 7 
+ = increase. — = decrease, 


In the majority the trunk measure decreased, 
owing to improved tone in the muscles of the belly 
and back and slightly also to loss of fat. The hip 
and thigh measurements increased in the greater 
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number, often by as much as 2} in.; this was due 
to increased bulk of muscle and oreas tone. It 
is certain that if work of this nature and more active 
exercise becomes generally popular the fashion for 
narrow hips will have to disappear. 

It will be noted that Group A showed more change 
than Group B, as was to be expected. 

Each volunteer was asked for her opinion on the 
work and its effect on her health; all spoke of the 
increased sense of well-being and vitality, and none 
had found the work too fatiguing or strenuous. 
Only 1 of the 26 re-examined had been ill with 
influenza during the epidemic of 1936-37. One of 
us (P W.) was impressed by the general improvement 
and by the alertness and interest shown. The 
majority were enthusiastic as to the benefit they had 
received, and proposed to return for further courses. 
The two most senior, aged 47 and 50, were among 


this number. 
COMMENT 


We believe that many medical men have no real 
personal knowledge of modern physical training 
methods and ideals. This is due probably to lack 
of such training at school and the unfortunate back- 
wardness of the public schools generally in recognising 
the need for trained teachers and in allocating enough 
time to such work. The lack of demand for men 
teachers’ in the past is likely to show itself now in 
an insufficient supply of trained and experienced men 
to fill the new posts. Women teachers are and have 
been better catered for because of the morei ntelligent 
view of the subject taken by girls’ schools generally. 

One of us (P. W.) recently visited, at the invitation 
of the commandant, the Army Physical Training 
School at Aldershot to see the different types of work 
being carried on. there and to obtain ideas as to 
suitable exercises to be included in the Keep Fit 
classes. The modern outlook and atmosphere of 
enthusiasm of the School is very stimulating to the 
medical man interested in physical well-being. Much 
of the work done there is suitable for children and 
young adults of both sexes. 

In conclusion we wish to enter a strong protest at 
the continued reference to this subject as ‘“‘ physical 
m SUMMARY 

Twenty-six women have been examined before 
and after a course of simple physical exercises. An 
improvement in general health is shown and increased 
physical development, especially in the use of the 
respiratory muscles and the capacity of the chest. 

Our thanks are due to Mr. D. Humphrey, director of 
education, and Major W. B. Marchant, superintendent 
of physical education at the Polytechnic, for facilities to 
do this work, and to Colonel Wand Tetley, of the Army 
School at Aldershot, for the opportunity of seeing the 
modern technique used in the Army. 


CECIL HOUSES 

THB Queen Anne dwelling, 35, Devonshire-street, Holborn, 
which was opened 10 years ago as the first of the Cecil 
Houses for Women, has finally succumbed to “fair wear 
and tear,” and in its place now stands a pleasant red- 
bricked building with blue tiles, bright curtains, and gay 
paint, which will be officially opened on Thursday, Oct. 7th, 
at 3 P.M. Matchsellers, newspaper vendors, charwomen, 
waitresses, all sorts and conditions of hard-working but 
homeless women, will once more find there a comfortable 
lodging at a price they can pay—a shilling a night for a 
good bed, hot bath, hot tea, and bread and butter night 
and morning. No questions are asked at a Cecil House, 
but those needing help and counsel will have every assist- 
ance. Invitations to see this lodging house may be had 
from the hon. organising secretary, Cecil Houses (Inc.), 11, 
Golden-square, London, W.1. 


Births, Marriages, and Deaths 


BIRTHS 


RAMWELL.—On Sept. 23rd, at Baguley House, Cheshire, the 
wife of Dr. John Crighton Bramwell—a son. 

CROOKE.—On Sept. 25th, at a London nursing-home, the wife 
of DE: Carleton Crooke, of Grange Hill, ell, Essex— 


GURNEY. —On Sept. 23rd, the wife of Dr. T. R. V. Gurney 


on. 

LLOYD On Sept. 24th, at Towyn, Done nahin: the wife of 
Dr. J. H. Marshall *Lloyd—a daughter 

MacpDonaLD.—On Sept. 22nd, at Mariani, "Upper Assam, the 
‘ wife of Dr. Geare Macdonald—a son 


MARRIAGES 


DOBBIN—TURREFF.—-On Se Pee 23rd, at St. Peter’s, Wrock- 
wardine, Salop, Leonar B. Dobbin, M.B., to Margaret 


Turreff. 
HINES—GRAHAM-SNOOK.—On Sept. 18th, at St. Nicholas’s 
Hines, B.A., 0 


Great Kimble, Bucks, Geoffrey Conwa 
Wincham Hal, Cheshire, to Sheila Gra am-Snook, B.Sc., 
M.B., of Cradle Combe, Princes Risboro 


ough 
LISTER—PRYOR.—On Sept. 21st, at St. James’s Church, Thorisy, 


Arthur Lister, F.R.C.S., to Margaret Emily Pryor TN 

Rrronw—ScorTT.—On Sept. "25th, at the Church of St. ctin 
Ludgate, Thomas Harold Wilson Ritchie, M.D., to Margaret 
Helen Scott, M daughter of Mr. and Mrs. Wiliam Scott, 
of Upper Hartield, Sussex. 


DEATHS 
pat ek .—On Se Ape Aei at Harrow, George Frederick Aldous, 


76. 
DONALD Sign Sept. 2 aged at Tilford, Farnham, David Donald, 
M.D. Glasg., in a 83rd 


rd year. 
GREIG.—On Sept 20th, at Flore, Northamptonshire, 
Se henson Greig 


Lila 
i . Glasg., D.P.H. Camb., late Assistant 
cal Oitlece = ts C.C. 


Northants 
Hoon On Sept. h, at Blairgowrie, Perthshire, Thomas 
A. F. Hood, M. BT . Edin. 


C. 
TrPPING.—On Sept. 22nd, in sonion Henry Hubert Tipping, 
M.R.O.S. Eng.. in his 68th year. 


N.B.—A fee of ue 6d. is anerded To for the ae of Notices of 
» Marriages, and Deaths 


CORRIGENDA : Internal Pneumolysis.—A sentence about 
fifteen lines from the end of the leading article on internal 
pneumolysis (p. 749 of our last issue) should read as 
follows :—If there is no evidence of cavitation, and adhe- 
sion section is likely to be a hazardous procedure, either 
from the size or the situation of the bands, it is best to 
leave them alone. 

Inoculation of Leprosy into Syrian Hamster.—In ‘Prof. 
Adler’s letter appearing in our issue of Sept. 18th is a 
mistake for which we were inadvertently responsible. It 
is stated that three animals were inoculated on July 23rd, 
1937, and that next day a hard mass was found undtr one 
of the mamme of one of them. The lump was in fact 
discovered on August 24th, not July 24th. 


THE LANCET 100 YEARS AGO 


September 30th, 1837, p. 22. 


From the obituary notice of Dr. Uwins. 

THe very amiable and generally-known physician, 
Doctor Uws, has departed this life within the last 
fortnight. He has left behind him a good domestic name, 
two or three family-medicine books, a theory that all men 
were, at times, insane—which theory, however, the worthy 
doctor never himself verified by the perpetration of any 
very extravagant act,—an anonymous article in the 
Quarterly Review—an extraordinary accident in his career, 
on the fame of which his organ of approbation kept plump 
for twenty years,—an allopathic carriage, and an homeo- 
pathic corn-bin. He considered Sir Henry HALFORD 
to be the first physician of the day, and himself the second. 
They were about of a size. He was esteemed by his 
friends, and meant to do some good in the world, but 
nature denied the means on an ambitious scale. In 
person and dress, he had the cut of ‘“‘the old school,” 
and described himself with precision when he announced 
at the London Medical Society that he was “‘ a slave to the 
tea-pot.”” He was partial to controversy, and often 
attended the medical debating societies, but was afflicted 
with impediments in his brain and his speech, which 
prevented him from collecting ideas first, and giving 
utterance to them afterwards. To cure the former, he 
always spoke with his eyes shut, to abstract his mind from 
external objects. 
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ADDRESSES AND ORIGINAL ARTICLES 


INJECTION TREATMENT OF INGUINAL 
HERNIA * 
REPORT ON ONE HUNDRED CASES 


By ARTHUR E. Porritt, M.Ch. Oxon., F.R:C.S. Eng. 


ASSISTANT DIRECTOR TO THE SURGICAL UNIT, ST. MARY’S 
- HOSPITAL, PADDINGTON 


THE rationale of the injection method of treating 
inguinal hernia is to fill up the inguinal canal with 
fibrous tissue, produced by the injection of a chemical 
irritant, to such an extent that, first, a hernial sac 
cannot gét down the canal, or, secondly, contents 
cannot enter a pre-existing congenital sac. 


HISTORY 


The method is by no means new. Approximately 
100 years ago it would seem to have had a consider- 
able vogue in America and in France. Its originator 
was George Heaton of Boston, who published his 
results in 1843 and subsequently in book form 
(1870). Closely associated with him was Warren, 
also of Boston, and their methods were copied by 
Velpeau of Paris. Heaton himself used ‘“ quercus 
alba’? as his chemical ‘irritant; his American co- 
workers and Velpeau tried iodine, Lugol’s solution, 
cantharides, and several mixtures of essential oils. 
They all adopted the procedure of one massive 
injection, the patient being—of necessity, one 
imagines !—confined to bed. 

The advent of antiseptic and, later, aseptic surgery, 
and the publication between 1880 and 1890 by 
Halsted and Bassini of their operative methods for 
the treatment of hernia, led to the relegation of the 
injection idea. With the exception of the work of 
two men this state of affairs persisted until five or 
six years ago, since when, in America, a great deal 
of investigation has been carried out and innumerable 
papers published on the injection technique. The 
two who filled in the intervening period were Ignatz 
Mayer of Detroit (1930) and Pina Mestre of Barcelona, 
to whom must be given the credit for the present-day 
ambulant method of treatment. Mayer, working 
over a period of thirty years, and using a solution 
the essential constituents of which were zinc sulphate 
and carbolic acid, produced a series of 2000 cases in 
which he claimed 98 per cent. success. Pina Mestre, 
using a tannic acid solution, published in 1927 a 
series of 10,000 cases, showing almost equally good 
results, and no fatalities. Such figures prompted 
ardent research in America, with the result that 
there the method is to-day well approved and widely 
accepted. In this country, apart from the work of 
Delisle Gray (1934), it seems to have found very 
little recognition. 

The series of 100 cases described: here is the result 
of an attempt to evaluate the therapeutic and 
economic possibilities of the method. As the ultimate 
result of the treatment seemed the most important 
factor to be considered, they have been selected from 
about 150 cases as being those which it has been 
possible to follow up for periods varying from three 
years to six months. The remainder consists of those 
who have too recently come under treatment, those 
with whom it has been impossible to keep in touch, 
and those, only 8, who failed to complete their treat- 


° The substance of this paper was communicated in a post- 
5954 j a eh Mary's Hospital on Oct. Ist. 


type for injection. 


ment. Before considering the selected 100 in detail 
certain general aspects require mention. 


ANATOMY AND HISTOLOGY 


Even at the risk of being obvious one cannot over- 
emphasise the importance of a sound knowledge of 
the anatomy of the inguinal canal and its contents. 
Injections should be made deep to the aponeurosis 
of the external oblique and extend at approximately 
regular intervals from the crossing intercolumnar 
fibres of the external oblique at the external abdo- 
minal ring on the inner side to beyond the internal 
ring on the outer side, and from the conjoint tendon 
above to the inguinal ligament below. 

Nelson and Rice (1937) have conducted an admir- 
able series of experiments on both animals and men, 
which demonstrate the histological changes following 
injection. Their results may be briefly summarised 
as follows :— 


6-15 hours: polymorph leucocytic response with occasional 
round cells and some cedema. 


24 hours: signs of transient cellular necrosis. 

5th day: evidence of fibroblasts. 

8th day: many fibroblasts and new blood-vessels. 
14th day: definite fibrous tissue formed. 

42nd day: dense scar tissue. 


In other words, the histological result is a ‘“ foreign 
body granuloma.” The earlier stages of these changes 
I myself confirmed on guinea-pigs, late results being 
unavailable owing to overdosage adversely affecting 
the life of the animals concerned ! 


CHOICE OF CASE 


This paper deals only with inguinal hernie, although 
it includes recurrent hernis that are really ‘‘ inci- 
sional.” But many workers have successfully used 
the method for femoral, umbilical, and ventral hernia, 
and there seems no reason why the technique should 
not be judiciously extended to all types. 

Sex is immaterial. Inguinal hernia is relatively 
much less common in women, but the method can 
be equally well applied in them, the anatomical dif- 
ferences making the technique slightly more difficult. 
Inability to invaginate the labium majus into the 
inguinal canal makes localisation of the needle point 
by touch impossible, but on the other hand the bogy 
of the spermatic cord is removed. 

By experience one has found that the important 
factors in selecting cases are the size of the external 
abdominal ring and the amount of fat in the sub- 
cutaneous tissue of the groin. All hernis of course 
must be completely reducible. The size of the actual 
hernia is of small import so long as it can be efficiently 
retained by a truss. But it has been found that in 
general with an external ring that admits two fingers 
treatment is likely to prove difficult or -at least pro- 
longed, and that the more fat there is overlying the 
inguinal canal the less likely are injections to be well 
placed. It seems probable that excessive subcutaneous 
fat, apart from increasing technical difficulties, implies, 
first, excessive extraperitoneal fat in which injec- 
tions seem to cause more necrosis and less fibrosis, 
and, secondly, poor muscle power, with the conse- 
quent liability to further strain being thrown on an 
already weakened area. 

Thus the young adult, with good musculature and 
minimum subcutaneous fat appears to be the ideal 
One more requisite he should 
have—enough intelligence to codperate in his treat- 
ment, particularly in the wearing and non-removal 
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of his truss. For this reason alone children are in 
general not suitable cases. | 

_ The only other contra-indications worthy of men- 
tion are imperfectly descended testicle, the sliding 
type of hernia (if diagnosed), infective skin conditions 
of the groin, and hemophilia. Such conditions as 
active venereal disease, ascites, or pregnancy, will 
obviously preclude the possibility of injections. 
But for chronic renal disease, diabetes, pulmonary 
tuberculosis, &c., which have in various papers been 
given as contra-indications, the method would seem 
to me to have a very definite field of utility. My 
series includes successful cases of all three conditions. 
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' THE TRUSS 

An essential adjunct, and to some extent a draw- 
back, to the injection treatment is the wearing of a 
truss continuously during the course and for some 
time afterwards. The object of this support is to 
prevent any strain being thrown on the newly formed 
granulation tissue before it has had time to con- 
solidate and become firm fibrous tissue. A well- 
fitting and comfortable truss is therefore of the utmost 
importance as it has to be lived in for some months, 
day and night—and in the bath! For this reason I 
have devised atruss, which has been made for me by 
Messrs. Weiss and Son, London, W.1, to cope with these 
requirements. It consists of a vulcanised hard rubber 
pad attached to a steel spring coated with the same 
material. This has the advantages of being cleanly, 
light, immersible in water and, after prelimin 
heating, capable of being moulded exactly to the 
contours of the individual patient. Small studs 
allow of rubber straps (abdominal and perineal) 
being fitted and used as required. In many cases 
they are not needed at all and patients’ testimonies 
convince me that this type of truss is very satis- 
factory in all respects. Most patients in this series 
have done manual work—often very heavy—in 
them, and many have played games and even enjoyed 
the luxury of swimining while under treatinent. 

I always advise that the patient should wear the 
truss, and sleep in it, for a week or two before injec- 
tions begin, so that he may be thoroughly used to it. 
Once treatment begins it must be removed only at 
the actual time of injection and then preferably by 
the surgeon. 


SOLUTIONS 


There appears to be as yet no unanimity of opinion 
upon the ideal solution to be used. This should be 
painless when injected, give no general systemic 
reaction, be non-toxic if injected intravenously or 
intraperitoneally, non-injurious to the tissues locally, 
and capable of producing the maximum fibroblastic 
reaction with the minimum of exudation. The solu- 
tion used in this series—that of Mayer (zinc sulphate 
1 dr., phenol crystals 6 dr., glycerin 4 dr., aqua 
cinnamoni 1 oz., sterilised redistilled water 2 oz.) 
admittedly does not fulfil all these requisites. It 
produces good and non-harmful local results and no 
general reaction, but often gives some pain and is 
toxic if injected intraperitoneally—and probably 
therefore intravenously. Now that this series is 
completed I intend to transfer my allegiance from a 
caustic adhesion-producing solution like the above 
to an astringent proliferation-producing solution of 
which the best to date appear to be Galtanol—a 
mixture of tannic and gallic acids, as used by Fowler 
(1935) in a series of 700 cases—Proliferol, or Sylnasol— 
a solution of sodium psylliate, used by Harris and 
White (1936) in a series of 100 cases, and by Biederman 
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(1937). The original Pina Mestre solution with a 
tannic acid basis has been approved (1936) by the 
American Medical Association Council on Pharmacy 
and Chemistry, and used extensively by Jameson 
(1931). Winters (1936) has. employed colloidal 
potassium guaiacol sulphonate, and McMillan and 
Cunningham (1936) a mixture of phenol, alcohol, and 
tincture of thuja. Even sodium morrhuate has its 
supporters. — 


TECHNIQUE 


The patient lies upon a couch. In the average 
case there is no need to adopt a slight Trendelenburg 
position or to place a pelvic rest under the buttocks, 
although these manceuvres may be of assistance in 
dealing with the early stages of a big hernia or with 
an obese patient. The truss is then removed and the 
pubic hair cut with scissors. It is better not to shave 
as this often leads to dermatitis and discomfort under 
truss pressure. The spot chosen for injection is 
locally anzsthetised. At first this can be accurately 
determined by a finger invaginating the scrotum 
into the inguinal canal. Later surface landmarks 
or the results of previous injections must be the 
guides, and towards the end of treatment a small 
cough with the patient lying and a finger covering 
the inguinal canal will demonstrate residual weak 
spots. 


The needles used are 22 or 23 gauge with a medium 
bevel. The needle is inserted vertically to the skin surface 
and will be found to meet two resistances—the skin and 
the aponeurosis of the external oblique. Just deep to 
this latter is the correct level for injection. Prelimin 
aspiration to exclude the needle being in a blood-vessel 
should always be done. 

The dose will of course vary with the solution used. 
A preliminary 0:5 c.cm. followed subsequently by 1 c.cm. 
doses has been used with Mayer’s solution. Injections 
can be given bi-weekly or even at shorter intervals accord- 
ing to the reactions of the individual patient. It is most 
important that they be given very slowly. The first drop 
will probably give an unpleasant stinging sensation, 
which however passes off in a few seconds—the remainder 
of the injection being practically painless, The patient 
should be made to describe the position of the initial 
sensation as this may help considerably in localisation. 
If pain in the testicle is complained of, the point of the 
needle is too close to the cord and must be moved accord- 
ingly. Vague pains moving across the pubis, towards 
the anterior superior spine, to the perineum or the thigh 
are of little significance. But any mention of abdominal 
pain is a danger signal implying that the sac or even the 
peritoneum proper have been penetrated. In this case 
the injection must be stopped immediately. 


At a period varying from half an hour to three 
hours after the injection a feeling of vague discom- 
fort develops in the groin of varying intensity, accord- 
ing to the type of patient and the stage of treatment. 
This discomfort is not sufficient to interrupt either 
the patient’s work or his sleep, although it may last 
for as much as twelve hours. 

Opinion varies about the end of the inguinal canal 
which should be injected first, the majority of workers 
starting at the outer limit or interna] abdominal ring. 
I have favoured the external ring for the first injeo- 
tion, since localisation is then very exact, and further, 
any possible risk of incarceration is thereby avoided. 

When treatment has reached the stage of there 
being no visible or palpable impulse on coughing 
with the patient recumbent, he is then givén a fort- 
night’s rest still wearing the truss. If on re-examina- 
tion all is satisfactory, the truss is discarded at night. 
Two weeks later, all being well, gradual removal of 
the truss for an increasing number of hours daily is 
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allowed, this stage taking about a month varying 
with the occupation and intelligence of the patient. 
Thus it will be seen that some two months elapse 
from the time of the last injection to the time of 
complete discarding of the truss. Allowing for a pre- 
liminary wearing of the truss for a week or two before 
injections begin, and for an average of 10 to 12 
injections at bi-weekly intervals, the whole treatment 
takes about four months—during which of course it 
must be remembered the patient is ambulant and 
able to live a normal life and carry on his usual 
occupation. | 


RESULTS 


The 100 cases under consideration have all been 
injected during the last three years and have been 
followed. up for a period of not less than six months. 


Of the 100 patients 97 were male and 3 female. This 
does not give a true idea of the relative sex frequency, 
as the method was only extended to females this year. 
The average age of the patients was 38, the oldest being 
66 and the youngest 17. Of the hundred, 64 were employed 
in manual labour, often of the hardest kind, and 36 in 
sedentary occupations. 

The 100 patients were responsible for 110 hernie. Of 
these 69 were right sided and 41 left, these figures including 
10 bilateral cases. ‘The hernis were simple bubonoceles 
in 82 cases, and either scrotal or labial in 28. Five cases 
of recurrent herniæ after operation were dealt with. 
The average interval between the appearance of the 
hernia and the beginning of treatment was two years, the 
shortest period being one day and the longest eighteen 


years. 

For these 110 hernie, 1032 injections have been given, 
an average of approximately 9:4 per hernia. The average 
number of injections required to close the external 
abdominal ring was four. 

Of these 1032 injections, three have been considered 
as intraperitoneal. The result was very alarming, the 
clinical condition being one of severe shock. This came 
on very rapidly—within a few moments, and passed off 
equally rapidly within half an hour. Treatment was 
complete rest, brandy by mouth, heat to the abdomen, 
and, in one case, an injection of adrenaline, in another of 
Coramine. All three cases left hospital within two hours 
of the injection and appeared none the worse afterwards. 

Some 14 ‘injections, apart from these three, produced 
severe reactions, either in the direction of immediate 
acute pain or of later prolonged swelling, tenderness, and 
discomfort. Occasionally, transient swellings in the upper 
part of the scrotum were noticed, particularly after early 
injections. These are typically painless. No case of 
testicular atrophy has been observed, and one patient 
with a bilateral hernia has since injection successfully 
sired a son. 


Two cases are definitely failures, both these being 
elderly men of adipose build and having big scrotal 
herniæ coming through a very enlarged external 
ring. In both cases the hernia was reduced to the 
inguinal canal, but it proved impossible to hold them 
back in this region. There were 5 cases that came 
into another category—‘“‘recurrence.” One feels 
that in these, recurrence simply expresses inadequate 
treatment, although 2 of the 5 came back over a year 
after apparent cure. All responded satisfactorily to 
further injections. 


ECONOMIC ASPECT 


It is chiefly the able-bodied young to middle-aged 
adult who becomes afflicted with hernia—i.e., the 
productive worker. If this class can in the main be 
saved from hospitalisation and loss of wages the 
economic advantages ar self-evident. While admit- 
ting that generalities are misleading a minimal] 
estimate of the position in this country produces 
interesting figures. On the basis of a weekly wage 
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of £2 10s. and hospitalisation costs of £3 per week, 
the injection treatment effects at a conservative 
estimate a saving of £25 per patient either to the 
patient, the hospital, or the charitable aid societies. 
If 50 London hospitals operate on 100 cases each 
per year that might equally well be treated by 
injection, the loss in work, wages, and hospital costs 
amounts to £125,000, and if London accounts for 
25 per cent. of the hernia cases treated annually in 
the country, the figures mount up to half a million 
sterling. Only a keen desire to avoid exaggeration 
leads one to quote nominal figures which probably 
but half represent the case. It seems that this aspect 
of the treatment alone would make it worthy of 
careful consideration by hospitals, charitable aid 
societies, insurance companies, public health bodies, 
the Services, and even perhaps the Ministry of Health 
itself. 

Two other considerations are worthy of mention. 
A general acceptance of the treatment would free a 
large number of hospital beds annually for the 
reception of more acute or more worthy cases. On 
the analogy of American figures (Biederman 1937) 
it seems probable that there are some 2,000,000 
hernia cases in this country going untreated because 
the people concerned either cannot afford operative 
cure or are frightened by the thought of operation. 
Such people represent a big entry on the debit side 
of the physical fitness ledger of the country. 


CONCLUSIONS 


Recurrences after operation, even in the hands of 
the best surgeons and when large series of cases are 
considered, give the unpleasantly high figure of about 
10 per cent. Max Page (1934) in one series even 
found it as high as 25 per cent. Fallis (1936) in a 
series of 1600 cases arrived at a figure of 7-5 per cent. 
Injection offers a better prospect than this—7 per 
cent. in the present small series and figures as low 
as 2 per cent. to 3 per cent. in much larger series in 
America. 

This result is achieved without any of the risks of 
anesthesia or surgical interference. Complications 
are of a minor nature and relatively few in number ; 
no mortality at present has been reported. 

Both operation and injection aim at repairing the 
inguinal canal weakness by fibrous tissue formation. 
The former leads to a definite uncontrollable amount 
being produced which may or may not be sufficient 
to effect its purpose; the latter to a regulated and 
requisite amount, which even in the event of a 
“ recurrence ” can be increased or replaced by a few 
additional injections. 

It is certainly not intended to imply that the 
injection treatment is the “cure-all”? of hernia. 
It has obvious limitations, but within those limita- 
tions it would appear from the present series to be 
so free from risk, painless, economic, and efficacious 
as to merit an extended and prolonged trial. 
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differences are again not statistically significant. In 
GOLD TREATMEN T OF ARTHRITIS Table XIV we have compared the toxic reactions 


A REVIEW OF 900 CASES among the different gold preparations, again in terms 
l of courses. 
By STANLEY J. HAaRTFALL, B.Sc., M.D. Leeds, TABLE XI 
M.R.C.P. Lond. Toxic Reactions in Relation to Sex 


PROFESSOR OF THERAPEUTICS, UNIVERSITY OF LEEDS; HON, 
PHYSI 


CIAN, LEEDS PUBLIO DISPENSARY AND HOSPITAL Toxic Total 
reactions. : 
HueH G. GARLAND, M.D. Leeds, M.R.C.P. Lond. Males.. 83 (36°7 %) 326 
DEMONSTRATOR IN TOXICOLOGY, UNIVERSITY OF LEEDS; HON. 
PHYSICIAN, LEEDS PUBLIO DISPENSARY AND HOSPITAL; AND Females 294 (43-6 %) 674 
: 99 00 
Warm Gorpm, M.B. Aberd., M.R.C.P. Edin. SIR : 
RESEAROH FELLOW IN RHEUMATISM, UNIVERSITY OF LEEDS, 
AND LEEDS PUBLIO pecan Sa HOSPITAL T ABLE XII 
RConeiuced: Irom: Pi: 148) Toxic Reactions in Relation to Age 
Toxi No toxic 
Toxic Reactions Age-group. a ntione: reactions, | Total. 
It is most important to realise the risks involved in “939 .. .. | 72 (38-5%) 187 
chrysotherapy, and we feel justified in describing the ; 
_ toxic reactions we have met in some detail. We have ‘49-59 .. -- 223 (44-8 %) £98 
included many minor disturbances, some so trivial BO+ .. 82 (38-1 %) 215 
that there is some question whether they may be 377 (41:9 %) 900 


toxic disturbances at all. 

Throughout this section we have considered toxic 
reactions in relation to individual gold courses for TaBLE XIII 
the most part, and not in relation to cases. As will . “nein Di ; 
be seen later, there is no appreciable difference in the pete ee Oe ce 
incidence, type, or severity of toxic reactions in the 


different disease groups which we have studied, and z5 Cases. | Courses. pao hah ata 

we have therefore dealt with them as a whole. ' * | courses), 
Our impressions concerning focal reactions men- Rheumatoid arthritis .. 375 30-8 

tioned in our previous papers (1935, 1936) remain the , 

same—namely, that pain in the joints following eee ae = oe 

injections, especially during the first course, is on Menopausal 9 31-1 

the whole a favourable prognostic sign, and we propose gpondylitisankylopoietica 8 96-7 

to make no further observations in respect of this. 99-8 
Cases.—Among the 900 cases of arthritis toxic reactions Tigi M : 

occurred in 377 (41°9 per cent.): this figure includes 59 Gonococcal arthritis 2 salle 

single trivial and transient reactions, and the subtraction Unclassified .. 5 26-4 

of these from the total would reduce the incidence of ————————————————— 

reactions from 377 to 318, or from 41°9 to 35°3 per cent. Total ss PP 1415 | 432 

These figures include patients who have had both single 

and multiple reactions. The reactions were slight in 145, 

moderate in 178, and severe in 54. More prolonged observa- TABLE XIV 

tion of our patients has resulted in a slight increase in the Toxic Reactions in Relation to Different Gold Salis 

total incidence of toxic phenomena, our previous figure 

being 37 per cent. (1936). Toxic reactions occurred in the Toiioroactióni Perdant 


first course in 310 of the 900 cases (34°4 per cent.) ; in 393 uf , 
where a second course was given, toxic reactions occurred . et.) 4 «if... ~ 2 |Total 
in 93 (23°7 per cent.) ; in 97 who had a third course there Preparation. z ; 
were 23 reactions (23°8 per cent.) ; in 24 who had a fourth 8 
pat there T s Pe Rese. ar 1 acne had 
ve courses withou Ox1C StUrDances. Ww seen, mn atterea. UF | aca | age ai ae i oe I ae cea] ey 
therefore, that the frequency of reactions diminishes in C"is®lbine .. | 232 | 50 | 40 | 11 | 21-6) 17-2) 4-7 | 43-6 
ve second a meri ree ated patie ig a Lopion .. | 815 | 85 | 97 | 36 | 10:4 | 11-9] 4-4 | 26-7 
OUurses .—. a courses (meiu incomplete 
courses) were given, of which 432 were Henrie with Solganal .. | 301) 45 | 84 | 5 | 14:9) 11:3) 1-6 | 27-8 
toxic disturbances (30:5 per cent.). Treatment was not Myocrisin .. | 67| 12 | 13 4 | 17-9) 19-4] 60 | 43-3 
usually withheld from patients who had toxic upsets in | 
the first course, and 67 had no disturbance when a further 
course was given. Statistical analysis shows that on the numbers 
This supports the view we have previously expressed available there is no evidence of discrepancy in the 
(1936), that the presence of the common toxic reactions incidence of severe toxic reactions among the four 
is no contra-indication to further treatment at a later preparations ; but if all types of reaction be considered, 
stage. Of 265 cases, however, who had no toxic there is a significant difference—namely, that the 
disturbances in the first course, 65 (24:5 per cent.) incidence with crisalbine is higher than with other 
had reactions in the second or later courses. drugs. We have considered whether this was due to 
Tables XI and XII show the distribution of the larger doses of crisalbine used in our earlier cases, 
reactions in relation to sex and age. Statistical analysis but a comparison of these eases actually shows a 
shows the difference to be of no significance. The higher incidence of reactions with small dosage 
incidence of toxic reactions among the disease groups (crisalbine A) than with large dosage (crisalbine B). 
in terms of courses is shown in Table XIII; the The fact that the interval between courses was shorter 
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in the earlier cases suggests that a toxic reaction 
occurring during a second course may actually have 
been a delayed reaction from the first course. 

It is to be noted that the two intramuscular prepara- 
tions contain the same amount of gold (50 per cent.) 
and that the two intravenous preparations contain 
approximately the same amount (crisalbine 37 per 
cent. and lopion 40 per cent.). The results shown in 
Table XIV suggest that the percentage of gold in 
any preparation is at least not the most important 
factor in determining toxicity, and that toxicity may 
be related more to chemical composition than to 
actual gold content. 


TYPES OF TOXIC DISTURBANCE 


The different types of toxic disturbance have been 
analysed in relation to the various preparations and 
also in terms of their severity (Table XV). They have 


TABLE XV 
pal i Lopion.| Total. 
67 915. 1415 


Total reactions 101 84 29 218 432 
(43°5 %)| (27-8 %) (43°3 %)| (26-7 %)| (30-5 %) 


Skin— 
tus es 83 17 46 
Pruritusf Sl. 6 43 97 
and ery- Mod. 2 30 47 
em Sev. — 3 4 
ruritus, 
erythema) Mod. 2 | a | 33 
Mouth— 
oe oe 5 = 4 11 
11 2 18 35 
Soreness Mod. 3 2 7 15 
Sev. A = ee 1 
Ulceration 4 Mod. 2 = 4 8 
Sev. 1 — == 1 
Alimentary tract— 
Colic ee oe 1 — Jm 1 
Ted E iaj 
Diarrhoea tioa. 6 =e 6 15 
Vomiting (Sa. = “4 3 6 
Sl. 2 3 14 22 
Jaundice Mod. 5 4 32 50 
Sev. 2 1 9 13 
Pari 1 3 9 
ura ee ee 
Agranulocytosis oe -= = 1 
ypochromic 
anæmia — — 1 
Macrocytic ” — 2 
r sl 3 4 
Albumin- i { Mod. ae 5 7 
“| Sev. = 1 2 
Heematuria is 1 — 2 
Nervous— 
Peripheral neuritis 2 2 4 
Crural ” — 1 1 
Miscellaneous— 
H He ° is eo — ET t 
æmoptys Ss — 
Cough ee oe DEE 3 7 


Sl., mod., sev. = slight, moderate, severe. 


been classified as skin, mouth, alimentary tract, blood, 
renal, neurological, and miscellaneous reactions. Jaun- 
dice, because of its high incidence and special interest, 
has been shown separately. 

There are two striking features disclosed in 
Table XV. The first is the high proportion of cases 
showing skin disturbances. _ 


Including 46 cases of pruritus only, there are 262 such 
skin reactions ; 28 of them were severe, including 5 cages 
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of exfoliative dermatitis. In general, however, the skin 
reactions were not serious; they mostly developed during 
the course of treatment (although not after any particular 
injection) but in a few cases they were delayed, appearing 
from one to twenty-four weeks after the last injection ; 
actually, we found among these 262 cases that 220 
developed during the course, 22 from one to three weeks 
after, 12 from three to six weeks after, 4 from six to nine 
weeks after, 3 from nine to twelve weeks after, and 1 
more than twelve weeks after the last injection. The 
duration of the rash was commonly three weeks, but in 
32 it lasted three to six weeks, in 38 six to twelve weeks, 
and in 25 more than twelve weeks; in 4 cases some 
evidence of rash was found to be present one year after 
the last injection. The duration of the exfoliative dermatitis 
varied from twelve to twenty-four weeks; in l case it 
was complicated by a broncho-pneumonia which proved 
fatal. 


A number of other cutaneous disturbances were seen, 
with or without pruritus, erythema, or desquamation. 

Noteworthy among these were 2 cases of lichen planus 
and 6 of herpes zoster, of which 2 involved the distribution 
of the fifth nerve. Other reactions included 2 cases of 
hyperkeratosis and 1 of dyskeratosis, 2 of severe inter- 
trigo, and single examples of pustular dermatitis, genera- 
lised urticaria, pityriasis rosea, and actinic rash. Some of 
these skin disorders are probably without significance 
other than as possible examples of “ biotropism ”’ or of 
the “ pattern reaction.” There were in addition several 
ocular manifestations: 4 cases of conjunctivitis were 
seen, 3 of iritis, and 1l of corneal ulcer; the examples of 
conjunctivitis were always associated with.some generalised 
cutaneous manifestation ; it is less certain that the iritis 
and corneal ulcer were similarly related. 


Mouth disturbances were seen in 75 cases. The great 
majority (72) of these mouth reactions occurred during 
the treatment, and we saw only three examples of 
delayed mouth reactions. 

Alimentary tract disturbances, that in our opinion 
were chrysogenic effects, were seen in 50 cases. The 
colic and nausea in each case occurred during the 
course, closely associated with the time of the 
injection ; they did not continue after the end -of 
the course. In general we have had no severe 
alimentary tract disturbances. 

Jaundice.—In the report of our first 100 cases 
(1935) there were no examples of toxic jaundice. In 
the second paper (1936) there were 11 examples among 
300 cases (3-7 per cent.); in the present report of, 
900 patients there were 85 cases (9-4 per cent.). This 
is of interest since attempts are being made to induce 
jaundice as a therapeutic measure in rheumatoid 
arthritis (Hench 1935). In view of the importance of 
this complication and the fact that no other workers 
in this country have encountered or commented 
upon it, we propose to consider these cases in greater 
detail. At the outset it should be stated that the 
conclusions are complicated by the fact that a sparse 
outbreak of infective hepatic jaundice has been 
present sporadically during the last eighteen months 
in the area from which the large majority of our 
cases have come. During this period of four years in 
the Arthritis Clinic itself there were 3 cases of 
jaundice, indistinguishable from chrysogenic toxic 
jaundice, among patients who had never had gold 
treatment. It is quite clear, however, that the pro- 
portion of cases of toxic jaundice among patients on 
gold treatment is much greater than could be 
accounted for by chance infection. 

From Table XV it will be seen that the jaundice was 
slight in 22 cases, moderate in 50, and severe in 13; in 
2 of the latter there was a fatal issue. Of the 85 cases 
there were 67 females and 18 males (9°8 per cent. and 
7°9 per cent. respectively). No age-group was dispropor- 
tionately affected. Jaundice occurred in 9 cases treated 
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with crisalbine (3°8 per cent. of total courses of that drug), 
in 13 (4°3 per cent.) with solganal, in 8 (11°9 per cent.) 
with myocrisin, and in 55 (6°8 per cent.) with lopion. We 
had 69 examples of jaundice after the first course, 14 after 
the second, and 2 after the third. It never occurred a 
second time. In 9 cases it developed during the course, 
in 25 up to three weeks, in 17 from four to six weeks, in 
28 from seven to twelve weeks, and in 6 cases from twelve 
to twenty weeks after the last injection. In only 6 cases 
did the jaundice persist for longer than six weeks. 


In the great majority the clinical picture was indis- 
tinguishable from ‘‘catarrhal jaundice”; it was 
usually preceded by two or three days’ anorexia, and 
sometimes nausea and vomiting, and within a further 
few days the icterus was clearly visible in the 
conjunctive, and later in the skin. The urine was 
dark and the stools pale for a few days. The liver was 
found to be enlarged and tender, the van den Bergh 
test gave biphasic reactions and, in the more severe 
cases, a transient positive direct reaction. The relation 
of the jaundice to the ultimate results will be discussed 
later. 

Presumably the cause of the jaundice is the 
temporary toxic effect of the gold salts upon the liver 
cells, inducing a hepatitis which in some cases may 


progress to the more serious, permanent, and irrever- 


sible hepatic changes of subacute necrosis. Gold is 
therefore brought into line with phosphorus and 
arsenic in producing similar toxic effects upon the 
liver. Whether gold salts have been entirely responsible 
for the whole of this we are not prepared to say, but 
it is evidently not the rule for a progressive lesion of 
the liver to be set up in cases which develop toxic 
jaundice. This view is supported by the fact that 
jaundice has not occurred a second time among cases 
where a second course of treatment has been cautiously 
given. It is difficult to explain why there should be 
this sudden increase in the incidence of jaundice 
among our patients, and we are unable to account 
for it. We have searched especially for any peculiarity 
as regards geographical distribution, concentration of 
cases in a particular locality, and seasonal incidence, 
but have found nothing which is at all suggestive. 


Blood disturbances.—We have previously reported 
(1935) the details of 1 case of agranulocytosis, in 
the production of which it is possible that gold salts 
„played a part, and in the same paper we mentioned 
2 cases of purpura. Two more cases of purpura were 
mentioned in the second paper (1936). We have now 
records of 5 additional non-fatal cases of purpura 
which developed during gold treatment. The lowest 
number of platelets per c.mm. observed in 7 of these 
cases were 25,000, 35,000, 50,000, 151,000 (cases 
which recovered ), and 38,000, 90,000, and 285,000 (fatal 
cases). Three of the patients who recovered were given 
large quantities of ascorbic acid, but in the earlier 
cases this preparation was not available. Observation 
by the capillary resistance test on these patients, as 
well as on toxic cases not showing clinical purpura, 
suggests that there is an element of capillary damage— 
a peripheral toxic effect—and in 10 out of 14 non- 
purpuric toxic cases purpura has been induced by 
this test. It is therefore probable that two factors 
are involved ; in some of the cases of frank purpura, 
idiosyncrasy to the gold salt may occur and is mani- 
fested by a toxic effect on the hemopoietic tissues of 
the bone-marrow and a consequent decrease in 
circulating platelets; whereas in both these and 
other cases of purpura, and in some non-purpuric 
cases, there is a peripheral effect on capillary endo- 
thelium which can be demonstrated by a positive 
capillary resistance test. This point is being further 
investigated. One case developed moderate hypo- 
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chromic anemia of fairly sudden onset, the hemogtobin 
falling to 64 per cent., and 2 others have developed 
a macrocytic anemia while under gold treatment. 
We have examined blood films in 50 cases, including 
16 toxic cases, for the presence of punctate basophilia, 
as described by Griffiths and Race (1935), and in 
only 1 case has this phenomenon been observed. | 
It is to be noted, however, that whereas the great 
majority of the cases observed by Griffiths and Race 
were treated with sanocrysin, none of the above 
50 cases has been given that preparation. 

Other disturbances.—Albuminuria is still surprisingly 
infrequent, and although many thousands of specimens 
of urine were examined albuminuria has been found 
in only 13 cases; in only 2 of these was it at all 
severe and persistent. The two examples of hematuria 
were not associated with purpura, but one had in 
addition erythema, pruritus and desquamation, 
metallic taste in the mouth, diarrhea, and prolonged 
albuminuria. The case of orchitis occurred in associa- 
tion with other disturbances (jaundice and pruritus), 
and seemed to be a true chrysogenic effect. The 
incidence of cough is probably higher than the 7 
cases shown in the table; we have mentioned the 
difficulty of assessing the incidence of cough among 
a number of out-patients, and in compiling this record 
we have excluded all those cases of cough not fulfillmg 
the characteristics we have previously described 
(1936). Heemoptysis lasting for two days occurred in 
one case. 

Neurological complications.—Our experience has 
been that of others (Lescher 1936) in that nervous 
complications are perhaps the rarest seen in gold 
therapy. With the exception of some of the cases 
of cerebral hemorrhage in which the etiology is 
uncertain, we have seen no examples of central 
nervous disturbance, 


There have, however, been 4 examples of polyneuritis, 
and owing to the unusual clinical picture these cases will 
be described in detail at a future date. Briefly, during a 
course of gold treatment, the patients have all complained 
of severe pain in the feet with the rapid development of 
unsteadiness, difficulty in walking, “‘ pins and needles,’’ 
and numbness. All 4 cases have shown an almost complete 
paralysis of the feet, complete loss of postural sense in 
the toes, and gross impairment of pain sensation over the 
feet and lower legs; the ankle-jerks have been absent 
and the knee-jerks present. With the exception of a little 
subjective disturbance in the hands there has been no 
involvement of the upper limbs. All these cases have 
arisen in the last few months and are at present showing 
no sign of improvement. Laboratory investigations have 
shown nothing of note with the exception of a strongly 
positive Lange curve in the cerebro-spinal fluid of one 
patient. 


PREVENTION OF TOXIC REACTIONS 


In an attempt to prevent toxic disturbances we 
have given calcium salts, injected with the intravenous 
crisalbine as 10 per cent. calcium gluconate solution, 
in 42 courses among 36 patients: we have already 
recorded the effects in the majority of these (1936), 
but our final observations show that the incidence 
of toxic reactions was 18 (50 per cent.). There 
were 15 skin reactions, including 3 with soreness of 
the mouth; 2 of the skin reactions were severe, and 
l was accompanied by purpura and dysphagia ; 
there were 2 alimentary tract disturbances and 2 
cases of jaundice of moderate severity. These later 
observations confirm our previous view (1936) that 
calcium salts do not influence the incidence of toxic 
disturbances, and we have now abandoned their use, 

We have used ascorbic acid to test its effect in 
preventing toxic disturbances. 


THE LANOBT] 
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We injected 25 mg. of this substance with each dose of 
gold salt, in 152 courses among 150 cases. The results are 
shown in Table XVI. 

TABLE XVI 


Toxic Reactions with Ascorbic Acid 


| 


p> s 
-| 8 
3 EE z B Total 
a ES g g 3 | reactions, 
a Si 3 © 
4 
Lopion 4 4 9. 4 | 47 (379%) 
Myocrisin 3} —-, 2 1 |15 (60%) 
Solganal aoe ee | 1 (50%) 


152 | 35 TE ‘ea 4 | 12 | 5 | 63 (41-4%) 
It will be seen that reactions occurred in 41-4 per cent. 
of courses. Multiple reactions occurred six times where 
- ascorbic acid: was used with lopion, and three times where 
it was used with myocrisin. It is to be observed that no 
blood disturbances occurred among any of these cases, 
but the non-appearance of blood reactions in 150 cases 
hes no statistical significance. In the prevention of the 
common toxic reactions, including jaundice, ascorbic 

acid seems, therefore, to have no effect. 


TREATMENT OF TOXIC REACTIONS 


We still feel that there is no specific treatment 
for any of the toxic reactions of gold, and that the 
various reactions can only be treated symptomatically. 
The milder forms of pruritus and erythema recover 
m a few days or weeks, and are usually relieved with 
calamine lotion containing up to 2 per cent. of carbolic 
acid, together with a small dose of sedative such as 
bromide or Luminal. The more severe skin eruptions 
demand hospital treatment. Our usual practice is to 
admit all cases of jaundice to hospital, where they are 
given large doses of glucose, alkalis, and calcium. 
Stomatitis is relieved to some extent by acriflavine, 
which is given in the form of six to eight 3 mg. tablets 
daily ; this was suggested to us by Dr. Forestier. 
Diarrhoea, and colic have been so transient in our 
experience that they do not require treatment. Pur- 
puric manifestations have been treated with large 
doses of ascorbic acid, which can be given by mouth. 
Albuminuria may be prolonged, but as it has not been 
accompanied by any symptoms we have not attempted 
any forms of treatment other than suspending 


chrysotherapy. 


RESULTS OF TREATMENT IN TOXIC AND NON-TOXIC 
CASES 


A comparison has been made, in cases of rheumatoid 
arthritis only, of the results of treatment in cases 
which have had toxic reactions and in those having 
none. Statistical analysis shows that the differences 
are of no significance ; it is, therefore, not necessary 
to produce toxic reactions to obtain good results, 
nor does the presence of toxic reactions preclude a 
result which is ultimately satisfactory. This is the 
esence of what we formerly claimed (1935, 1936), 
and we cannot associate ourselves with the inferential 
statement put forward by Copeman and Tegner 
(1937) that ‘‘such general reactions far from ‘being 
harmful are almost essential to success.” 

There is, however, a significant difference in the 
results in cases that have had toxic jaundice as 
compared with cases having had no jaundice, as 
shown in Table XVII. 

The differences are statistically significant; the 
most important part of the discrepancy is ‘shown to 


be in the “no improvement and worse” class. In 
this connexion it is of interest that 5 cases developing 
jaundice after 1—4 gold injections showed no clinica] 
improvement. These cases are not included in the 
above table as they had not completed one full course. - 
Our figures show, therefore, that the results in cases 
having toxic jaundice are worse than in those having 
no jaundice, and our experience does not support 
the claims of Hench (1935) that jaundice is a valuable 
therapeutic measure in rheumatoid arthritis. 


TaBLeE XVII 
Results of Treatment in Relation to Jaundice 


Result. Jaundice. | No jaundice.| Total. 
Cured 11 (7-50) | 57 (60-50) | 68 | 
Marked imp. 37 (43-23) | 355 (348-76) | 392 
Moderate imp.  .. 7 (9-93) | 83 (80-07) | 90 
Slight imp. .. 8 (4-74) | 40 (38-26) | 43 
No imp. and worse.. | 16 (860), | 62 (69-40) | 78 

Total .. | 74 597 671 


— ep 

The numbers in paren tere are the expected numbers—t.e.. 
the numbers which should occur in each group if jaundice were 
in no way related to the result. 


During our four years’ experience 20 cases have 
died from the following causes : 


Cases. Cases, 
Purpura tis 


Cerebral e i or ; 3 
thrombosis .. Agranulocytosis 1 
Coronary thrombosis .. 2 Exfoliative dermatitis.. 1 
Cardiac failure as 2 Cause unknown 3 
Diabetes, with a pacos ot z 
buttock Total 20 


Subacute liver oe 2 


In 17 the cause is known, and in 10 of these death was. 
due to natural causes such as might be expected among a 
group of patients in the later decades of life (cerebral and 
coronary vascular accidents, heart failure, and diabetes). 
In 7 (0°78 per cent.), however, we are satisfied that gold 
was the principal agent—namely, 3 cases of purpura (2 
crisalbine, 1 myocrisin), 1 of agranulocytosis (crisalbine), 
2 of subacute necrosis of the liver (1 lopion, 1 myocrisin), 
and 1 of exfoliative dermatitis (lopion). Thus as the 
relationship between gold treatment and death is unknown 
in 3 cases, the possible association in our cases is a maximum 
of 1°l per cent. (10 cases), with a certain minimum of 
0°78 per cent. (7 cases). The percentage of deaths due 
to gold was 3°1 in the first 100 cases (1935) and 1°3 in the 
first 400 (1936). . 


Discussion 


The stiology of rheumatoid arthritis is still obscure 
and our own experience has added little or nothing 
to this subject. The clinical features suggest that it 
is of infective origin, and it was owing to the many 
aspects that this disease has in common with tuber- 
culosis that gold treatment was first introduced some 
eight years ago. Since that time gold has been used 
extensively both in this country and on the Continent; 
and the majority of workers have reported results 
similar to our own. Although a great deal of work on 
the pharmacology of gold has been done its exact 
mode of action in rheumatoid arthritis remains 
uncertain, and we feel that little is to be gained at 
the present time by speculation. In our previous 
papers (1935, 1936) we gave a brief review of the 
literature, and although several series of cases showing 
results of gold treatment have been published ‘since 
that time (Bach 1936, Crosby 1936, Copeman 
and Tegner 1937) nothing has been added to our 
knowledge of the nee of gold therapy. 
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We. hold the view that gold is the best single form 
of treatment in rheumatoid arthritis. Unfortunately 
we are still unable to predict toxic reactions, although 
we are at present investigating a patch test which 
appears to be giving promising results. The factors 
on which toxic reactions depend are still unknown, 
but from our own experience we feel justified in 
drawing the following tentative conclusions. Certain 
individuals undoubtedly show an idiosyncrasy to gold, 
developing multiple reactions after very small doses, 
and these cases are presumably unsuitable for treat- 
ment. In others there are no doubt several factors ; 
dosage is of some importance although less than we 
have previously thought ; statistical analysis suggests 
that dosage up to 2 g. is at least not more toxic than 
dosage of half that figure. Our clinical impression is, 
however, that the maximum single dose should not 
be more than 0-1 g. and that a course of injections 
should not consist of more than 1 g. At the same time 
our earlier experience suggests that larger doses 
produce even more striking results. It is probable 
that some preparations of gold are more toxic than 
others, but their toxicity does not appear to be 
- dependent on the route of injection. Age and sex, 
severity and duration of the disease appear to have 
no bearing on the frequency of reactions, nor have 
we found any relationship between the blood sedi- 
mentation-rate and the development of toxic 
reactions. 

There are a few real contra-indications to gold treat- 
ment; any history of previous purpura or agranulo- 
oytosis appears to be an absolute contra-indication, 
as is gross renal or hepatic disease. We firmly 
believe that rheumatoid arthritis, if seen in its 
early stages, can be cured by gold, and there are few, 
if any, cases of the disease that cannot be improved 
to some extent. An early diagnosis is admittedly 
often difficult, especially when there is a monarticular 
onset, and we wish to emphasise the importance 
of regarding all acute non-traumatic monarticular 
arthritis as the possible beginning of widespread and 

severe rheumatoid arthritis. 

We still think that -every patient should have at 
least two courses of injections, and agree with 
Forestier that a persistently raised blood sedimenta- 
tion-rate is an indication for further gold treatment. 
Although chrysotherapy has been our only form of 
treatment, we agree with other workers that there is 
a number of cases where this form of therapy should 
be combined with other measures, particularly of an 
orthopedic nature. 


Summary and Conclusions 


1. Gold treatment has been used for four years 
in 900 cases of arthritis; 750 were examples of 
rheumatoid arthritis. 

2. Apparent cure or striking improvement * occurred 
in 80 per cent. of the cases of rheumatoid arthritis. 

3. Relapse may occur, especially after the first 
course, but if treatment be continued a second 
relapse is rare. 

4, All patients should have at least two full courses 
of treatment. | 

: 5. Toxic reactions occurred in 40 per cent. of cases, 
but asa rule did not contra-indicate further treatment. 


* We have been asked to give our criteria in judging the 
different grades of improvement described in the first pare of 
poe article ( > (pp. 786, 787)—““ moderate improvement,” “ chronic ” 

‘ slight mprovemen Unfortunatcly these cannot be 
strictly compares with the sades of disability (p. 785), since in 
olasi yine i final improvement of our cases, not only is the 

hanical disability and the improvement in pain and stiffness 
taken into account, but also the general health of the patient 
and the result of the sedimentation test. 
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6. Gold treatment is of doubtful value in other 
forms of arthritis. 


We wish to express our gratitude to the Board of the 
Leeds Public Dispensary and Hospital for their encourage- 
ment and support in this work; to Dr. J. A. Fraser 
Roberts for his valuable criticism and the statistical 
analysis of some of the tables presented in this paper ; 
to Messrs. Bayer Products Ltd., Messrs. Schering, and 
Messrs. Pharmaceutical Specialities (May and Baker) 
Ltd., who have supplied us with lopion, solganal, and 
myocrisin respectively; and to Messrs. Bayer Products 
Ltd. and Messrs. Hoffmann-La Roche Ltd. who have 
provided ascorbic acid. 
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ABSORPTION AND EXCRETION OF 
CESTRONE BY THE HUMAN ORGANISM 


By Tace Kemp, M.D. Copenhagen 
AND 
Kaz PEDERSEN-BJERGAARD 


(From the University Institute of General Pathology, 
Copenhagen) 


THE wide use of estrogenic hormones in therapy 
necessitates investigation into the conditions of 
their absorption and excretion and into their behaviour 
in the body. £strogenic hormones are rapidly 
absorbed from the digestive tract; they -are not 
destroyed by the digestive secretions and we have 
shown (1932) that when cstrone is administered 
by mouth only a very small portion can be recovered. 
from the feces. When oestrone is ingested into the 
human organism it displays its own specific action. 
Once it has entered the blood stream it rapidly 
disappears, part of it being decomposed in the 
circulating blood (Fee, Marrian, and Parkes 1929) 
and in the liver (Zondek 1934), and part being 
excreted, particularly in the urine. On the other 
hand a deposit—e.g., of œstrone benzoate in oily 
solution or cstrone in solid form—may remain 
in the tissues for a long time. It exudes slowly into 
the blood stream and so has a very protracted 
action. 

As is well known, considerable quantities of 
estrogenic substances are found in human urine 
of pregnancy ; mature women who are not pregnant 
excrete between 25 and 200 mouse units a day, whilst 
demonstrable quantities are often found in the 
urine of castrated or old women, of young girls, and 
of men, though generally less than 10 M.U. a day, 
and this preponderantly of endogenous origin. 

A certain comparatively small quantity of the 
cestrone that is administered to the organism extra- 
neously can be found again in the urine, as we have 
previously shown and has since been confirmed 
—e.g., Zondek 1934, Mazer and Israel 1937. This 
is true of animals—e.g., dogs and rabbits—as well as 
of human beings. 
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‘ INVESTIGATION 


We began by studying the excretion in men, 
and we found that after a single dose of cstrone 
3-6 per cent. of the hormone given is found again 
in the urine. This has been confirmed by a number of 
tests, of which one is illustrated in Fig. 1.’ It should 
be noted that the excretion was far greater during the 
first 24 hours and ceased entirely within 48 hours 
of administration. Furthermore, it is remarkable that 
the excretion was greater after oral than after 
parenteral administration. (All the determinations 
of cstrin’in the urine were. made by titration on 
mice, in most cases after extraction by the method 
described by us in 1933.) We have also made many 
variations in our investigations into the excretion 
after longer periods of administration, both oral 
and intramuscular. og i : 

CasE 1.—Man aged 45, weighing 83 kg.; transvestite 
but normal physically. After examination for three weeks 


gether 20,000 M.U.). During the same period 1070 M.U. > 
was excreted. (Fig. 2c). - Thus 5-4 per cent. of the cestrone 
benzoate administered intramuscularly was excreted in 
the urine. 


5 f i 9000 M.U. 
X 300 ENN şs 
R 100 S 100 Intramusc. 
S S 
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FIG. 1.—Excretion of cestrin after a single dose of cestrone: 
oral and intramuscular methods contrasted. (M.U.= 
mouse units.) é 
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(d) 10,000 M.U. of œstrin was given intramuscularly 
6 times, and then 100,000 M.U. of œstrin 3 times, in the 
course of 12 days (altogether 360,000 M.U.). During the 
same period 4350 M.U. was found in the urine (Fig. 2D). 
Thus 1:2 per cent. of the œstrin administered intra- 
muscularly was excreted in the urine. 


without eon The investi- 
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(a) 2000 M.U. 
was 
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DAYS ; 


given intramus- ; 
cularly once a day 12 times in the course of 15 days 


(altogether 24,000 M.U.). During the same period 1805 


M.U. was found in the urine. Thus 7-5 per cent. of 


the cestrin administered intramuscularly was excreted 
in the urine (Fig. 24). 

(b) 2000 M.U. was given by mouth once a day for 8 days 
and 2000 orally 3 times a day for 10 days (altogether 
During the same periód 7886 M.U. was 
Thus 10-4 per cent. of the 


6000 OR. 


76,000 M.U.). 
found in the urine (Fig. 28). 
cestrin adminis- : 
tered orally was 
excreted in the MU 


urine. f s 

(e) 2000 M.U. œs- 
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A d 4.—Effect of different dosage: castrated women. 
SSN a Estrin excreted = about 5 per cent. of dose. 


* The cestrin used in all the experiments was in the form of 
Ovex Leo, in tablets or in ampoules; 1 mouse unit of this 
paration for oral use corresponds in biological action to 
international units of ostrone. When it is given intra- 
muscularly 1 M.U. Corana to about 5 I.U. The doses 
iven can thus be reckoned in international units by multiplying 
2 and 5 respectively. But the mouse units of the preparation 
en correspond to those of the urine, as they are determined 
by the same method and on the same experimental animala, 
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FIG. 2.—Comparison of oral and intramuscular injections: male transvestite, 


centage ex- 
creted is lower 
after the ad- 
ministration of 
very large 
doses, intramuscularly, than of medium and small 
doses, when an excretion of about 6-10 per ceht. 
of the quantity administered is found. Similar 
results are obtained in castrated women, as the 
following four cases show. 


CasE 2.—Woman aged 38, weighing 46-2 kg. Castrate. 
Double salpingo-odphorectomy with supravaginal hys- 
terectomy 7 years ago. Less than 8 M.U. of œstrin a day 
was found in the urine. 200 M.U. of œstrin was. given by 
mouth 3 times a day for 6 days (altogether 3600 M.U.), and 
during this period 162 M.U. was found in the urine 
(Fig. 3). Thus 4°5 per cent, of the cstrin administered 
was excreted in the urine. F , 


Case 3.—Woman 38 years old, weighing 6869 kg. 
Radium-castrate. Cancer of cervix 5 years ago; radium 
treatment followed by menopause. Admitted to hospital 
now for depressio mentis. 2000 M.U. of cstrin was given 
by mouth 3 times‘a day, the total being 228,000 M.U. in 
38 days (plus the same dose for 5 days before the analyses 
began). During the same period 13,200 M.U. was found 
in the urine (Fig. 4). Thus 5-8 per cent. of the cstrin 
administered by mouth was excreted in the urine, 
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In these two cases it can be seen that about 5 per 
cent. of the cestrin administered orally was excreted 
in the urine, and that the quantity excreted was 
almost proportional to the dose given. 


CasE 4-——Woman aged 46, weighing 85-7 kg. Castrate. 
Double odphorectomy 18 years ago. Very fat since then. 
Admitted to hospital for depressio mentis. Less than 
15 M.U. cstrin a day in urine. 300 M.U. of estrin was 
given by mouth 3 times a day for 18 days (total 16,200 
M.U.), and during the same period 1724 M.U. was found 
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in the urine (Fig. 5). Thus 10: 6- per cent. of the: cestrin 
administered orally was excreted: in the urine. 


` Case §.—Woman aged 38, weighing 60 kg. Castrate, 
Double salpingo-odphorectomy and hysterectomy 15 years 
‘Admitted to hospital for depressio mentis. ` Urine 
contained less than 8 M.U. œstrin a day. 3000 M.U. was 
given by mouth 3 times a day for 18 days (total 162,000 
M.U.)... During the same period 20,010 M.U. was found i in 
the urine (Fig. 6). Thus 12-4. per cent, of the cestrin 
administered orally was excreted in the urine. 


In these two cases it can be seen that about 10 per 

cent. of the cstrin administered by mouth was 
excreted in the urine, and that the quantity excreted 
was almost proportional’ to the sizo of the dose 
given.. : 
l Finally, the following. two cases are quoted asa 
couple of examples drawn from a large group of 
` patients who had undergone hormone analyses and 
who - were suffering from various  gynæcological 
diseases. 


CasE 6 —Woman aged 38,: married, Weight, 67-3 kg. 
'Meonses regularly until 3 months before admission to 
hospital, since when menostasia. Diagnosis : depressio 
' mentis, ‘secondary aménorrheea. Up to 20 ‘M.U. cestrin 

a‘day was‘found in the urine | 
- before treatment. 200 M.U. | MU. 9000 OR. 

—" 


was given ‘by mouth 3 times 1800 | 
a day for 8 days and then i600 Case 5 
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FIGS. 5 and 6.—Effect of diferent dosage : castrated women. 
 Œstrin excreted = about: 10 per cent, of dose. 
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j ` treatment atartod: This recurred a month later, following 


a normal course. . The urine was tested. for its content of 


œstrin for 30 days, ‘during which period altogether 26,100. 
M.U. was given orally, and’ 2220 M.U. was found in it 


_ (Fig. 7). Thus 8-5 per cent. of the cestrin administered 


_ was excreted in the urine. 


Case 7 Woman aged 38, scaring 88-9 kg. Diagnosis : 
_ depressio mentis, Hypomenorrhaa,. climacterium incipiens. 


- Menstruation, interrupted by.two normal births, always 


regular ‘until 14 years ago, ‘since when it has been very 
irregular. Six months ago’ amenorrhea for 3 months, 
since when menstruation has been very slight, occurring 
-once a month but-only as a single spot on the diaper. There 
have -also -been- pronounced climacteric troubles during 
. Examination. of the basal meta- 
bolism and. rectovaginal exploration showed that condi- 
tions were normal. Before treatment less than 11 M.U. 
castrin, a day was found on testing the urine for hormones 
_in the middle of the interval. Ovex tablets were given, 
.200 M.U. 3 times a day for 30 days, and then 300 M.U. 
3 times a day for 14 days. Abundant menstruation, lasting 
for 5 days, occurred 16 days after the cure began. There 
- was. also plentiful menstruation, lasting for 4 days, 1 month 
later, whilst at the same time the menopausal troubles 
ceased. Altogether 60,000 M.U. of cestrin was given by 
mouth in 44 days, during which: period ‘1880 M.U. was 
found in the ‘urine (Fig. 8). Thus 3:1 per cent. of the 
paR administered was excreted in the urine, 


Here, too, a, quantity. corresponding to 3 per 
cent. and 10 per cent. of the cestrin administered is 
found in the urine. But the fact cannot be ignored, 
as it could in the cases of castrates and men, that 


cstrin in the 5° 
urine was. S40 
extraordi- 39 
narily low. - 4) 


of oestrone in urine, 
. appear that the proportion excreted is.greater after 
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in this: case part of the hormone ‘excreted, came from 


the woman’s own ovaries. 


The foregoing are: also- typical of a stan ee of 
cases with menopausal symptoms, oligomenorrhæœa 


or hypo- E 
menorrhæa, m u’ 800.08, 900 OR `- - 
and also We a Case 6. 
secondary 90 : 
amenorrhea 


of short 80 
duration. In 70}: 
these patients `a gp 
the contentof & 


before ` treat- 
ment bègan, l0 
the amount ` 
rising to nor- 
mal or even 
higher values 
during the 
hormone treatment, whilst at the same siame tlie 
symptoms of the patients’ diseases disappeared. The 7 
patients could in some cases be considered cured, 
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. in so far: as the symptoms were not. present when 


the hormone treatment ceased, but in other. cases 
treatment had to be resumed. | - 

The.; quantity of estrin excreted in the “nine. 
-of normal mature women fluctuates cyclically but 
as'a rule about 100 M.U., and never more than 
200 M.U., is excreted: a day. The foregoing curvés 


. show that such an excretion can be attained by the 


daily administration ‘of about. 1000-2000. M.U. -of 
estrone (see Figs. 2 and‘5)‘by mouth, or about 2000 
M.U. intramuscularly (Fig. 3). : 

Now no definite. conclusion as to its therapeutic. : 
action can, of course, be drawn from. the excretion 
Among other things, it would 


oral than after intramuscular administration, whilst 
‘clinicians. know. that ‘a greater therapeutic effect is 
obtained by Se | the same dose parenterally 
than by. giving 


it by mouth. — _600 OR. 900 OR. 
Clinical. experi- | ‘gp ia Poe Seen 5 
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where estrone `; 
production «by: ' 
the ovaries has 
ceased, Œstrone 
administered 
artificially has 

thus less biological action on the human organism 
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FIG. « 8&— Effect of dosage: hypo- 
menorrhæa, 


‘than the hormone formed by the ovaries. 


The explanation of this extraordinary fact can 


only: be that the hormone that is administered 


orally is rapidly absorbed and is found for a short 
time in a fairly highly concentrated’ form: in the 
blood. On the othar hand, if it is given parenterally, 
usually in oily solution, it will pass slowly into 


the blood from the ene injected and a “ Hormont- 


: 


r 
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berrieselung ” (continuous flooding with hormone) 
will result, more nearly corresponding to the way 
in which the ovary normally supplies the organism 
with cestrone. 

Nevertheless, since oral administration has many 
practical advantages it will often be preferred. The 
hormone must, then, be given divided into as 
many doses as possible during the course of the day, 
and, so far as possible, in a form that will be absorbed 
slowly, so that it is supplied to the organism fairly 
uniformly throughout the day. 


SUMMARY 


If cstrin is administered to men or to castrate 
women 3-12 per cent. of it is excreted in the urine 
shortly after administration. 

The proportion excreted is somewhat greater after 
oral than after parenteral administration. When 
astrin is given by mouth the quantity excreted is 
proportional to the dose administered. 

(:strin, administered orally, is very rapidly absorbed 
and excreted by the body and has therefore a com- 
paratively low specific biological action. It ought 
therefore to be administered, so far as possible, 
in such form that it can be absorbed slowly, and 
to be given divided into three or more daily doses. 
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TRANSFORMATION OF MALE SEX. 
HORMONES INTO A SUBSTANCE WITH 
THE ACTION OF A FEMALE HORMONE 


By E. STEINACH 
AND 
H. Kun 


(From the Physiological Department, Biological Research 
Institute of the Vienna Academy of Science) 


PREVIOUSLY we have demonstrated that administra- 
tion of male hormone (urine and androsterone) 
to male rats (both normal and castrate) increases the 
excretion of cestrogenic substances in their urine 
(Stenach, Kun, and Peczenik 1936). From this we 
concluded that the male organism can convert 
male hormone into a substance with a female 
hormone effect. These important findings in animal 
experiments led us to inquire whether such a trans- 
formation also takes place in the human subject after 
administration of large quantities of male hormone. 
For this purpose we injected large quantities of male 
hormone into patients who had previously been 
thoroughly examined and determined the excretion 
of estrogenic substance in the morning urine. 

Six men of v g ages were treated. In five 
cases we used testosterone propionate in single doses of 
0 mg. and in one case androsterone benzoate in single 
doses of 20 mg. Testosterone propionate was given 
three times weekly, androsterone benzoate four times 
wekly. In all, twenty injections were given. Five 
patients, therefore, each received a total of 1000 mg. 
tatosterone propionate and one patient 400 mg, 
of androsterone benzoate. 


PROF, STEINACH AND DR. KUN: MALE AND FEMALE HORMONES. 
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The morning urine is concentrated in vacuo to _ 
one-fifth its volume, and the resultant extracted with ` 
benzol. This benzol extract was distilled and the 
residue suspended in 4 c.cm. sesame oil. Standardisa- 
tion was done on female castrated rats, the extract 
being injected in four equal doses on two consecutive 
days at 9 a.m. and 6 P.M. 

Before treatment the morning urine of each patient 
was examined in order to determine the normal 
excretion of cstrogenic substance. Usually the 
quantity varies between 0 and 36 R.U. (rat units) per 
litre; only in one case was a greater quantity 
(133 R.U. ) found. During the treatment, after every 
three injections (corresponding to an interval of a 
week) further estimations were carried out. After the 
first three injections of testosterone propionate an 
increase in the excretion of cestrogenic substance was — 
perceptible (between 67 and 110 R.U. per litre of 
morning urme). In the one case where 133 R.U. 
was found before injection, the amount rose to 
416 R.U. after the first three injections. After 
three injections of androsterone benzoate the in- 
crease of hormone secretion was likewise evident, 
although more moderate (from nil before treatment 
to 15 R.U. after). With continued treatment, the 
excretion of ostrogenic substance progressively 
increased and it reached its highest point after 18—20 
injections—i.e., towards the end of the course. 
The largest quantity that we have yet been able to 
observe was 1200 R.U. with testosterone propionate 
and 210 R.U. with androsterone benzoate per litre 
morning urine. After cessation of the injections a 
sharp decline followed and after two or three weeks 
the normal threshold was again reached. 

The nature of this modified substance demonstrable 
in the urine remains doubtful. For the present one 
can only review the apparent possibilities—namely, 
(1) follicular hormone (cstrone, cestradiol); (2) 
substances from the group of male sex hormones with 
estrogenic effect, androstenedio]l (Butenandt 1936); 
and (3) dihydro-androsterone (Dannenbaum 1936). | 

Regarding Group 1 (follicular hormone) reference 
must be made here to the work of Steinach, Kun, and 
Peczenik on the circulation of the brain. They have 
demonstrated that only the female sex hormone and 
not the male sex hormone (androsterone, andro- 
stenediol, testosterone) causes a well-developed hyper- 
emia. The physiological testicular hormone contains 
this hyperemic factor which is demonstrated by trans- 
plantations, vasoligature, and the researches of 
Steinach on the anterior pituitary. The artificial 
male hormone, when injected, must therefore first be 
transformed in the body into this physiological 
substance. Under such conditions the possibility 
arises of intensifying male sex hormone therapy by the 
addition of a small dose of female hormone. We 
have used this combined treatment and already 
reported on the general and, in particular, the 
psychical effect. In a further communication the 
importance of the combined injection of male and 
female hormone in the treatment of high blood 
pressure and hypertension will be demonstrated. 


We are indebted to Prof. Schoeller of the Schering 
laboratories for supplies of highly concentrated male 
hormone, 
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Taer full development of the study of the epidemio- 
logy of Weil’s disease has been handicapped, to some 
extent, by difficulties that have occurred in the 
laboratory diagnosis. During the acute phase (Ist—4th 
day) of the illness, leptospira can be obtained from 
the blood by cultural and animal inoculation methods. 
Throughout the period from the 5th to the 7th day 
after the onset, it is usually impossible to obtain the 
leptospira from the blood, and immune bodies cannot 
be demonstrated in the serum. From the 8th day 
onwards lysins, agglutinins, and complement-fixing 
bodies appear in increasing amounts in the blood, 
while from the 13th to the 21st day leptospira may, 
in some cases, be excreted in the urine, from which 
they can be best recovered by animal inoculation 
methods. At this period also, doubtless owing to the 
invariable presence of an albuminuria, agglutinins and 
lysins can be shown to be present in this excretion, 
though their concentration is very much less than 
occurs in the serum. 

The simplest method of confirming the clinical 
diagnosis would be by a macroscopic agglutination 
test, but up to the present the methods employed in 
culturing the leptospira and in carrying out the sero- 
logical tests have had a somewhat complicated 
technique, with the result that they are not widely 
practised. 

Three types of serological reactions have been used 
for diagnosis—complement-fixation, adhesion, and 
agglutination and lysis. 

The complement-fixation test was employed by Costa 
and Troisier (1916), who believed that it was non-specific 
in that serum from cases of syphilis gave positive fixation 
with a leptospiral antigen. Bessemans and Nélis (1928), 
however, found the test to be specific, and used it to con- 
firm the diagnosis in four cases of spirochstal jaundice. 
This test has also been used more recently by Gaehtgens 
(1933) and by Pot and Dornickx (1935). The latter 
workers claimed that the reaction has certain advantages 
over agglutination and lysis tests, because it could be car- 
ried out by anyone familiar with the Wassermann reaction, 
that the antigen employed by them was a safe fluid material, 
and that the weakly positive results of the agglutination 
and lysis tests were avoided. 

Adhesion test—A number of workers (Laveran and 
Mesnil 1901, Brussin 1925, Kritschewski and Tscheri- 
kower 1926) have demonstrated the fact that particles 
such as blood platelets or bacteria become adherent to 
trypanosomes or spirochetes in the presence of immune 
serum. Brown and Davis (1927) applied thi phenomenon 
as a means of differentiating serological types of lepto- 
spira, and proposed the name of the adhesion test. Brown 
(1935) showed further that the test could be used for the 
serological diagnosis of cases of Weil’s disease. 

The agglutination and lysis test devised by Schiiffner 
and Mochtar (1927) marked a great advance. This method 
has been found to be entirely reliable in the serological 
diagnosis of infections due to various types of pathogenic 
leptospira. The technique of the test, however, is rather 
elaborate and requires the use of dark-ground illumination 
methods. Again Erber (1935) described the agglutination 
~ method employed at the Pasteur Institute. Various dilu- 
tions of the serum are prepared, and 0:1 c.cm. of each 


dilution is mixed with 0:9 c.cm. of a culture of leptospira 
grown in rabbit serum and saline. As growth in this 
medium apparently does not produce sufficient turbidity, 
the results of the tests after an incubation period of one 
hour at 37° C. are determined by removing portions of the 
mixture and observing the reaction by dark-ground illu- 
mination methods. Finally Pot (1936) described a macro- 
scopic agglutination test in which the leptospira from 
250 c.cm. of Korthof’s (1932) liquid medium were centri- 
fuged, and the deposit resuspended in 10 c.cm. of meat 
medium (pH 7-6) to which 0-2 c.cm. of commercial formalin 
was added. Sera from 26 patients positive to Schiifiner’s 


test were examined, and the macroscopic agglutination . 


test was positive in twenty-five cases. One serum, however, 
gave a positive Schifiner test at a dilution of 1/1000, a 
positive complement-fixation test at 1/320, but a negative 
macroscopic agglutination test. A series of twenty-five 
control sera submitted for Wassermann reaction gave 
negative tests by all methods. The author emphasises 
the fact that the difficulties associated with the growing 
of large quantities of leptospira should not be under- 
estimated. 
PRELIMINARY OBSERVATIONS 

If it were possible to elaborate an easily conducted, 
and easily interpreted, macroscopic test, the serological 
diagnosis of leptospirosis by laboratory procedures 
would present but little difficulty. Admittedly such 
a test might not be of great value in the investigation 
of more serious cases exhibiting the characteristic 
clinical features of the malady. It would, on the 
other hand, be useful when examining less severe 
cases in which, because of the lack of definite clinical 
manifestations, diagnosis is delayed and it would 
constitute the method of choice for SSeAniEnns a 
diagnosis in retrospect. 

In view of the experience of one of us (W. J. T.) 
when investigating the agglutination reactions of 
separated bacterial flagella, it seemed very probable 
that, although cultures of leptospira do not show 
much turbidity before exposure to antibodies, they 
could, on such exposure under suitable conditions, 
produce floccules that would be easily seen. It is 
possible to prepare a suspension of bacterial flagella 
which is virtually transparent although it contains 
enormous numbers of these structures. When such 


transparent flagellar suspensions are exposed to their- 


appropriate (antiflagellar) serum, floccules are formed 
which can be seen by the naked eye, if indirect 
illumination is employed. 


As the leptospira resemble, in certain respects, | 


flagellar material it was decided in the first instance 
to investigate the behaviour of these micro-organisms 
when exposed to certain conditions, which are known 
markedly to affect the morphology and serological 
characters of bacterial flagella. 


CULTURAL METHODS 


4 


The culture medium used for growing the leptospira | 
is that devised by the Dutch workers, and is prepared _ 


as follows : 

To 1500 c.cm. of tap water 1:5. grammes of Witte’s 
peptone is added; boil; 
tion and 150 c.cm. of Sorensen’s double phosphate buffer 


add 300 c.tm. of Ringer’s solu- | 


mixture pH 7:2; boil and then place in refrigerator to 


cool; filter and check pH; place 3 c.cm. in clean, new 


test-tubes and sterilise in autoclave for 20 minutes; when ` 


cool add 0-3 c.cm. of fresh, sterile rabbit serum to each tube 
and heat at 56°C. for 30 minutes; incubate at 37°C. 


overnight to test for sterility. The tubes are then heavily | 
inoculated by a pipette from leptospiral ee and 


incubated at 30° C. for from 4 to 10 days. 
INFLUENCE OF HEAT 


= Young cultures in Schüffner medium were heated . 
in a water bath at 55° C. for 30 minutes, observations . 


being taken at 5, 10, 20, and 30 minutes. The results ; 
obtained were as follows. 


EET EE ee ee eee 


THE LANCET] 

Controls.—The organisms in this remained motile, being 
evenly distributed, and their morphology was charac- 
teristic. 

Five minutes at 55° C—The organisms were no longer 
oe although evenly distributed and still typical in 
orm. 

Ten minutes at 55° C.—The leptospire were now curled 
upon themselves, exhibited a degree of fragmentation, and 
showed a tendency fo aggregate. 

Twenty minutes at 55° C.—Similar to the findings at 
10 minutes but fragmentation was now quite definite. 

Thirty minutes at 55° C.—It was difficult to see leptospire 
at all as they were apparently entirely fragmented. 

These’ observations strongly suggest that if a 
heated suspension of the organism were to be employed 
as antigen, any serological test conducted therewith 
would have to be of the nature of a precipitation, 
rather than an agglutination. In the former the 
antigen may be kept constant in quantity throughout 
a series of tests, the antibody being varied, while in 
the latter the antibody content is constant in quantity 
and the antigen varied. | 

For the time being it was decided to attempt to 
elaborate an agglutination rather than a precipitation 
test, in order that correlation might be made between 
any macroscopic procedure evolved and the Schiffner 
method using dark-field illumination. 


EXPOSURE TO FORMALIN 


As bacterial flagella are well preserved by exposure 
to formalin, cultures of leptospirz were treated with 
that reagent, Table I giving the results obtained. 


p TABE I 
Effect of heat and of formalinisation on agglutinability of 
leptospira 
(a) Serum : artificially prepared antileptospira serum of 
rabbit origin. i 


(b) Incubation : 3 hrs. at 37° C. followed by 30 mm. at 55° C. 
when readings were taken ; then the tubes were stood at room 
temperature overnight,.and a second reading made. : 


| 
| _ Effect of sera in tests: final 


dilutions. 
| 
; ao Antiserum Normal 
Cultures tested. (rabbit). rabbit 
serum. 
a à © Bi 
a'2a/8/2|8\a/3|s 
e  eee ie | ea ee et 
Exam. at 3 hrs. 30- 
min. ee E ee ga es eal ie Se ree er seal Wiican 
Overnight at room T.+ +++ + | + | (+) EDE ee 
Heated 55° C. 30 min.—| _ 
Exam. at 3 hrs. 30 
min. ee ee + bo mans ag — as = —- 
Overnight atroomT.| g. | g. |g. |g. ig./|¢ g. | g. 
Formalin 0-5 per cent.— 
. at 3 hrs. 
min. =a... .. | Fg. | Fg. | Fe.| g. | g. | g. | ge. | g 
Overnight at room T. | Fg. | Fg. | Fg.| g. | gZ. | g. | g. | g 
Formalin 0-1 per cent.— 
Exam. at hrs. 30 
min. ee -. | Fg. | Fg.) g. | g. | g. | g. | g. | g. 
Overnight at room T. | Fg. | Fg.| g g.g g g. | g. 
Formalinisation mini- 
mal— 
Exam. at 3 hrs. 30 
min. eo oe g. g & g g. g g g 
Overnight at room T. | g. | g g €E. g.g. g g 


+ + =pronounced flocculation. +=slight flocculation. 
{+)=doubtful fiocculation. g.=granular deposit. Fg.=granular 
deposit plus definite flocculation. T.=temperature. 


Exposure to 0-5 per cent. formalin.—This gave quite a 
stable suspension but dark-ground examination thereof 
revealed marked distortion of the organisms. Moreover 
masses of material appeared in cultures so treated. The 
preence of these amorphous aggregates indicated that 


. Heated 55°C. 
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0-5 per cent. formalin as a preservative would not be 
satisfactory, because whatever their nature, they would 
render difficult interpretation of agglutination tests. 

Exposure to 0-1 per cent. formalin.—This gave much the 
same result as attempted preservation with 0-5 per cent. 
of the same reagent. 


It seems, therefore, that if formalin 0-5 per cent. or 
0-1 per cent. is added to cultures in Schifiner medium, 
precipitation of the proteins of the medium occurs. 
Therefore, lower concentrations of this preservative 
would have to be used, and it seemed doubtful whether 
it would be possible to obtain a concentration possess- 
ing adequate preserving qualities which was at the 
same time devoid of precipitating action. 

Minimal quantities of formalin.—Culture tubes of 
leptospire were plugged with absorbent cotton-wool 
on which had been placed one drop of ordinary com- 
mercial formalin. The tube with the formalinised 
plug was then covered with a rubber cap so that only 
formalin vapour was permitted: to act slowly upon the 
culture. Observing cultures dealt with in this way 
the following was noted : 

(a) Examined the day after insertion of the formalinised 
plug the suspension was found to be evenly distributed 
and the background perfectly clear. 

(6) Examined a week later the suspension was still 
evenly distributed but the numbers of micro-organisms 
appeared to be reduced. 

(c) Examined a month later dark-ground illumination 
failed to show the presence of recognisable leptospire. 


If then suspensions preserved with formalin were 
to be. essayed, it would be necessary to follow the 
procedure of Pot (1936), but this presents certain 
technical difficulties, and it was decided, therefore, 
temporarily to abandon the attempt to prepare / 
formalinised suspensions. A number of tests in which 
cultures preserved by the above method were exposed 
to the serum of a rabbit immunised against leptospira 


icterohzemorrhagie were, however, performed. 7 
TABLE II 

Effect of heat and merthiolate, alone and combined, on 
agglutinability 


(a) Serum: artificially prepared antileptospira serum of 
rabbit origin. 
(b) Incubation: 3 hrs. at 37° C. followed by 30 min. at 55°C. 


Effect on sera in tests: final 
dilutions. 


Normal 


Cultures tested rabbit 


and treatment 


before test. serum. 
S LS 
Qt 
pad = 
Live culture = = 


Merthiolate 1/20,000 


for 
5 min., no merthi- 
olate arë ae 


Heated 55°C. for 5 
. merthiolate 
1/20,000 Ss 


ATTEMPTED PRESERVATION WITH MERTHIOLATE 


It seemed possible that although formalin was 
unsatisfactory as a preservative for suspensions of 
leptospire, such preservation might be achieved by 
the use of merthiolate. The following experiment 
was conducted : 

Cultures were heated to 55° C. for 5 minutes, the object 
being to eliminate, if possible, any autolytic qualities that 
might be possessed by the micro-organisms. Thereafter 
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1/20,000 merthiolate was added to preserve the suspensions 
‘80 prepared ; tests carried out with reagents made in this 
way gave the results which are shown in Table Il. 


From this it is seen that heating to 55° C., even for 
5 minutes, renders cultures of leptospirx in Schiffner’s 
medium unsuitable as an antigen for conducting 
agglutination tests. The addition of merthiolate also 
renders suspensions of unheated leptospire less 
flocculable than live cultures. It may be concluded 
that the most delicate and satisfactory antigen to use 
for agglutination is a live culture of the micro- 
organism, 
OPTIMUM CONDITIONS FOR MACROSCOPIC TEST 

In view of what is known concerning the mechanism 
of agglutination, it seemed highly probable that once 
the leptospiræ were sensitised by their appropriate 
antibody they would not exhibit the same tendency 
to fragmentation on exposure to heat as they do in 
the unsensitised state. If this were so, incubation 
at a temperature between 30° and 37° C.—sensitising 
incubation—could be followed by a short exposure 
to 55° C.—flocculating incubation—in order that the 
rapidity of the reaction might be increased. Actually 
this proved to be the case, as is shown in Table III. 


Taste ITI 
Effect of incubation 


ant pom: artificially prepared antileptospira serum of 
r o : 
(b) Antigen : young live cultures of leptospiræ. 


' Effect on sera in tests (final 
dilutions). 


Time and temp. of Antiserum 
incubation before (rabbit) 
observation. 
© © © 
` z|a| & 
r= oo = 


3 hrs. at 37°C.+ 
30 min. at 55°C. |-+++i+++/++4+ 


3 ae at 37°C.+ 
0 min. at room T. 


3 hrs. at 37°O.+ 
overnight at 55°C. tettpet/++et+ 


3 hrs. at 37°C. +-over- 
night at room T. 


(+) ? 


++] + + 


On completing these preliminary observations 
comparative tests were made of the Schüffner pro- 
cedure (Davidson and others 1934) and the macro- 
scopic agglutination method. In the case of the 
macroscopic test special care was observed to ensure 
that the antigen was in its most sensitive state, that 
the volume of serum under test was small in relation 


to the volume of culture tested, and that incubation 


was carried out under optimum conditions. 

Antigen.— Zor this, young actively growing cultures of 
leptospirs were used. 

Volume of serum dilutions in tests.—In distributing sera 
the volume was as small as was compatible witn accurate 
dilution. 

Volume of culture in test.—The volume of culture added 
was equal to 6 times the volume of each dilution of serum 
tested. This ensured that the culture was not unduly 
diluted in the final mixtures of serum and culture. 

Incubation.—The mixtures of serum and culture were 
incubated for three hours at 37° C., followed by 30 minutes 
at 55° C., thereafter the results were read using oblique 
illumination and a hand lens. 


The floccules which form are quite easily observed, 


and no difficulty was experienced in interpreting the 
results. 
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FIRST SERIES OF RESULTS 


In the first series of tests, samples of sera were 
tested by the Schiffner technique (see Davidson and 
others 1934, for a description of the method) by one 
worker, and then sent to the other to apply the 
macroscopic method. This necessitated the use of 
different suspensions of leptospira. In this manner 
27 sera and 2 urines were tested, and the results are 
presented in Table IV. 


TABLE IV 


First comparative series of microscopic and macroscopic 
agglutination tests 


Titre— 
Speo, Speal; Source = aa 
cro- cro- 
scopic scopic. 
1 Serum Neg. Neg. 
2 »» | 1/100 1/400 
Health 
3 m fishworker. 1/300 1/400 
4 » 1/100 1/400 
5 9» 1/300 1/1600 + 
6 Urine. 1/30 1/16 
Case of 
7 Serum. Weil’s disease. 1/300 1/800—1/1600 
8 ee 1/100 1/400-1/800 
9 ” 1/300 1/1600 + 
10 on Catarrhal Neg. _— 
jaundice. 
11 3i 1/300 1/800 
12 j 1/30 1/400 
13 is 1/30 1/800 
14 şi 1/300 1/400 
15 m 1/30 1/800-1/1600 
16 a 1/100 1/200-—1/400 
17 z 1/10 1/100 
18 is 1/30 1/100-1/200 
19 es Healthy 1/300 1/800 
fishworker. 
20 m 1/100 1/800 
21 i 1/300 1/1600 + 
22 mn 1/100 1/800 
23 i 1/100 1/400 
24 si 1/100 1/50-1/100 
25 js 1/300 1/1600 + 
26 `y 1/1000 | 1/1600 + 
27 si 1/100 1/100-1/200 
28 ” 1/30 1/100 
29 Urine Wenn tie 1/100 1/16-1/32 
"g ease. 


Results from 21 specimens of sera, obtained from 
healthy fishworkers who had at some previous time 
been exposed to infection with leptospira (Smith and 
Davidson 1936) and 4 sera and 2 urines, from recent 
cases of Weil’s disease, show that when it was simply 
a question of a positive or negative finding, the -two 
tests were in entire agreement. On the other hand, 
under the conditions described above, higher titres 
were, on the whole, obtained by the macroscopic 
than by the microscopic method. 


SECOND SERIES OF RESULTS 


In the first series of tests, normal saline had: been 
used for the diluent in the macroscopic method, and 
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Schiffner medium without rabbit serum for the 
Microscopic tests. Furthermore, the suspensions of 
leptospira had not been prepared from the same 
cultures. In order to get a closer comparison of the 
microscopic and macroscopic agglutination tests, a 
further series of experiments were then carried out. 


In this second series, the diluent employed was the 
Schifiner medium: without rabbit serum, and the same 
cultures were used for both tests on each specimen of 
serum. Furthermore, the dilutions of the serum were 
made to correspond entirely in the two series of tests as, 
in place of one drop, 0-1 o.cm. was substituted as the unit 
volume, and both tests were set up from the same initial 
dilutions, thus :— 


Tubes Sontag preliminary dilutions of the serum— 
. No. 1 No. 2 No. 3 


No. 4 
Diluent ~~ 12 o.com. .. 0:9 com. .. 0-9 c.om. .. 0°9 c.cm. 
Serum -. 03 ,, 0il =,, - O1 , +. O1 ,, 
of No. 1 of No. 2 of No. 3 
Dilution 1/5 1/50 1/500 1/5000 


By employing for the Schifiner method eight tubes 
(2 by % in. size) in which two drops of diluent are placed 
in every alternate one, and by placing three drops and 
one drop from each serum dilution in each pair of tubes 

ively, a series of serum dilutions ranging from 1/5 
to 1/15,000 are obtained, and when three drops of lepto- 


TABLE V 


Ezamination of nen specimens from human cases of 
eil's, 


ease 


Sero-reaction. 


Case | Day of 
eas iii Schtiffner. peat 
1/100 1/100 
1/3000 1/10,000 
1/300 1/300 
1/30,000 1/30,000 
1/300 1/300 
1/1000 1/1000 
1/30,000 1/30,000 
1/2 ie 
1/10 1/30 
1/100 1/100 
1/10 1/30 
1/100 1/100 
ee ae Cerebro- 1/2 1/2 
} Ti { 1/300 1/300 


spiral emulsion are added, the dilutions of the serum range 
from 1/10 to 1/30,000. In the macroscopic tests, using 
eight Dreyer agglutination tubes, the unit volume was 
0-1 c.cm., so that when the serum dilutions and lepto- 
spiral emulsions had been distributed, the total volume 
was 0-6 c.cm., as compared with six drops for the 
microscopic method. 
Human specimens.—Specimens were obtained in the 
first instance from cases of Weil’s disease at various times 
the course of the illness, and the results are given 
inTable V. From this it is seen that there is a very high 
degree of correspondence between the two tests with 
serum, urine, and, in two instances, with cerebro-spinal 
fluid. The agglutinin titres of the sera ranged from 1/100 
to 1/30,000, the urine titres from 1/2 to 1/100, and the 
cerebro-spinal fluid titres from 1/2 to 1/300. To control 
these results, 10 specimens of sera submitted for the 
Wassermann test and 10 of urine sent for routine examina- 
tion were similarly tested, with entirely negative results. 
Again, in Table -VI the results of further tests on sera 
obtained from fishworkers whose clinical histories in some 
instances indicated that they probably had an attack of 


Weil’s disease in the past, or had contracted a latent 
infection, are given. The results obtained were to all 
intents and purposes identical. In some instances, the 
end titres differed to the extent of one dilution. In 
this Table also, the negative findings in tests made with 
7 specimens of serum obtained from children suffering from 
epidemic catarrhal jaundice are also given. 


TaBLE VI 


Comparison of microscopic and macroscopic agglutination 
tests with various sera 


Serum Source and previous 
No. history. Sex. 

40 Influenza. | M. 1/1000 
41 p F. 1/300 
42 Jaundice, | PF. ~ 1/30 

Fish- 1935. 
43 worker. Healthy. F. 1/10 
44 Jaundice, | F. 1/30 
1934. 
46 Healthy. F. 1/10 
48 os F. 1/30 
lato Child with epidemic Neg. 1/10 | Neg. 1/10 
7A jaundice 


Animal specimens.—Ini order that the applicability of 
the macroscopic test might be examined more fully, a 
series of 10 guinea-pigs were vaccinated at weekly intervals 
with two doses of 1 c.cm. of a culture of non-virulent 
Leptospira icteroheemorrhagie. Two weeks after the second 
injection the animals were killed, and the serum obtained 
from each guinea;pig was tested for antibodies by the 
macroscopic and microscopic methods. Here again the 
results (Table VII) were similar, the titres ranging from 
1/10 to 1/100, with an occasional discrepancy of only one 
dilution between the two teste. In this Table also the 


Taste VII 
Examination of positive specimens from animal sources 


Sero- Sero- 
reaction. reaction 
(a) Animal. b) Speci 
© | (b) Specimen H No.| (2) Specimen 5 AMNA 
(e) Type of Type of A 
treatment. g eae g A 
4 a |$ 
tez 77) 
1 1/30 {1/100 1/100 {1/100 
2 1/30 {1/1007 12 1/100 {1/30 
3| | (a) Guinea. 1/10 1/30 513 1/30 {1/30 
g. 
4 p 1/100 (1/100 į 14 1/30 11/30 
(b) Serum. 
5 e) T 1/100 |1/1001 15| | (a) Wild rat | |1/10 {1/30 
c) Two 
6 ec- 1/10 11/10 $16! ) (0)Serum. < {1/100 1/100 
tions of l 
7 po 1/100 | 1/100] 17 (c) None. | 1/10 {1/10 
spira 
8 vaccine 1/30 {1/100118 1/30 {1/100 
9 1/10 |1/30 419 1/100 |1/100 
101” l 1/100 |1/100] 20 1/1000/1/1000 
21 1/30 {1/30 


findings in a series of eleven positive sera from wild rats 
are detailed, and the results are equally satisfactory. In 
a further series of nine rats, the sera gave negative results 
in both tests in the lowest dilution used, namely 1/10. 


COMMENT | 
It was found on making comparative experiments 
with the Schiffner dark-ground procedure and the 
method outlined that the results for both were remark- 
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ably alike. It is well known that with the Schifiner 
technique agglutination of the living leptospiral 
emulsion occurs in the lower dilutions of the serum, 
and lysis in the higher dilutions. This lytic action 
is not complete, and apparently in no way interferes 
with the interpretation of the macroscopic test. The 
end titre of an immune serum is somewhat difficult 
to determine without considerable practice when the 
dark-ground method is employed, but no particular 
dubiety occurs in connexion with the interpretation 
of the macroscopic method. 

The ease with which macroscopic tests can be 
carried out, and interpreted, demands special emphasis 
since this makes possible a much wider application of 
serological methods to the study of leptospirosis, both 
in man and in rodents. Such a test applied to the 
study of rodents is less costly than inoculation, the 
results are available in a few hours, and large numbers 
of specimens can be examined without undue expen- 
diture of time or labour. Moreover it is possible, in 
view of Schiffner’s findings in Holland, that lepto- 
spirosis may account for an appreciable number of 
cases of “pyrexia of unknown origin ” occurring in 
this country. Notwithstanding the fact that the 
reaction described is much less laborious than the 
original dark-field procedure, it is felt by the authors 
that the possibility of elaborating a similar precipita- 
tion test deserves consideration. Could this be done, 
preserved antigen might be employed and the con- 
venience of the method greatly enhanced. 
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CONTROL OF POST-OPERATIVE 
URINARY RETENTION WITH DORYL 


By R. OFFICER, M.B., B.S. Melb. 


RESIDENT SURGICAL OFFICER AT ST. MARK’S HOSPITAL, 
LONDON; AND 


J. ©. Srewart, M.B. Melb., F.R.C.S. Eng. 


HOUSE SURGEON AT THE HOSPITAL 


AFTER the publications of Maxwell (1937) and 
Chassar Moir (1937) Doryl was given as a routine 
at St. Mark’s Hospital in cases of post-operative 
urinary retention. This paper records the results 
obtained in 55 consecutive cases in which retention 
followed operations for rectal diseases. 

Doryl is carbaminoylcholine chloride; it is a 
derivative of acetylcholine but has a more prolonged 
action. It is manufactured by E. Merck, and is 
issued in 1 c.cm. ampoules containing 0°000265 g. 


EXPERIMENTAL FINDINGS 
The effect of doryl on intravesical pressure was 
tested in four patients with retention. A catheter 
was passed into the bladder and connected to a 
water manometer ; 1 c.cm. of doryl was then injected 


subcutaneously and the pressure variations were 
observed. The results were as follows :— 

Cass 1.—Volume in bladder 780 c.cm. Initial pressure 
13 cm. water. Pressure rose immediately after the injec- 
tion, reaching 38 cm. water in 7 minutes. This pressure 
was maintained for 5 minutes and then fell steadily. 

CasE 2.—Volume in bladder 780 c.cm. Initial pressure 
18 cm. water. Pressure rose immediately after injection, 
reaching 33 cm. water in 10 minutes, which pressure was 
maintained for a further 10 minutes after which there 
was a steady fall. 

Cass 3.—Volume in bladder 500 c.cm. Initial pressure 
8 cm. water. No change was observed for 7 minutes after 
injection and then the pressure rose gradually, reaching 
16 cm. water after a further 8 minutes. This level main- 
nn for 5 minutes, after which there was a steady 

CasE 4.—Volume in bladder 1030 c.cm. Initial pressure 

22-26.cm. water. The variation in pressure was due to 
bladder contractions which took place at the rate of two 
per minute. Pressure began to rise immediately after 
injection and in 5 minutes reached 55-65 cm. water, 
varying 10 cm. with bladder contractions. As the patient 
was then experiencing severe pain the bladder was emptied 
although pressure was still rising. 
In, the first three cases the bladder was completely 
atonic,. the pressure varying but 1 ‘cm. water with 
respirations. In Case 4, however, active contractions 
were present and the effect of doryl was much more 
conspicuous. The volume of urine was greatest in 
this patient. 

It is seen that the maximum effect of doryl is reached. 
within 15 minutes of administration and thereafter 
passes off. Hence any delay in providing the patient 
with facilities for micturition will negative the value 
of the drug, and a receptacle should be provided 
before ‘the injection is given. 


RESULTS 


In none of the 55 cases was doryl injected until 
the condition of the bladder was such as would 
formerly have rendered catheterisation necessary. 
In the accompanying Table the results are classified 
according to the following criteria :— 

1. Successes, in which the bladder was completely 
emptied within 30 minutes of the injection. 

2. Partial successes, in which urine was passed but the 
bladder not completely emptied. Catheterisation was 
usually required later. 

3. Failures, in which no urine was passed. Catheterisa- 
tion required. 


Table showing Successes, Partial IERA and Failures 


Cases. Successes. re, 
Hemorrhoids ..  .. | 24 | 38 
Fistula 8 1 
Carcinoma of rectum 2 1 
Intraspinal alcoho] 1 
Prolapse of rectum ! 1 
Dissection of inguinal 

glands .. oe an 1 
Laparotomy | 1 
Total o 38 | 5 


All the patients except 2 received a single sub- 
cutaneous injection of 1 c.cm. of doryl. Of the two 
exceptions one had had a perineal excision of the 
rectum, the other an intrathecal injection of absolute 
alcohol for pain due to an inoperable rectal carci- 
noma. Both had retention with overflow and com- 
plete loss of bladder sensation, with no apparent 
mechanical obstruction. Doryl was found to empty 
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each of these two bladders completely, and its admini- 
stration was continued twice daily with success for 
three weeks. 

It will be seen that one-third of the failures fol- 
lowed excision of the rectum. In such cases bladder 
function is disturbed by operative trauma, which 
necessitates an in-dwelling catheter for four days ; 
and doryl was tried only after removal of the catheter. 
Of the remaining failures, two had enlarged prostates, 
which have subsequently required operation. 

Side-effects.—Dory] is a parasympathetic stimulant 
and consequently its action is not confined to the 
bladder. Patients complained of one or more of the 
folowing symptoms: salivation, sweating, nausea, 
shivering, faintness, passage of flatus. These were 
only temporary and caused no anxiety. 


SUMMARY AND CONCLUSIONS 


The effect of Doryl in the treatment of 55 cases of 
post-operative urinary retention is recorded. In a 
small series of experiments it was found to cause a 
considerable but short-lived rise of intravesical 


e. 

Doryl is useful in the relief of post-operative 
retention of urine. It has less effect in cases with 
mechanical obstruction, but it is still worthy of trial 
before resorting to catheterisation. 

Minor side-effects make its use inadvisable for 
very ill or shocked patients. 

In two cases, in which the condition of the bladder 
resembled that seen with certain cord lesions, adminis- 
tration of doryl twice daily for three weeks caused no 
harm. It is therefore suggested that doryl should 
be given an extensive trial in the treatment of urinary 
retention associated with ee cord injuries or 
tumours or diseases. 

We wish to thank the honorary staff of St. Mark’s 
Hospital for their permission to carry out and publish 
this investigation. 
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Clinical and Laboratory Notes 


DIPHTHERITIC HEMIPLEGIA 
By JosEPH Morrow KENNEDY, M.B. Belf., D.P.H. 


SENIOR MEDIOAL OFFICER, LODGE MOOR HOSPITAL, 
SHEFFIELD 


DIPHTHERITIC HEMIPLEGIA is a very rare event, 
and quite distinct from the more common paralysis 
folowing diphtheria. The following case has been 
the first definite example I have seen amongst 6400 
cases of diphtheria treated at Lodge Moor Hospital 
during a period of seven years. 

According to Rolleston (1929) barely a hundred 
cases have been recorded since the first example was 
described by Sir William Gull in 1859. Ker (1929) 
had only seen one definite example in over 10,000 
cases, a small girl of nine years developing complete 
right-sided hemiplegia with aphasia in the sixth 
week of the illness, at a moment when she was already 
suffering from extensive post-diphtheritic paralysis. 
Goodall (1928) had only seen one case during his 
extensive experience with the Metropolitan Asylums 
Board. 

CLINICAL RECORD 

A girl aged 7 was admitted to Lodge Moor Hospital 
on Nov. 24th, 1936, suffering from diphtheria, on her fifth 
day of illness. Previous illness: measles, mumps. First 
felt ill Nov. 20th, headache, sore-throat, vomiting. Pro. 
fuse nasal discharge, Nov, 21st. Seen by the family doctor 
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on the 22nd and 23rd, when a swab from the throat was 
taken and found positive. 

On admission.—Fauces very cedematous with a general 
injection. Tonsils and uvula completely covered with 
well-defined false membrane which extended forward 
over the soft palate to the junction of the hard palate. 
Severe cervical adenitis, with cellular cedema, producing 
the characteristic “ bull-neck. Temperature 99° F. 
Typical diphtheritic fœtid odour. Skin smooth, supple, 
but dry. Heart satisfactory. Albuminuria present. She 
was a very bright and intelligent child, and quite talkative, 
notwithstanding the seriousness of her condition. 

Progress.—Diphtheria antitoxin, 40,000 units, was 
given intramuscularly, followed in three hours time by 
a further 40,000 units intravenously. Two days after 
admission epistaxis and hemorrhage from the throat 
occurred, with separation of the false membrane. On the 
tenth day of illness (5 days after admission) the throat 
was clean and free from all membrane. Her skin was 
supple, heart satisfactory, she was taking fluids well, 
and passing 15-20 oz. of urine in the twenty-four hours, 
A heavy trace of albumin was present, 

On the twelfth day of illness she vomited, and her 
heart was then found to have an occasional stumble, and 
the following day gallop rhythm was present. Cardiac 
arrhythmia continued until the eighteenth day of illness, 
when a definite improvement was noted, as only an 
occasional stumble was heard. On the twenty-first day 
of illness she was unusually quiet, which was most notice- 
able, as she was an exceedingly cheery patient. She made 
no attempt to talk, and when spoken to, or asked simple 
questions, began weeping. During the afternoon she was 
found to have some weakness of the right side of her face, 
but there was no paralysis of the limbs. 

Central nervous system.—Examination later the same 
evening showed that she had complete aphasia. Eyes: 
pupils equal and reacting to light, fundi normal. Right 
facial paralysis and, on protruding, tongue was deviated 
to the right. Complete flaccid paralysis of the right arm 
and right leg. Reflexes: deep reflexes absent on the 
right side; superficial reflexes right abdominal absent, 
plantar response, Babinski’s sign well marked on the 
right side. Incontinence of urine was present, and was 
followed by retention, when catheterisation was done for 
two days, followed by normal micturition. Sensation, 
as far as could be ascertained, appeared to be unimpaired. 
Consciousness was never lost and she remained quite 
intelligent and bright during the paralysis. Lumbar 
puncture was performed and 15 c.cm. of cerebro-spinal 
fluid drawn off. There was no increase in pressure, the 
fluid was perfectly clear, protein normal, and no red cells 
present. 


Further progress.— Heart rhythm was now normal, no 
murmurs, soft and somewhat muffled sounds. Blood pres- 
sure, 75 mm. Hg systolic, 25 mm. diastolic. She remained 
in a state of paralysis with aphasia until the twenty-ninth 
day of disease—i.e., 9 days after the onset of the hemi- 
plegia—when she distinctly said the word ‘‘ No.” Speech 
steadily improved from this time. At the same time it 
was found that she was developing post-diphtheritic 
paralysis, nasal voice, immobile palate, and regurgitation 
on drinking fluids, which became so alarming that nasal 
feeding was carried out. Strabismus was present, due to 
paresis of the left external rectus. The speech was the 
first to improve. This was followed by facial improve- 
ment, then arm, and, lastly, leg. She was discharged from 
hospital three months later, on her 125th day of illness, 
having been in hospital 121 days. Her condition was 
very satisfactory. She was speaking quite normally and 
her parents did not detect any alteration whatever in 
her speech. She was able to walk very well and was 
remarkably steady when requested to stand on one leg. 
She had a good functional use of her arms, whilst the 
only sequel were a slight degree of pes cavus and diffi- 
culty in writing or sewing. The reflexes had all returned 
and the plantar response was flexion. 


DISCUSSION 


Hemiplegia in diphtheria is due to a vascular 
lesion, and is considered by most authorities to be 
due to cerebral embolism secondary to parietal or 
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apical endocarditis, whilst some authorities consider 
that the condition is due to embolism with thrombosis. 

In considering the above patient I am inclined to 
think that her condition was due to a primary cerebral 
thrombosis, for the following reasons :— 

(a) The onset was gradual, over a period of nearly 
twenty-four hours before paralysis `: was established, 
aphasia being the first symptom detected. 

(b) The extremely low blood pressure, 75 mm. Hg 
systolic, 25 mm. diastolic. 

(c) Consciousness was never lost, the patient remaining 
exceptionally bright and intelligent during the paralytic 
stage. 

Gi) The absence of R.B.C. from the cerebro-spinal fluid 
and the latter being of normal pressure. 

(e) The slow, steady return of power, leaving very little 

sequelx. 
- Rolleston (1913) describes six cases of hemiplegia 
following diphtheria, of which five developed right 
hemiplegia with aphasia, and one left hemiplegia. 
Benn and. Alstead (1931) record a case of diphtheritic 
hemiplegia that affected the right side with aphasia, 
which they consider was probably due to a cerebral 
thrombosis. 

It is rather interesting to note that of the above 
cases there was only one affecting the left side, the 
remainder affecting the right side with aphasia, 
demonstrating the left middle cerebral artery as 
being the vessel selected in diphtheritic lesions, as 
in other conditions producing hemiplegia. i 


I am indebted to Dr. J. Clark, medical superintendent 
of the Sheffield City Hospitals, for permission to publish 
this case. 
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LIVER ABSCESS CAUSED BY HEMOLYTIC 
STAPHYLOCOCCUS AUREUS 


? By STANLEY. O. AYLETT, B.Sc., M.B. Lond., 
' F.R.C.S. Eng. 


RESIDENT SURGICAL OFFICER, PRINCESS BEATRIOÐ HOSPITAL, 
LONDON 


Tue patient, a man aged 27, in good health, was 


seized whilst at work with acute pain in the umbilical 
region. This lasted for the week before he came up 
to hospital, during which time he stayed away from 
his work.. There was no vomiting or nausea, and his 
appetite was good, the food seeming to have no effect 
on the pain. This attack of pain was accompanied 
by unusual constipation which was relieved by purga- 
tives. In addition he complained of much sweating 
during the attack. 

In view of the tenderness and rigidity below the left 
subcostal margin when he was first examined, a barium 
meal was ordered with a view to excluding a gastric lesion. 
This was reported on negatively. Seen again in a week’s 
time he complained of a swelling in the upper part 
of his abdominal wall, although the original pain had 
disappeared. He looked ill and cachectic. A swelling some 
3 x 4 in. was now seen protruding from under the left 
subcostal margin. There was extreme tenderness and 
rigidity over the fluctuating swelling, the edges of which 
were ill-defined. When he contracted the rectal muscles 
the mass was less obvious. The patient had a pulse-rate 
of 95, a temperature of 100-5° F., and a white cell count 
of 19, 000. 

In spite of the negative radiogram, & diagnosis of peri- 
gastric abscess was made and a laparotomy performed. 
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An incision was made over the swelling, the rectus muscle 
being found oedematous and swollen. The posterior 
rectus sheath and peritoneum were thickened, and on 
incising, thick pus welled out. This was seen to come from 
an abscess cavity in the anterior surface of the lower 
edge of the left lobe of the liver. There were a few recent 
adhesions and the lower part of the abdominal cavity 
was shut off. As far as could be ascertained the stomach 
was normal. A drainage-tube was placed in the abscess 
cavity and the abdominal wound sutured. The patient was 
given intravenous salines and Prontosil Soluble intramus- 
cularly. His condition improved greatly during the next 
few days but on the ninth day the abdominal wall burst. 
It was resutured and from then on the patient made an 
uninterrupted recovery. 


The case is of interest in that there was no indica- 
tion of any primary lesion. The patient, a railway 
porter, had never been abroad, and examination of 
his feces for any dysenteric organisms showed no 
abnormality. Repeated cultures of the pus from the 
abscess cavity grew hemolytic Staphylococcus aureus. 


My thanks are due to Mr. A. Lawrence Abel for 
permission to publish the details of this case. 


AVERTIN AND PARALDEHYDE AS BASAL 
NARCOTICS FOR CHILDREN 


By Rex Binning, M.R.C.S. Eng. 


ANZSTHETIST TO THE ROYAL ALEXANDRA HOSPITAL FOR SICK 


CHILDREN, BRIGHTON, AND THE BRIGHTON AND HOVE 
. DENTAL HOSPITAL 


In a small series of 50 cases I have compared 32 
children given 0-1 gramme of Avertin per kilo with 
18 children given 1 drachm of paraldehyde per stone 
according to the technique described by muigton 


(1936). The ages were as follows :— 
Agoia Avertin. denyde) Soe Avertin. aanpas, 
2 E saai. | 9 — ae | 
3 3 3 10 1 = 
4 7 3 11 1 _ 
5 12 3 12 1 n 
6 1 3 15 1 — 
7 3 1 = ne 
8 1 3 Total .. 32 18 


There were 29 boys and 21 girls in this series. I 
recorded the blood pressure in each case the day 
before operation and immediately before induction 
of anæsthesia. This was approximately 30 min. 
after the avertin had been given and 90 min. after 
the paraldehyde. The average fall in blood pressure 
was as follows (mm. Hg). 


Systolic. Diastolic. 
Avertin es 7°9 4°9 
Paraldehyde .. 10°5 5°5 


‘There were no deaths and no complications that 
could be attributed to the anesthetic used. Two 
cases only were not asleep when they arrived at the 
theatre owing to failure to retain the solution. One 
had had avertin and the other paraldehyde. With 
these exceptions all these children were saved the 
very real mental trauma of a terrifying journey to 
the theatre, an anxious wait in the ante-room followed 
by induction of anesthesia. Some cases were for 
plastic operations which required more than one 
anesthetic at short intervals. The value of basal 
narcosis in these cases was particularly great. 

Sington (1936) states: “‘ Avertin causes an even 
greater fall in blood pressure than the barbiturates 
and so is definitely contraindicated in children” (italics 
mine). He recommends paraldehyde or Nembutal. 
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Nosworthy (1935), on the other hand, states: 
“ Children detoxicate avertin very rapidly; up to 
the age of fifteen they may be given 0-11 g. per kilo 
with perfect safety.” Hewer (1937) also says: “It 
has recently been shown, however, that children 
tolerate the drug better than adults, and, if given in 
doses of 0-175 g. per kilogramme, combined with 
morphine, scopolamine and a field block, no addi- 
tional anzesthesia is required in 75 per cent. of cases.” 


-~ COMMENTS 
I do not attach undue weight to the actual figures 
quoted above. They are based on an insufficient 
number of cases. They do show however that the 
difference in the fall in blood pressure produced by 
avertin and paraldehyde is so small as to be negligible. 


I found therefore no evidence whatever to confirm 
Sington’s condemnation of avertin in children, and 
my experience tends to confirm the safety of avertin 
mentioned by Nosworthy and Hewer. 

Comparing the two drugs generally I found that 
paraldehyde requires more patience in its adminis- 
tration, is less certain in its action, has an offensive 
odour, and requires the addition of ether to nitrous 
oxide and oxygen to obtain the same plane of anss- 
thesia as is obtained by avertin and nitrous oxide 
and oxygen alone. 

REFERENCES 


Hewer, O. L. (1937) Recent Advances in Anesthesia and 

Analgesia, 2ED, London. l 
Nosworthy, M. D. (1935) Theory and Practice of Anæsthesia s 
Sington; H. (1936) Practitioner, 136, 468. 


REVIEWS AND NOTICES OF BOOKS 


An Outline of General Physiology 
By L. V. HEemsrunn, Associate Professor of 
’ Zoology in the University of Pennsylvania. London : 
W. B. Saunders Company. 1937. Pp. 603. 2ls. 


THE line of demarcation between the more funda- 
mental and academic physiology, and that brand of 
vocationally directed teaching for which it is now 
fashionable to clamour, is becoming more clear year 
by year. - As Prof. Heilbrunn points out in his pre- 
face, general physiology is a science in its own right, 
and should never degenerate into a dilute mammalian 
physiology. On the other hand, time does not allow, 
nor training compel, the student of medicine to enter 
deeply into the fundamental biological aspect of 
general physiology. That aspect must be reserved 
for the student of pure science and for the potential 
investigator. Prof. Heilbrunn’s object here is to 
provide an account of contemporary general physio- 
logy, and to include such references to original 
literature as will enable the reader to follow into 
further detail the subjects with which it deals. The 
book arose out of the author’s teaching experience 
and the needs of his own students, especially those 
who have carried out research with him; it repre- 
sents a mine of valuable up-to-date information and 
must have cost a fabulous amount of hard work. 
The style is clear and searching, the examples well 
chosen, and the whole field thoroughly well covered. 
The references alone should prove very valuable. 
This is the kind of general physiology that would 
have delighted Claude Bernard or Sir William Bayliss, 
and in fact is a modern presentation of that aspect 
of the subject to which they, in their own times, 
contributed so much. The work will appeal in this 
country especially to teachers and investigators in 
physiology, to students taking honours degrees in 
physiology or biology, and to a few exceptional 
medical students. Prof. Heilbrunn’s attitude to it 
is best given in his own words: ‘‘Some writers in 
presenting a scientific subject attempt to over- 
simplify it in order to make it more understandable. 
I have known textbook authors who believed in 
teaching simple facts, right or wrong, rather than 
run the risk of confusing the student. Such a scheme 
may have advantages, but I believe that any tamper- 
ing with truth is extremely dangerous. It is far 
better to acquaint students with the uncertainties 
of knowledge in such a frontier subject as general 
physiology, and to make them sceptical of new 
experiments. If there were more teaching of this 
sort, our laymen and our physicians might not be so 
gullible in accepting false discoveries.” 

We. congratulate the author on his splendid work, 


and would prophesy that his modest hope that “ the 
book may have sufficient appeal to warrant a 
second edition” will be realised. 


Recent Advances in the Study of Rheumatism 


Second edition. By FREDERICK JOHN POYNTON, 
M.D., F.R.C.P. Lond., Consulting Physician, Uni- 
versity College Hospital and the Hospital for Sick 
: Children, Great Ormond-street; and BERNARD 
SCHLESINGER, M.A., M.D. Camb., F.R.C.P. Lond., 
Physician to the Children’s Department, Royal 
Northern Hospital; Physician to Out-patients, 
` Hospital for Sick Children, Great Ormond-street. 
London: J. and A. Churchill. 1937. Pp. 380. 15s. 


THIS member of the Recent Advances Series 
has grown from 313 to 380 pages. It is still divided 
into two parts, dealing respectively with the Acute 
Rheumatism and the Chronic Rheumatism of the 
first edition, although, it would seem by some accident, 
these titles have been omitted. The first part is 
brought up to date by fuller discussions of the morbid 
anatomy of acute rheumatism, of its etiology (includ- 
ing the virus work), and of the use of such remedies - 
as pyramidon and protein shock in its treatment, 
as well as by numerous minor additions and altera- 
tions. In connexion with the risk that pyramidon 
may cause agranulocytosis, it is interesting that the 
authors have never seen this sequel in children, in 
whom, by contrast with adults, they regard the drug 
as quite safe as well as valuable. This first half is 
the more satisfactory part of the book, for though 
we are ignorant of the cause of acute rheumatism and 
have no specific treatment for it at our disposal, 
yet the knowledge we have of its natural history is 
reasonably full, precise, and well documented, and 
the more recent contributions to that knowledge are 
here clearly set out. The second half, although largley 
rewritten and considerably extended, still makes 
disappointing reading. It is not the authors’ fault. 
In “ chronic rheumatism ’? we do not know whether 
we are dealing with one disease or many ; we suspect 
that in many cases multiple causes may be acting 
simultaneously, and medicine has hitherto usually 
thought in terms of one disease—one cause; the 


_ methods and variants of treatment are numerous, and 


facts on which to judge their results are extremely 
scanty. In this obscure atmosphere the authors 
can do no more than point to a few observations of 
value, and indicate the more conspicuous trends of 
fashion and opinion. With the help of Dr. Frank 
Howitt in the chapter on physiotherapy and of Mr. 
Eric Lloyd in that on surgical treatment, they do their 
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best, preserving throughout a vigorous scepticism, 
which is essential to any intelligent advance in our 
understanding of chronic rheumatism, though it will 
make little appeal to the reader who cannot see further 
than his immediate desire for a new treatment to 
apply to Mrs. X’s joints. Their attitude is pithily 
expressed in the following comment on the wisdom 
of offering to debilitated rheumatic patients an 
abundance of good food and even an allowance of 
good drink: “ Stung by bees, giddy with histamine, 
sore from sulphur injections, itching from gold, short 
of food and threatened with wholesale dental extrac- 
tions, we ourselves prefer this pleasanter form of 
treatment, rather than to prolong our rheumatic 
existence on even the most modern principles.” 


Clinical Electrocardiography i 
Sixth edition. By Sir THomas Lewis, C.B.E., 
M.D., D.Sc., LL.D., F.R.C.P., F.R.S., Physician 
in charge of the Department of Clinical Research, 
University College Hospital. London: Shaw and 
Sons. 1937. Pp. 128. 8s. 6d. 


. A STRAIGHTFORWARD and up-to-date account is 

here given of the principles and technique of the 
electrocardiographic method. All the important 
abnormalities of rhythm are dealt with, and the author 
has emphasised the importance of electrocardio- 
graphy in determining the state of the heart muscle. 
In future editions some further account of the Q-wave 
would be welcome; pathological variations of this 
wave are certainly more frequent than auricular 
flutter to which a whole chapter is devoted. A dis- 
cussion by Sir Thomas of lead IV, which is coming 
into wider use, would also be appreciated by the 
many clinicians and students who study his opinions 
with respectful attention. 


Legal Medicine and Toxicology 
By Tuomas A. Gonzates, M.D., Acting Chief 


Medical Examiner, City of New York; Associate | 


Professor of Forensic Medicine, New York Uni- 

. versity College of Medicine; and MORGAN VANCE, 

M.D., and Murton HeEpsorn, M.D., Assistant 

Medical Examiners to the City and Assistant 

Professors of Forensic Medicine to the College. 

London: D. Appleton-Century Company. 1937. 

Pp. 754. 45a. 

AMERICAN works on forensic medicine suffer from 
the lack of uniformity in the law ; for no single volume 
can relate concisely the law with regard to medicine 
in 45 different States. We make no complaint 
therefore at the discovery that this book is primarily 
a. record of the personal experience of the three 
distinguished authors when working as ‘‘ medical 
examiners ? (medico-legal pathologists) to the City 
of New York in the office of the chief medical examiner 
where some 15,000 autopsies are conducted every 
year. They have rather unwisely tried to combine a 
book of reference for the expert with an introduction 
to medico-legal science for the student, and while 
` succeeding. in the first. aim have produced a book 
too full of detail to appeal to the student. To the 
expert: we commend it in particular for its lavish 
original illustrations: of the 650 photographs few 
could be bettered and they form a more comprehensive 
and ‘reliable collection than any we have yet. seen. 
The. photomicrographs are equally good but the 
art plates show a, lack of precision inadmissible in 
a subject so ‘exact—and exacting—as forensic 
medicine. On the whole the text is less well balanced 
than the illustrations. There are excellent sections, 


for example on blunt wounds or blood-grouping in 
its hereditary aspects, while others such as those on 
industrial disease, drowning, and decomposition in 
water are incomplete. Certain sections suggest 
lack of experience on the part of the authors; for 
example, that on identification. The chapter on 
sudden death from natural causes, a subject which 
covers some 80 per cent. of all medico-legal practice, 
is admirable. The references seem rather to reflect 
the special interests of the particular author than to 
satisfy the natural desire of the reader for a list of 
authoritative or controversial works in every branch 
of the subject. Only nine references are given in the 
section on non-alkaloidal organic poisons, and of these 
four are concerned with dinitrophenol; there is no 
reference to the extensive and important work 
published on the barbiturates. 

‘The section on toxicology is comprehensive enough 
but makes unnecessarily dull reading. The selection 
of analytical method is not always in accord with the 
best practice in this country. It would be unfair 
to quibble at what must depend upon personal 
preference, but where good alternative methods are 
available they ought not to be completely ignored. 


l. Zehn Vorlesungen uber Kymographie 


By PLEKART STUMPF, Professor in the University 
of Munich. Leipzig: Georg Thieme. 1937. 
Pp. 112. RM.8.70. : 


2. Röntgenkymographische Bewegungslehre 
Innerer Organe 


By Premart Stumer, H. H. WEBER (Berne), 
G. A. WELTz (Munich), and others. Same publisher. 
Pp. 516. RM.42. 


THESE two books are an exposition of X ray kymo- 
graphy as this has been developed by Stumpf and his 
co-workers. The first is a general account in lecture 
form, covering briefly all the organs to which the 
method has been applied. The section devoted to the 
heart and great vessels is the most interesting. The 
author shows how by. measuring the movement of 
the borders of these organs it is possible to supplement 
the information obtained by simpler means. He shows 
for instance how to estimate the extent of a cardiac 
infarct, to demonstrate sclerosis of the heart and 
aorta, to judge the thickness of the walls of aneurysms, 
and to diagnose otherwise confusing shadows in the 
region of the right hilum. In the lungs Stumpf claims 
that measurements of the movements of the diaphragm 
and ribs and of the elasticity of diseased lung-tissue 
leads to conclusions of far-reaching practical import- 
ance. We hardly however need kymography to 
appreciate that ‘‘ there are upper and lower limits to 
the movement of breathing,” or that ‘‘ the mechanism 
of breathing serves the purpose of dilating the chest 
during inspiration and contracting it during expira- 
tion.” The two lectures on the stomach and duo- 
denum contain much elementary physiology and 
hardly convince the reader that in this region the 
method adds much of practical value to the knowledge 
which can be gained by careful screening. The author 
admits that kymography has so far brought no new 
facts to light about intestinal movements. In the 
renal system movements of the ureters can be recorded. 
The book closes with a tabulated summary. 

The second book, of which the first is a synopsis, 
begins with a detailed account by Stumpf of the 
method of taking and reading kymographs. He also 
describes in detail the movements of the normal 
heart in various physiological and pathological 
conditions and the movements of other organs due 
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to the heart-beat. This information is supplemented 
by an article by Weltz who also contributes a chapter 
on asthma. Böhme describes experimental work on 
the changes in the lumen of the heart and vessels. 
The section on respiration is from the pen of Weber 
and Von der Weth, the latter paying much attention 
to the value of the method in assessing the results 
of collapse therapy, thoracoplasty, and other surgical 
procedures. Dahm and Stumpf deal with the intes- 
tinal tract, Sack with the urogenital tract, while 
Schoen contributes a short chapter on substernal 
goitre. 
organs and their inter-relations under all con- 
ceivable congitions are described with characteristic 
thoroughness. i 

A pocket in the cover of each book contains a 
darkened celluloid film having thin clear parallel 
lines. When this is moved over those illustrations 
which are reduced to the appropriate scale the move- 
ments may be seen as in a cinematograph. ‘They are 
extremely fascinating to watch, even if some of the 
statements .in the text are difficult to confirm. No 
doubt something is lost in reproduction. 


Pocket Atlas of Anatomy E : 


Third edition. By Victor Pavucuet and S. DUPRET. 
London: Humphrey Milford, Oxford University 
Press. 1937. Pp. 368. 12s. 6d. a or 4 


THis atlas has been designed for the use of students 
of anatomy, clinical clerks, and surgeons who‘ watit 
to revise their knowledge of various anatomical 
regions at short notice. The drawings are all 
schematic, and in many of the illustrations arteries, 
muscles, and viscera have been coloured in various 
shades of red to make them easy to identify. The 
drawings are sufficiently accurate for their purpose 
and can be understood at a glance. The atlas should 
certainly be useful to surgeons and general practi- 
tioners for it will enable them to refresh their memory 
of gross anatomical facts when confronted with 
unusual clinical cases. For the student of anatomy 
it has little value ; it is too schematic for the beginner 
and not full enough for the advanced student. 
Possibly examinees may find it a placebo while wait- 
ing at the entrance to the examination hall. There 
are no changes in this third edition apart from the 
adoption of the nomenclature suggested by the 
Anatomical Society at Birmingham in 1933. 


Manual of Cosmetics 


English edition. By CHARLES LAzir, M.D. 
Budapest. London: Henry Kimpton. 1937. 
Pp. 318. 12s. 6d. 
THE practice of cosmetics is a sort of No Man’s 
Land where there seems to be ample space and 
even a need alike for the highly qualified surgeon, 
the experienced dermatologist, and the more or 
less fashionable beauty parlour. In this country 
there are few, if any, doctors who have given much 
time to the study of cosmetics or are even aware 
of the possibilities which discoveries in physics and 
pharmacology have opened up. A study of this 
manual will interest many of our readers. The 
author, who must not be confused with his famous 
namesake Lassar, has evidently approached the 
subject from a basis of solid dermatological experience, 
and has accumulated knowledge that will be found 
useful even by experts on the skin. The plan of the 
book, which is divided into 26 chapters, is original. 
A brief anatomical description introduces the student 
to the structural peculiarities of the epidermis anq its 


REVIEWS AND NOTICES OF BOOKS 


All conceivable movements of the internal 


[oor. 9, 1937 855 


appendages. An elementary essay follows on the 
cosmetic uses of electricity, and the succeeding 
chapters, on the care of the skin, disorders of sebaceous 
secretion, hypertrichosis and so forth, are all com- 
posed in the form of essays, without much regard to 
the standard tables which are usually a feature of 
modern text-books of dermatology. This rather 
haphazard arrangement (or lack of it) makes it 
difficult to use the information, so lavishly provided, 
in the treatment of any particular case, for it is 
likely to be scattered between two or more chapters 
not directly associated. The book therefore needs 


Treading from cover to cover, and its cursory style and 
‘the absence of subheadings and tables should make 
this an easy task. - 


The chapter on pharmacology is simple and needs 


no great chemical knowledge for its comprehension. 


‘We deplore the method adopted of writing prescrip- 
tions in grains, which are applied not only to the 
drug but to its solvent. The average dispenser would 
gasp if confronted with a formula containing, for 
instance, tincture of benzoin 40 grains, glacial acetic 
acid 100 grains, and eau de Cologne 1860 grains. 
The chapter on electrolysis is excellent; it will be 
news -to most readers that electrolysis though 


slower is a much more efficient treatment for hyper- 


trichosis than the more modern diathermy needle. 
Much space is given to the indications for the use of 
the actual cautery, which gives first-class results in 
certain types of case and is much more limited in its 
action and easier to control than either electrolysis, 
diathermy, or freezing with the CO, pencil. In a 
comment on this pencil, which occupies a full chapter, 
stress is laid on the difficulty in estimating the 
cutaneous depth of the lesion to be destroyed. Freez- 
ing has the great advantage that it can be repeated 
any number of times without unduly distressing the 
patient or risking the development of gross or 
unsightly scars. It is noteworthy that the drilling 
machine originally invented by Kromayer many 
years ago for the removal of stigmata and small 
tumours is given a new lease of life in chapter XVIII. 
It is said to have the great advantage of being 
practically painless in application. 


Handbook of Microscopical Technique 


Second edition. Edited by C. E. McCuiune, Ph.D., 
Professor of Zoology and Director, Zoological 
Laboratory, University of Pennsylvania, London : 

Humphrey Milford, Oxford University Press. 

1937. Pp. 698. 42s. 

THis work first appeared nine years ago as a com- 
panion to the volumes on general and special cytology 
edited by Dr. Cowdry. It consists of a collection of 
separate sections written by experts who can and do 
give the reader the benefit of personal experience in 
the modification of formule and methods. The dis- 
advantage of this sort of compilation is that there is 
a danger of the work being incomplete; here, for 
example, we find no method for the staining of 
spirochetes. 

The editor has enlisted the services of nine new 
contributors, most of whom have supplied sections 
on subjects not previously discussed; including 
freehand microdissection (S. Horstadius and H. McK. 
Knower), methods for staining boutons terminaux 
(W. C. Gibson), fused quartz rod method for illu- 
minating living structures (M. W. Knisely), micro- 
incineration (G. H. Scott), the centrifuge microscope 
(Ethel B. Harvey), and ‘fluorescent microscopy 
(C. J. Sutro). Most of the other chapters have 
been revised, and some, such as those on hsmato- 
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logical, dental, and general neurological technique, 
have been largely rewritten. An excellent standard 
has been maintained, and omissions are negligible. 
This is much more than a treatise on staining methods ; 

it includes practically all the technical manipulations 
which the reader is ever likely to require, described 
in an exact and lucid manner, and is now a thoroughly 
up-to-date compendium of advanced microscopical 
technique. — 
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Die inneren Erkrankungen im Alter 


By Univ.-Prof. Dr. ALBERT MULLER-DEHAM. 
Vienna: Julius Springer. 1937. Pp. 408. RM.24. 


STATISTICIANS tell us that of every 100 people 

to-day 23 are under 14 years and’ 12 are over 60, 
whereas in thi years time there will be but 10 
children to 23 old people. So must the pediatrician 
give way to the gerontologist. But apart from such 
hypothetical peeps into the future, the diseases 
of the later years loom ever larger in the Registrar- 
General’s reports ; and though they may seem as 
far removed from general medicine as the diseases of 
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children there is very much less information enous 


- them available to the practitioner. 


For twelve years Prof. Miller-Deham has ba in 
charge of the department of internal medicine in the 
Lainz Infirmary in Vienna, and in this book he 
discusses the illnesses of old people as he has 
The early chapters deal 
with senility and death, the anatomy and physiology 
of old age, the changes in age-distribution of the 
population, the effects of occupation on length of 
life, and general diagnosis and treatment. In the 
rest of the work the internal diseases of the aged are 
described: systematically, but the formal text-book 
style is avoided by the inclusion of personal observa- 
tions and opinions. Since the book is intended 
primarily for the general practitioner, a knowledge of 
“normal” medicine is assumed and rarities are 
excluded. Stress is mainly laid upon diagnosis and 
treatment, and difficulties and failures are frankly 
discussed. One may not agree with the conclusions 
reached, though these are usually orthodox enough, but 
the book serves a valuable purpose if only in showing 
the need for more attention to this branch of medicine. 


NEW INVENTIONS 


HIGH-PRESSURE INFILTRATION 
APPARATUS FOR LOCAL ANZSTHESIA 


THE advantages of pressure infiltration in local 
anesthetic infiltration need not be fully enumerated 
here. Uniformity and good spread are among the 
more important. In areas where the tissues are 
dense—e.g., the scalp and the back—a pressure 
reserve is invaluable. The apparatus to be described 
abolishes the thumb and finger cramp experienced 
from the use of an ordinary syringe. Its essentials are : 

(1) A cylinder of compressed air or gas (A in Fig. 1) 

2 N:O, or CO, will do). 

(2) The pressure chamber to be described (B). 

(3) The needle (C) which has a special on and off switch 
and a side piece for aspirating (D). 


The pressure chamber is in three main pieces: the 
base with gas inlet (Fig. 2(A)), the flanged rubber 
diaphragm (B), and the top (C) which is drilled for 
the dipstick contents-gauge (D) and the outlet. All 


FIG. 1.—The apparatusassembled: (a) compressed gas cylinder ; 
(B) pressure chamber (see Fig. 2); (c) needle; (D) aspira- 
ting side-piece. 


parts can be boiled and the chamber i is taken apart 
readily for the purpose. The apparatus is assembled 
by fitting the diaphragm in the base and clamping on 
the top. The apparatus is then filled, or partially 
filled, with the anesthetic solution desired and the 
top gauge screwed on. The air inlet is fastened in the 
base by a bayonet joint and the needle outlet similarly 
attached to the upper part. Air is blown into the 


base and this compresses the rubber diaphragm and 
delivers a steady stream of liquid from the needle. 
It is to be noted that the air or gas does not come 
in contact with the novocain at all. At the needle 
end there is a quick thumb switch for the surgeon to 
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(A) base with 
gm; (c) top with outlet and 


FIG. 2. St ee) Saeed of the EE chamber; 
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open or close the flow. All joints are of the bayonet 


The needle has a side piece with tubing to a syringe 
held by the assistant so that aspiration can be per- 
formed in very deep infiltration, such as splanchnic 
anesthesia when it is essential to know that the 
needle is not in a vein, Ordinarily, this point does 
not arise. 

The cylinder must have an accurate reducing valve. 
Its usual working pressure is 5-10 lb. per sq. in., 
but in dense tissues I have used up to 20 Ib. per 
sq. in. The apparatus is tested up to 40 Ib. per sq. in. 

There is only one part which will wear out and 
that is the rubber diaphragm. I have had my 
present one over six months and it appears perfect. 
The makers assure me it is an inexpensive replacement. 

I have used the apparatus with great satisfaction in 
a variety of cases. In the minor injections it holds 
no advantage over a simple syringe, but in the major 
its ease and simplicity is delightful. 

I am indebted to the Surgical Equipment Supplies Ltd., 
who made the apparatus for me, and also to Mr. E. Lloyd, 
of the Bristol Royal Infirmary, for suggestions about the 
gauge. The cost, complete with needles, is about seven 
guineas. I am using this apparatus for research with the 
aid of a grant from the Colston Research Society. 


Bristol. Wirrep WaLwary, F.R.C.S. Eng. , 
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LONDON: SATURDAY, OCTOBER 9, 1937 


UNITS IN A HEALTH CAMPAIGN 


Tae Prime MINISTER inaugurated the National 
Health Campaign at a reception held on Thursday 
of last. week by the Central Council for Health 
Education at the London School of Hygiene and 
Tropical Medicine. It is something of a portent 
for the head. of the Government to deal intimately 
with the factors of personal health, but Mr. 
CHAMBERLAIN was speaking to members of local 
authorities—mayors, deputy mayors, and the 
- like—and it will be remembered that he comes 
himself of a family with a high sense of civic duty 
and responsibility. ‘“ As an old local government 
administrator,” he said, “ with a very vivid recol- 
lection of how closely the work on which you are 
engaged brings you into touch with the daily life 
of the people, I am sure you realise how large a 
. part the presence or absence of full physical health 
- amd vigour plays in their happiness. The greatest 
blessing we can confer upon the community is to 
| save them from the disabilities that bear down 
the man or woman whose body is a constant source 
, suffering or discomfort, and in this campaign 
fr which I ask your whole-hearted support 
w shall, I am convinced, be doing a work 
which will deserve and receive the heartfelt 
gratitude of the country.” These thrilling words 

_ Wr broadcast throughout the country and were 

' the more impressive to those few who were privi- 

edged to see the Prime Minister speak, owing to 
the fact that they were delivered and not read. 

, He described the range of facilities provided by 

| le health services as unsurpassed by any country 

- Mthe world. People have only to stretch out 

j their hands to take what is offered them, but he 

dd not underrate the difficulty of persuading 

people to take full advantage of them. It may be, 

| k said, that the mother is too shy to go to the 

, Mtenatal clinic ; maybe she does not realise that 

the child’s teeth are decaying. It may be that the 

_ Ptson who has a tiresome cough is afraid to con- 

, Silt the doctor lest he or she should be told that 


ey have been attacked by tuberculosis. It may 


be that the child does not like milk or that the 
nother thinks that because it is cheap it is also 

' lusty. Whatever the cause we have plenty of 

- “idence that in many places these health services 
w still not appreciated as they should be. 

_ lord HORDER, who spoke later at the reception, 
uid there was no question of the doctor’s willing- 
ws to help in the campaign. We will, he said, 
telp you to thé utmost of our power, but to decide 
bow to help was not so easy. The best things 
the doctor does are bound up with the daily 
routine of his life. He makes contact with the 

man material for whose benefit the health ser- 
"ees exist. It is he who deals with the individual, 

it is the individual embedded in his environ- 
mut to whom appeal must ultimately be made. 
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To get the benefits across, the doctor is a link 
that is vital. He more than anyone knows if the 
machine really works and where, if it does not, 
the trouble lies. Too often, he said, the doctor 
finds the individual muted by worries, static in 
regard to his own interésts, bewildered it may 
be by the mass of official chits and sanctions, 
even a little hostile at times. How wise you are, 
Sir, he said to the Minister of Health, to invoke 
the doctor. He has one tremendous pull; he is 
the friend of the man, the woman, and the child 
whom you seek to help, and he has their entire 
confidence. Be it remembered that he is himself 
human and needs encouragement in his fight, a 
fight that is not only against disease and unfitness 
but against economics also. Later on, he thought, 
the Ministry might enlarge the field of the appeal. 
There is, he said, the basic matter of food, in which 
doctors are deeply concerned and involved. Other 
agencies which can be usefully coérdinated to the 
main purposes of national fitness should not be 
forgotten, the hospitals, the universities and 
research institutes, the public medical services, 
and the provident associations. 

Australia, too, as our correspondent tells on 
another page, is also considering its standard of 
health. It is, said Prof. HaroLp DEW at Canberra, 
lamentably low, and only a small proportion of 
the population enjoys perfect health. But it had 
been realised that education of the people on health 
matters was essential, and it is for this very pur- 
pose that the Commonwealth Council for National 
Health and Medical Research has been formed. 
It is worthy of note that this council as part of a 
campaign for national health recommends grants 
for research. Well-paid junior research workers 
are to be appointed for three-year periods, and 
from them are to be chosen the senior workers 
for permanent positions. Perhaps in a newer 
civilisation it is easier to see the way in which the 
practice of medicine develops. At the official 
opening of the Institute of Medical Science in 
Adelaide Sir Henry NEWLAND traced the three 
stages. In the first, pioneers received medical 
service from doctors who migrated with them ; 
there were no means of training students and no 
teachers. In the second came the birth of the 
medical school keeping students ‘in touch with 
scientific progress abroad. In the third stage 
were provided the means for research in medical 
science; only when a permanent institute of 
medical science or research had been established 
could medicine be said to have really taken root 
in a young country. The paramount need for 
research has been endorsed in several of the 
opening addresses at the London schools of medi- 
cine, or in the speeches at old students’ gatherings, 
printed on another page ; and Sir Kinestey Woop 
himself spoke on Tuesday at Liverpool of the 
whole armoury which modern skill and science 
has given us. It is well that at the outset 
of a campaign to ensure that every citizen 
uses the health services which are available to 
him medicine should set its face ever more firmly 
to the discovery of the scientific laws on which 
those services must be based. In the last resort, 
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as Lord Dawson emphasised in our columns on 
the eve of the campaign, health depends on the 
. individual man—his knowledge, still more his 
respect for knowledge. . 


TREATMENT WITH GOLD 


- IF an example were wanted on which to base an 
essay on medical empiricism, a very good choice 
would be the story of chrysotherapy. It began, 
in the case of tuberculosis, on the strength of a 
loose analogy between the effects of the metal 
in vitro and in vivo, and it was later applied to 
rheumatism, on the ground that rheumatism 
was also a chronic disease, and regarded by some 
as tuberculous. No intelligible account of how 
gold influences either physiological or pathological 
processes is yet forthcoming, and we are quite 
ignorant about the pathogenesis of chronic rheu- 
matism. Nevertheless gold appears to have some 
sort of favourable effect, and the empirical investi- 
gator’s task is to assess it and define its conditions, 
by the blindest of trial-and-error procedures. The 
inherent difficulties of such an investigation, and 
of its interpretation, should be clear to anyone 
who reads the paper of Prof. HARTFALL, Dr. 
GARLAND, and Dr. GOLDIE in our last issue and 
this. Theirs is the leading inquiry on this subject 
in England, and this is their third annual report. 
Its significance is not to be appreciated by reading 
the concluding summary alone, although that states 
that gold treatment in their hands has brought 
dbout cure or striking improvement in 80 per 
cent. of 750 cases of rheumatoid arthritis. These 
patients were treated with one or more of four gold 
preparations, in standardised dosage, and received 
no other treatment. Difficult though it is to 
measure; however roughly, the degree of improve- 
ment in a condition like rheumatoid arthritis, it is 
clear that on the whole a substantial improvement 
took place, more than might have been expected 
in the spontaneous behaviour of the disease; a 
control series of cases followed over the same 
period would have. made the estimate of this 


improvement more: accurate. On the average, 


benefit is somewhat greater in cases of more recent 
onset than in those of long standing. Relapse 
may occur, but is amenable to repetition of the 
gold treatment. These general conclusions are 
supported by CopEMAN and TEGNER’S observations’ 
on 51 cases of rheumatoid arthritis in London and 
by PARR and Sareron’s results ? with 70 cases in 
Sydney. ‘They accord with French opinion, for 
the gold treatment originated in France ; but the 
Americans continue to be sceptical, asking for 
detailed comparisons with control series of untreated 
cases, and pointing to the toxic reactions with the 
old question: “ Are you sure the game is worth 
the candle ? ” 

These toxic reactions are indeed numerous, 
occurring in 35 to 40 per cent. of the Leeds series, 
26 per cent. of the Sydney one. The milder ones, 
like itching skin, sore tongue, and nausea, are of 


1 Copeman, W. S. O., and Tegner, W., Lancet, 1937, 1, 


è Parr, L. J. A., and Shipton, E. A., Med. J. Aust. June 5th, 
1937, p. 864. | 


no great moment. More severe skin reactions 
with erythema and exfoliation, lasting for weeks 
or months, are a more serious matter, and, like 
purpura, agranulocytosis, and liver injury, they 
can be fatal. Prof. HARTFALL and his colleagues 
attribute at least 7 deaths, in 900 cases, directly 
tothe treatment. Itis still quite uncertain whether 
therapeutic action and toxic action, in a given 
patient, are different degrees of the same effect, 
or whether the toxic action is a capricious side- 
effect unrelated to the therapeutic influence. The 
Leeds workers have grown tolerant towards all 
but the most dangerous toxic signs, and press on 
with their routine courses of gold in spite of them, 
but they betray their anxiety when they recom- 
mend 1 gramme as the maximum amount to be 
given in a course, although their statistical analysis 
suggested that doses twice as great were no more 
toxic. The Australians are satisfied that the 
smaller dosage is safer, and clearly will not be 
happy till they lower the incidence of toxic reactions 
much further. They have some evidence that 
achlorhydric patients are more prone to reactions 
than others, that the cold clammy slightly cyanotic 
type of patient is liable to bleed severely, and that 
the degree of punctate basophilia may be a guide to 
the risk of untoward developments. These are 
clues worth following. 

Two years ago? we urged that chrysotherapy 
be thoroughly investigated by experts in large 


clinics before it is taken up indiscriminately by 


the profession at large. The work we have referred 


to shows that. more such expert investigation is 


still necessary, partly because the treatment is so 
promising, and partly because it has so many draw- 
backs. Half a dozen experiments on the Leeds 
scale are necessary in this country, aiming at 
corroboration of the general value of gold, improve- 
ment and individualisation of dosage, and mitiga- 
tion or prevention of toxic effects. Unfortunately 
few institutions are so organised that they can 


readily undertake such a large and important | 
task. We shall probably wait another five years — 


before we know whether gold is a passing fashion 


or a therapeutic agent of permanent value. Mean. . 
while an iconoclastic pair of Japanese * have just . 
pointed out that the only gold compounds thera- . 
peutically active are those which contain sulphur, . 
and in the treatment of experimental tuberculosis . 
in guinea-pigs they find one of these compounds .- 


just as effective when the gold is removed from it — 


and the sulphur left in ! 
POLITICS IN THE HOSPITAL 


Last month the St. Bartholomew's Hospital : 
Journal grasped a nettle that has been stinging | 


people at many hospitals besides Bart.’s. Calling 
attention to the activities of students with socialist 


sympathies—admittedly for the most part “of ` 


the most delicate possible shade of pink ’—it 
condemned them on the ground that the hospital 


is a scientific institution in which politics have no 


3 Lancet, 1935, 2 
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place. 
will, and the splitting of students into fantastic 


artificial warring camps. 


fraternity more genuine and more lasting than is 
ever likely to be created by our local Lenins. 


And our personal and political views have seemed 
to us irrelevant and impertinent to the work in 


hand.” So far the thesis will command 
sympathy if not agreement; and if, like most of 
those who grasp nettles, the writer went on to 
use unnecessary violence, his argument remains 
reasonable. 

Nevertheless the pleas: of those who deplore 
political discussion are always suspect, for they 
are usually disguised pleas in favour of maintaining 
a political and social status quo. Among the seven 
indignant letters of reply published in the October 
issue of the Journal is one from Lord ADDISON, 
who wisely questions whether “ medical studies 
should be pursued in social blinkers,” and suggests 
that our profession has often been prejudiced 
because its members have been too self-contained 
in their work and outlook. One may agree with 
Lord HORDER (quoted by the editor) that “it is 
paramount that we remain detached from political 


CHEMIOAL PROPHYLAXIS FOR POLIOMYELITIS 


The politics of these students, said the 
Journal, may be all things that are good, but active 
propaganda can mean only future division and ill 


“In this hospital we 
are many creeds and many races who have, up 
till now, lived in perfect amity and accord. We 
have a common interest in our profession and a 
common pride in our hospital, and have formed a 
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clamour, the clamour of Right and Left”; and 
yet one may still feel that in the present situation 
of the world it is necessary that young men as 
well as old ones should be thinking about the state 
of society and how it can be improved. If they 
are to think, they should be free to discuss; and 
the right of association for purposes of discussion 
is elementary in England. In England, too, it 
has been shown that political differences of opinion 
are compatible with friendship and everyday 
collaboration, and medical students ought to be 
well enough educated to carry on this valuable 
tradition—a tradition imperilled, incidentally, 
wherever criticism is expressed with contempt or 
lack of understanding. 

At the same time the St. Bartholomew’s Hospital 
Journal is right in speaking of the sense of unity 
felt in our hospitals, and this valuable sense of 
unity would be endangered if the activities of any 
group of students were evidently directed by an 
outside body. The existence of socialist, fascist, 
conservative, pacifist, or militarist societies at the 
teaching hospitals—however enthusiastic—need 
cause no apprehension. But their close affiliation 
with larger organisations has inherent dangers 
and may well arouse protest. It is hard to draw a 
line ; but the guiding principle, surely, is that our 
hospitals should be centres for personal discussion 
of any subject under the sun, but not for 
centralised party propaganda, whether of Left or 
Right. 


ANNOTATIONS 


CHEMICAL PROPHYLAXIS FOR POLIOMYELITIS 


Some two months ago we referred 1 to experiments 
made in the United States towards preventing the 
passage of poliomyelitis virus through the olfactory 
area of the nose to the brain by the local application of 
coagulating drugs, and especially to the work of 
Schultz and Peet and their colleagues.2 They 
recommended a solution containing 1 per cent. 
zinc sulphate, 0-6 per cent. sodium chloride, and 1 
per cent. of a local anssthetic called Pontocaine, 
and they emphasised that ordinary spraying was 
inefficient and that the olfactory area in man can only 
be reached bya long fine nozzle passed under inspection 
between the middle turbinal and the septum. When 
effectively applied a solution of zinc sulphate causes 
pain, coryza, and headache, unless it contains a local 
anesthetic, but the solution recommended does not 
seem to produce these effects, although it does cause 
anosmia for a few weeks. 

It is perhaps worth pointing out that this method 
of prophylaxis is still considered with reserve, both 
in the United States and in Australia, where there 
have been epidemics of the disease. An annotation 
in the Journal of the American Medical Association 
of July 24th says that the use of this technique 


in the human being has, been too variable and 


uncontrolled to permit even an approximate estimate 
of its value. 
tion, treatment should at present be conducted only 
in properly equipped centres and follow-up records 


1 Lancet, Jul 


24th, 1937, p. 203. 
®* Schultz, E. W. L. P. J. A 
-p.2 


Z, E. and Gebhardt, L. P. J. Amer. med. Ags. 


E. J. Ibid. 184 


In order to obtain adequate informa- ` 


should be kept of all patients. The hazard of using 
a long-tubed atomiser in the vicinity of the cribriform 
plate is mentioned, together with the possible risk of 
poisoning by the local anesthetic. In Australia, 
likewise, the Infantile Paralysis Committee of New 
South Wales? is of opinion that the general use of 
nasal spraying should not be advised until the results 
of further clinical trial are known, and Helms ‘ 
of Sydney remarks that the nasal mucous membrane 
possesses an innate destructive property which may 
be damaged by chemical antiseptics. He thinks 
that as the highest incidence of poliomyelitis recorded 
in any one year in New South Wales is 14-9 per 
100,000 of the population, it is hardly justifiable to 
recommend the general use of a prophylactic measure 
which may cause permanent damage to the nasal 
mucous membrane. 

A further trial of the method should certainly be 
made in a future epidemic, but only in one or more 
clinics where it is certain that the technique will 
be properly observed and the results carefully 
tabulated. Meanwhile Harmon is again questioning 
the evidence on which we base our belief that 
poliomyelitis in man is primarily a nasopharyngeal 
disease.’ 

X RAY KYMOGRAPHY 


ON another page of this issue will be found a 
review of two books on X ray kymography. So far 
as we can ascertain the method has not been used 
in this country, although it was one of the many 
possible developments of radiology in which the late 


3 Med. J. Aust. A t 21st, 1937, p. 327. 
“Helms, K., Ibid, p. 328. 
§ Harmon, P. H., J. Amer. med. Ass. Sept. 25th, 1937, p. 1061. 
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Robert Knox interested himself. After a long period 

of adolescence the method now appears to have 
reached maturity. The technique and purpose of 
kymography may be briefly set out thus. Between 
the patient and the film there is placed a sheet of 
heavy metal having a series of parallel slits about 
0-5 mm. wide, separated from one another by spaces 
of about 12 mm. During the exposure, the film moves 
uniformly at right angles to the slits through a dis- 
tance equal to the interval between the slits. A 
record is thus obtained of the movements of a number 
of points on the surface of the organ during the 
exposure. If for instance the heart is examined and 
the exposure time corresponds to three heart-beats, 
the outline of the heart shown on the film takes the 
form of a series of three waves of systole and diastole 
at each of several roughly equidistant points on the 
cardiac border. From this film the movement of the 
heart can by appropriate means be reproduced as in 
a cinematograph. Stumpf and his associates, not to 
mention others working independently, having 
explored its possibilities in all the viscera claim that 
the form and time-relationship of this movement 
provides valuable information which cannot be 
obtained by other means. The method is undoubtedly 
costly and its practice, we feel, can hardly be as easy 
as its protagonists make out. The interpretation of 
results evidently takes much time and requires con- 
siderable experience. Clearly the method must 
remain for some time to come beyond the scope. of 
routine hospital work. On the other hand, as Stumpf 
rightly points out, movement is life and any method 
which records movements deserves the fullest investi- 
gation. The question to decide is whether the supple- 
mentary information which kymography provides is 
sufficient to justify the expenditure of so much 
money and time. We hope that some radiological 
centre in this country having adequate means at 
its disposal will undertake a thorough and critical 
investigation of the method. 


IRON METABOLISM , 


THE transport and fate of iron in the body is 
little understood. Dr. R. A. McCance and Miss 
E. M. Widdowson? have lately studied the meta- 
bolism of various substances in a polycythsemic 
patient treated with acetylphenylhydrazine, and 
found that less than 0-5 per cent. of the total iron 
liberated by the destruction of red cells was excreted 
Moreover only 30 per cent. of the nitrogen, 5 per. 
cent. of the potassium, and 30 per cent. of the copper 
from the same source was recovered from the excreta. 
In explanation of these findings they suggest that 
the body is unable to excrete iron. ‘‘ There are,” 
they say,? “indications that in man and certain 
animals the bowel excretes practically no iron. If 
this is the case, the amount of iron in the body must 
be regulated by controlled absorption.” But the site 
of storage of liberated iron is not yet clear. 

The problem of the transport of iron has been 
attacked by Drs. Moore, Doan, and Arrowsmith ? in 
an investigation of the amounts of plasma iron and 
“ easily split off’? iron present in the blood under 
varying conditions. They conclude that iron is 
transported as plasma iron, since they have found the 
quantity of plasma iron to vary significantly and 
constantly under different conditions. The amount 
present in peripheral blood is influenced by, and is a 


R er i R. A., and Widdowson, E. M., Quart. J. Med. 
7, 6, . 

23 McCance and Widdowson, Lancet, Sept. 18th, 1937, 
. 3 Moore, C. V., Doan, C. A., and Arrowsmith, W. R., J. clin. 
Invest. 1937, 16, 627. 
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-measure of, (a) the amount of iron being absorbed 
from the gastro-intestinal tract, (b) the extent and 
adequacy of the iron reserves of the body, (c) the 
ability of the bone-marrow to utilise iron in the 
synthesis of hæmoglobin, (d) the rate of hæmoglobin 
synthesis, and (e) the extent of hemolysis taking 
place in the spleen and other tissues. In the iron- 
deficiency states plasma iron was uniformly low; in 
conditions of decreased red cell formation—e.g., 
hypoplastic anzmia and pernicious anemia in relapse— 
it tended to be high. When the marrow was unusually 
active, as after severe hemorrhage and in remissions 
of pernicious anemia, the plasma iron was low. 
In hemolytic states it was in equilibrium between the 
amounts of iron being added to the blood stream as 
a result of the hemolytic process and the amount 
being withdrawn by the active marrow. When this 
equilibrium was disturbed—by splenectomy, for 
instance in acholuric jaundice—the plasma iron fell 
as more hemoglobin was formed. After the adminis- 
tration of single large doses of iron by mouth the 
concentration of plasma iron was often found to 
increase to as much as ten times its basal value. 
In fact plasma iron behaved exactly as ‘“‘ transport ” 
iron might be expected to behave under various 
conditions. The “‘ easily split off ” iron, on the other 
hand, was relatively stable, suggesting that it is 
not concerned in transport; but its physiological 
function remains to be defined. It is evident that 
much else concerning iron metabolism remains 
indefinite ; but investigations such as those outlined 
here are adding to our knowledge. 


UNDULANT FEVER IN SWEDEN 


THe Lennander Lecture\—the subject of which 
must be some recent scientific problem—was delivered 
this year before the Swedish Medical Society by 
Dr. Gunnar Olin, whose choice of subject—the 
epidemiology and prophylaxis of undulant fever— 
was the more fitting as he has himself done much 
original work on this disease. Apparently undulant 
fever became notifiable in Sweden in 1928, the first 
case in that country having been demonstrated 
only about six months earlier. From 1929 to 1936 
inclusive, 1121 cases have been notified; the source of 
infection has invariably been Brucella abortus. During 
the period under review there has been a rise in the ' 
number of notifications every year, but the increase 
from 118 cases in 1929 to 211 cases in 1936 is partly 
due to the growing alertness of Swedish doctors in 
the diagnosis. Undulant fever has no special seasonal 
incidence in Sweden, but it shows a predilection for 
males, only 36:3 per cent. of a series of 771 cases 
affecting women. Dr. Olin holds that this sex difference 
cannot be wholly attributed to the fact that men are 
likely to handle cases of infectious abortion in cattle, 
for it applies also to infections traced to the consump- 
tion of milk. As for the age of victims, the incidence 
is as low as 0-9 per 100,000 under the age of 5, rising 
to 15-2 per 100,000 between the ages of 30 and 39. 
The comparative immunity enjoyed in early child- 
hood is the more striking because of the high consump- 
tion of milk at this age. Dr. Olin’s charts of the 
incidence of undulant fever and contagious abortion 
in Sweden provide a graphic reminder of their associa- 
Estimates of the frequency with which Swedish 
cattle are infected with Br. abortus vary widely ; 
some serological tests suggested that a third of all the 
herds are infected, whereas notifications implicate 
less than a half per cent. of them. Dr. Olin believes 
his estimate of infection of some 10 per cent. of the 


1 Hygiea, 1937, 99, 401. 
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country’s herds to be conservative. Confirmation 
of his contention that infection with Br. abortus 
must often run a latent or unrecognised course in 
human beings is found in skin tests conducted by 
him with an antigen prepared from the organism. 
Having invariably obtained a positive skin reaction 
to this antigen with five persons definitely known 
to have suffered from undulant fever, he proceeded 
to apply the test to 288 persons convalescent at the 


Stockholm Fever Hospital from various infectious - 


diseases such as scarlatina. While the number of 
positive reactors (21) was 7:3 per cent. of the number 
tested, town dwellers accounted for 5-2 per cent. 
(1l out of 211) and country dwellers for 13 per cent. 


. (10 out of 77)—which suggests that the facilities for in- 
fection of human beings with Br. abortus are greater in | 


the country. Thesusceptibility of laboratory workers 
to undulant fever is shown by the experiences at the 
Swedish State Bacteriological Laboratory in which 
seven cases have occurred. All the nine laboratory 
workers who had worked with Br. abortus for several 
years gave a positive skin reaction to a Br. abortus 
antigen, although their serological reactions were 
negative or doubtful. It seems from Dr. Olin’s 
observations that the skin test may prove to be 
definitely specific whether a previous infection has 
been latent or not. 


AT THE BEDSIDE 


WRITING on the medical progress of the past year 
Dr. Robert Hutchison 1 admits the advance of know- 
ledge but discerns a tendency to exaggerate the 
“gcientificness ” of medicine. This tendency, he 
says, has three dangers. First, it clutters up the 
medical curriculum with all sorts of ’ologies, most of 
which the student forgets as soon as hé has passed 
his examination ; secondly, it leads to undue respect 
for laboratory methods and reports as compared 
with clinical observation ; and thirdly, in Sir Auck- 
land Geddes’s words, ‘‘ many come to the sick-room 
thinking of themselves as men of science fighting 
disease and not as healers with a little knowledge 
helping nature to get a sick man well.” Thus Dr. 
Hutchison believes that the ultra-scientific outlook 
promotes a wrong attitude towards work at the bed- 
side. The psychologist will agree: much has been 
said of late (and rightly) about the importance of 
treating mind as well as body. But our contributor 
to “ Grains and Scruples ” last week touched a sore 
spot for psychologists and scientists alike when he 
said that adl too often the doctor of to-day has no 
message Worth ‘delivering: “having no beliefs of 
our own we have none to offer our patients.” In the 
long run the bedside manner is an expression of the 
practitioner’s personality, and for purposes of healing 
this should include courage as well as sympathy, 
faith as well as knowledge. Dr. I. G. Cameron, in 
his presidential address to the Malayan Medical 
Association,? referred (as Mr. Eason does on’p. 865) 
to Stevenson’s doctor bringing air and cheer into the 
sick-room, and spoke of the need to make the patient 
believe himself at the end of each visit “better 
already.” Dr. Cameron is even doubtful whether there 
is not some telepathic—should it not be telesthenic ? 
—communication between doctor and patient. ‘‘ We 
must remember,” he concludes, “that we use the 
power of faith as well as the science of medicine, and, 
to get our best results, we must instil into our patients, 
faith in ourselves, and hope in their speedy recovery.” 
Some may recall the recollections of Dr. R. McNair 


— 


1 Practitioner, October, 1937, p. 313. 
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Wilson, contributing to Grains and Scruples a few 


months ago: “I remember still, after nearly half a 


century, the sense of ineffable relief and comfort which 
I experienced at the sight of our family doctor when 
any member of the family was ill. He was a very small 
man with an uncompromisingly bald head. But there 
was a look in his eyes which was worth the contents of 
a dozen chemists’ shops.” This is only one of countless 
pictures of a good kind of bedside manner, and the 


subject has inspired artists as well as writers. Describ- 


ing once more Sir Luke Fildes’s painting, The Doctor, 
a contemporary è speaks of the patience, the keen- 
ness, the dependability and faithfulness it portrays. 
But the editor does not leave it at that. “It is 
unfortunate,” he continues mournfully, “ that modern 
copies of this famous picture fail to reproduce the 
original. The lighting from the window has been 
increased, and the doctor is subordinated to one of a 
group. The copies are appealing, but it is the por- 
trayal of the drama of the group that appeals, rather 
than that of the qualities of the physician.” 


. THE PATRON SAINTS OF PHARMACY 


THe twin brothers Cosmas and Damianus, who 
flourished in Asia Minor in the third century of the 


Christian era, were, according to Sir Humphry 


Rolleston, physicians more miraculous than any 
modern ones, and, moreover, were the first doctors 


to treat the sick gratuitously. These brothers are the 


patron saints of pharmacy, and Sir Humphry had 
much of interest to say about them when he delivered 
the inaugural address at the opening of the new 
session at the School of Pharmacy of the Pharma- 


ceutical Society at Bloomsbury-square on Oct. 6th. 


Speaking on the historical relations of pharmacy 
and physic he gave such precise details of the story 
of these medical twins, as, for instance, that they 
were both beheaded, on Sept. 27th in the year of our 
Lord 297, for some reason not stated, but possibly 
because they worked without fees, that it was not 
surprising to learn that there is some doubt whether 
Cosmas and Damianus ever actually existed. Their 
legend may have merely been a Christian version of 
that of the Dioscuri, the heavenly twins—Castor and 
Pollux, the sons of Jupiter. If pharmacy is after 
all bereft of.its patron saints, it has a father in Dios- 
corides, a surgeon in the Greek army who flourished 
about A.D. 50 and earned. his title because in the course 
of his campaigns he made a collection of 400 medi- 
cinal plants. Sir Humphry took his listeners through 
the ages, showing the difficulties with which their 
forbears had contended and sometimes overcome, 
and left the impression that the pharmacist of 
to-day is better off than his predecessors. 


THE VITAMIN CONTENT OF VARIOUS FOODS 


Many nations are now engaged in making surveys 
of the diets actually eaten in various income groups 
of their population. When this has been done the 
next step is to work out the composition of these 
diets in calories, proximate principles, minerals, and 
vitamins, in order to ascertain the amount of each 
consumed. For this purpose the composition of the 
foodstuffs making up the various diets must be 
accessible in tabular form. E. P. Daniel and H. E. 
Munsell,* nutrition chemists working in the bureau 


3 New Engl. J. Med. Sept. 16th, 1937, p. 494. 

4 A summary of the chemistry of vitamins, units of measure- 
ment, quantitative aspects in human nutrition, and occurrence 
in foods cellaneous Publication, U.S. ept. ic., 
No. 275. Washington, D.C Obtainable from the Superintendent 
of Documents, Washington, D.C. 1937. Pp. 176. 15 cents. 
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of home economics of the United States Department 


of Agriculture, have attempted to supply this need. 


as regards the vitamin content of foods. They have 
made an exhaustive search of the relevant literature 
and have set out the detailed results, with the refer- 
ences, in one large table for the vitamins A, B (B,), 
G (B,), C, and D. The main: conélusions are con- 
veniently summarised in a much shorter table. The 
values for the vitamins are expressed in international 


units, Sherman units, and American Drug Manufac- ° 


turers’ Association units. In an introductory section 
factors are given for converting the two last into the 
first ; but Daniel and Munsell explain that this is 
not a safe or desirable procedure, since it gives to 
values expressed in the variable biological units of 
animal response a definite and absolute value which 
they do not actually possess. Certainly this pamphlet 
is the fullest and best of the sort that we have seen 
and must have involved enormous labour. It seems 
almost ungrateful to suggest that it would have been 
better to tabulate only those foods of which the 
vitamin content has been estimated by a satisfactory 
method in international units, and thus to recognise 
that these values have a rank and reliability of an 
altogether different order from the rest. The data 
supplied would have been very much less in quantity, 
. but the method actually adopted carries a consider- 
able risk that the vitamin values for diets worked 
out on the basis of biological units may prove to be 
discrepant, and require much subsequent revision. 
The pamphlet also includes a table of the ascorbic 
acid content of foodstuffs worked out by chemical 
titration, and in the introduction guidance is given 
on the proper way to use international standards in 
making biological estimation of the vitamin content 
of foodstuffs. | | 


DEAF MOTORISTS 


THE question of the deaf motorist has lately been 
ventilated in the correspondence columns of the 
Times. Discussion began when the mayor of East- 
bourne was reported (August 17th) to have said that 
“in view of the number of fatal accidents there 
seemed a flaw in the law which allowed a man with 
such a disability to hold a licence *—the disability 
being that the man was stone-deaf. Thereupon Mr. 
Leslie Edwards, honorary secretary-treasurer of the 
British Deaf and Dumb Association, replied that his 
association has the names and records of a large 
number of stone-deaf motor drivers which would 
convince anyone that they are among the safest and 
most careful drivers on the roads, for the simple 
reason that they drive entirely by sight, and he 
claimed that their sense of sight is developed by 
necessity to an extraordinary degree of efficiency ; 
they are also free from the distraction caused by 
conversation among their passengers. How far this 
is true could only be proved or disproved by complete 
statistics, having regard to the proportion of stone- 
deaf drivers on the roads, and these would be very 
hard to obtain, but Mr. Edwards’s arguments are not 
unreasonable. He does not intend them to apply 
to persons who are only partially deaf and who may 
continue to rely on the remnant of hearing they still 
possess. It is strange, he thinks, that many insur- 
ance companies accept for motor risks such people 
with defective hearing, while they refuse to consider 
totally deaf applicants. This brings a reply from 
Mr. Frederick Williams, director of an insurance 
association, to the effect that the cost of claims 
against a stone-deaf motorist is higher because 
magistrates and juries do not believe him to be a 


DEAF MOTORISTS.—THE VENAL DOCTOR 


{[oor. 9, 1937 


perfectly safe and competent driver; hence under- 
writers, as business men, are compelled to raise the 
cost of his insurance. It would be interesting to 
know whether, as a fact, increased claims arè made 
and sustained against stone-deaf drivers when involved 
in an accident, and whether enough claims have been 
made in these circumstances to provide material for 
a decision. ' 


THE VENAL DOCTOR 


In their hilarious tale of “The Wrong Box” 
Stevenson and Lloyd Osbourne placed in the mouth 
of Morris Finsbury a cheerful denigration of medical 
integrity. Venal doctors, said Morris, were as common 
as blackberries; you could pick ’em up for three 
pound ten a head. In the same vein of badinage 
Mr. A. Smith, a Barnsley solicitor engaged in defend- 
ing a motorist on a charge of driving while under the 
influence of drink, has exposed afresh the fallibility 
of the doctor in the witness-box. It would be a 
wicked day for England, said Mr. Smith, if, on the 
unsupported evidence of a doctor, however well 
qualified, a man’s defence were taken completely 
away from him. “I say fearlessly,” continued Mr. 
Smith, “that, as a class, especially when they come 
into the witness-box, there are no more unreliable 
people than professional medical men.” “We all 
suffer from it,” he added. “Six medical practi- 
tioners in this town found carbon monoxide poison 
eight days after a man’s death ; yet the most learned 
authority in the country came to Barnsley and said 
that, after a body had been saturated in carbon 
monoxide, there could be no trace of it six hours 
afterwards.” The magistrates, it seems, although 
the carbon monoxide had been drawn across the 
trail, were unimpressed by Mr. Smith’s fearless out- 
burst. They even registered disagreement with his 
remarks. The medical practitioners of Barnsley 
also, taking Mr. Smith almost too seriously, rallied 
to repel this new attack upon the citadel and passed 
a resolution of regret that a member of the legal 
profession should abuse his position as an advocate 
by making for, his own purposes a general charge 
against the medical profession on an occasion and 
in a place where a reply was impossible. There the 
matter rests; yet Mr. Smith should have credit for 
his fearlessness. When defending a client, a solicitor 
must say something. If he has nothing very sensible 
to say, he must fall back on something less sensible. 
Most doctors would sooner go anywhere than into 
a court of law. If Mr. Smith’s words induce his 
fellow-solicitors never again to ask a doctor to enter 
the witness-box, his revelation will not have been in 
vain. 


RHEUMATISM RESEARCH CENTRES 


A RESEARCH laboratory and special ward for 
investigating the causes of rheumatism are to be set 
up at the Hospital of St. John and St. Elizabeth, 
London, the foundation-stone being laid on Nov. 10th 
by the Minister of Health. This was announced by 
Lord Horder, chairman of the British Empire Rheu- 
matism Council, in a statement to its members after 
its first year’s work. The British Red Cross out- . 
patient clinic in Peto-place will codperate with these 
research departments and another to be established. 
at the St. John Clinic, Pimlico. A gift of £13,000 
made by Mr. Alexander Maclean will be at the disposal 
of the workers for seven years. In Aberdeen the 
formation of a similar centre has been considered 
since last November when Prof. Stanley Davidson 
proposed that the city should take the lead in Scot- 
land. His suggestions were later supported at a 
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branch meeting of the British Medical Association, 
when Dr. W. S. C. Copeman, out-lined the essentials 
for an effective unit. A report by Dr. H. J. Rae, 
medical officer of health for Aberdeen, recom- 
mending the provision of facilities for diagnosis and 


early treatment was considered on Sept. 8th by the. 


public health committee, who decided that a separate 
clinic was at present impracticable but suggested 
that special baths with contrast sprays and paraffin- 
wax, peat, and mudpack baths should be incor- 
porated in the new uptown baths. The town council, 
however, decided on Sept. 21st to consider further the 
establishment of a clinic and to proceed at once with 
part of the scheme. 


CHINA 


OUR correspondence columns contain an appeal for 
medical aid for China—an appeal that will bring 
instant response. Newspaper reports state that in 
order of urgency the supplies needed are chloroform, 
ether, iodine, local anesthetics, catgut, cotton-wool, 
and gauze; but there is already a shortage of all 
kinds of medical equipment. Among the first gifts 
received is a ton of chloroform, with 100 gross of 


bandages and a quantity of iodine—all from a single. 


donor anxious to help the work of missionaries of 
the Presbyterian Church of England. But apart 
from the wounded, both military and civil, there are 
refugees in their hundreds of thousands ; and as we 
have lately pointed out, their plight carries a threat 
of epidemics as well as destitution. Last week Lord 
Cranborne, as British representative at Geneva, pro- 
posed that the League should vote a substantial sum 
for the prevention and cure of plague, typhoid, and 
cholera ; expenditure of £100,000 has already been 
authorised, and though details are not yet available 
it is clear that the Health Organisation is going to 


send substantial help, both in material and personnel. 


The League has for many years provided medical 
advisers for the Chinese Government, and it will no 
doubt prove possible to expand the health depart- 
ment to which Dr. Borgi¢ is at present attached. 
The task of caring for refugees—and perhaps feeding 
them—would require action on a larger scale 


“Q FEVER” 


THAT the ‘ coastal fever ” of Queensland is a com- 
posite disease has been evident for many years, and 
a number of definite clinical entities have gradually 
been separated from the rest. Derrick t of Brisbane 
has now succeeded in differentiating one’ which he 
has termed ‘“‘Q fever” and which appears to be a 
new disease. His attention was first drawn to it by 
20 cases of obscure pyrexia among meat-workers 
between 1933 and 1935, in whom blood cultures and 
agglutination tests failed to establish a diagnosis. 
He was later able to investigate in detail 9 similar 
cases in men aged 17-55, of whom 5 were meat- 
workers, 2 dairy farmers, and 2 labourers. The 
epidemiology was obscure, for there was no obvious 
relation between the cases. It is probable that some 
blood-sucking vector is responsible for its natural 
transference, and that there is a reservoir of infection 
in some animal, though this has not yet been 
identified. After an incubation period of 15 days or 
less the onset of the disease was acute, with malaise, 


anorexia, shivers or an actual rigor, severe headache, 


pains in the back and limbs, and rapid rise of tempera- 
ture to 102°-104° F. In 4 patients the fever ran a 
short course, subsiding rapidly in 6-9 days; in 
4others gradually in 14-21 days, though in one case 


2 Derrick, E. H., Med. J. Aust. 1937, 8, 281. 


CHINA.—‘‘ Q FEVER ” 


e 


[oor. 9, 1937 863 


evening pyrexia was still present in the 9th week. 
Daily remissions were usual and the pulse-rate 
remained relatively low. Violent headache was the 
outstanding symptom throughout, and the more 
severe cases became drowsy and stuporose and 
entered a definite typhoid state before recovering. 
Two men showed a few indefinite red spots on their 
abdomens and one a punctate rash. Conjunctival 
congestion with photophobia occurred at the onset in 
2 cases, and 3 of the 4 whose blood was examined 
showed a moderate lymphocytosis and one a mild 
anzmia. The most severe case became jaundiced on 
the 13th day and remained so until the 30th, 
resembling a case of Weil’s disease except for the 
absence of leptospira. The spleen was not palpable 
in any of these patients, although it had been so in 
5 of the 20 earlier cases and was invariably enlarged 
in experimentally infected guinea-pigs and mice. 
Constipation was usual, and occasionally there was 
vomiting, abdominal distension, cough, and epistaxis. 

Clinically, therefore, Q fever resembles influenza, 
typhoid and paratyphoid fevers, typhus, and lepto- 
spirosis. The diagnosis is suggested by mild or 
absent respiratory symptoms, with no diarrhea or 
typical rash and with negative Weil Felix and other 
specific reactions. It was found that guinea-pigs 
could easily be infected with the disease by inoculating 
them with blood or urine from a human case, or with 
blood or organ emulsion from another infected 
laboratory animal. In these the incubation period 
averaged 10 days, and the febrile stage 4-6 days, 
without any very definite symptoms. It was found | 
that ‘in guinea-pigs an attack conferred immunity for 
at least six months, and this fact was made the basis 
of a diagnostic test. On inoculating the blood or 
urine of each of the nine patients into a guinea-pig, 
there was a characteristic febrile reaction, which was 
absent in immune animals. The results were always 
positive when made with blood in the febrile period, 
but the urine only in the later stages. The practical 
value of the test is limited by its taking 2-4 weeks 
to carry out. It has been found possible to main- 
tain the virus by passage in guinea-pigs for a year 
without apparent effect upon its virulence, and to 
preserve it in a refrigerator for a month or more. 
Burnet and Freeman,? working with virus from 
Derrick’s cases, have been able to show that in all 
probability ‘it is a rickettsia body. Those found in 
sections and smears from the livers and spleens of 
infected mice varied from well-marked rods about 
10u by 0-3 u to coccoid forms indistinguishable from 
those seen in psittacosis ; the morphology was charac- 
teristic—closely packed intracellular microcolonies with 
sharply circumscribed oval or circular outlines. The 
specificity of this organism was supported by the fact 
that serum taken from a Q fever patient on his 
12th and 20th days showed an increase in agglutina- 
tion titre for rickettsial emulsion from 1 in 4 to 1 in 200 
during this period. On the other hand, convalescent 
sera from guinea-pigs and a monkey gave no agglutina- 
tion of Bacterium proteus X19 or XK, which suggests 
that the rickettsiz are distinct from those known to 
be pathogenic in man. , 

There is clearly a close resemblance between 
Q fever and typhus. The course of the fever in 
human beings and the febrile and immunological 
responses of guinea-pigs are generally similar, and 
the presence of rickettsia bodies is common to both, 
Guinea-pigs, however, appear to be very much more 
susceptible to Q fever than to typhus, and they do 
not show any scrotal reaction when infected with the 


2? Burnet, F. M., and Freeman, M., Ibid, p. 299. 
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former. The main differences lie in the absence in 
Q fever of a positive Weil-Felix reaction and of a 
typical rash, and in the very characteristic morphology 
of the rickettsia bodies. | 


SMOKELESS ZONES 


As a first experiment in making the use of smoke- 
less fuel in towns compulsory, even in the non- 
industrial districts, Mr. Charles Gandy, chairman of 
the National Smoke Abatement Society, proposed at 
the annual conference that there should be a con- 
centrated effort to obtain zones where the emission of 
smoke would be a statutory offence. The central 
areas of a city would be the most suitable because 
the modern offices and flats there, while contributing 
nothing to the nuisance themselves, would speedily 
protest against careless neighbours. These parts also 
could better afford the additional expense of the 
restrictions—small though they are when compared 
with the high rates and rents—and the older type of 
house is rapidly disappearing under slum-clearance 
schemes. The replanning of such an area should 
include parks and gardens, which would be much 
more likely to thrive if freed from the present heavy 
palls of soot. To the objections that soot need not 
settle near its source and that compulsion is always 
unpopular Mr. Gandy replied that the heavier and 
thus more damaging smoke tends to have a limited 


range in all but stormy weather and that some- 


interference with liberty is essential in all town 
planning ; the householder is free, he said in effect, 
to use what fuel and fire he chooses, only so long as 
he keeps the products of combustion to his own 
property. Smoke abatement propaganda has been 
broadcast long enough for public opinion to have 
become apathetic, and it needs a renewed and 
vigorous lead. The increase in light and cleanliness in 
the smokeless zones might well provoke neighbouring 
unregenerate districts to emulation. 


COUNTY HOMES FOR CANCER 


AN appeal is being made to Yorkshiremen to 
provide funds to establish a home for cancer patients 
in their county, which is described as having “ the 
third highest aggregate deaths from cancer in 
England and Wales.” The appeal, which is made by 
County Homes for Cancer (19, Berkeley-street, 
London, W.1), had an initial success in securing the 
gift of £1000 from Mrs. Shaw, of Huby, who has been 
impressed by the need. The Leeds Mercury quotes 
her as saying : ; 


“ There is nowhere at present where cancer patients 
can be kept any length of time. They are, perhaps neces- 
sarily, soon sent back to their homes. In our own cottage 
hospital we could not take cancer patients, for other 
patients objected. There seemed nowhere for them to go. 

“We do not in any way wish to interfere with existing 
schemes, Our hope is to try out the idea in a small home 
which would not attempt to cater for the whole of York- 
shire. If it works, and makes even a small contribution 
to the attack on the disease, it would be well worth while.” 


The scheme has nevertheless found its critics. At a 


public meeting in York at which the Earl of Fevers- 
ham presided, Mr. H. Collinson, F.R.C.8., chairman of 
the radium committee of Leeds General Infirmary, 
said he felt that money could be more usefully spent 
on the provision of beds associated with centres 
where the treatment of cancer was already being 
carried out; for scientific treatment requires labora- 
tories, a trained staff, and other adjuncts. In a 
letter to the Yorkshire Post of Sept. 23rd he expressed. 
doubt whether it would be possible for the proposed 
home to fulfil its undertaking to provide “ every treat- 
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ment of promise known to the present day Art of 
Healing,” and mentioned that the initial cost of 
X ray apparatus and radium at present in use at the 
Leeds General Infirmary was about £40,000, and that 
£3000 a year is spent on its use. To this Miss E. 
Maule, secretary of the movement, replied (according 
to the Yorkshire Evening News) that “radium is at 
the present a rather untried proposition and. a very 
questionable busmess. Regarding Mr. Collinson’s 
statement that our aims will entail huge expense, : 
I can say that the places we intend to establish in 
Yorkshire will not cost more than £3000 for the 
buildings alone. Proper facilities such as air control 
and sanitation would “be of the very latest. Let 
me say this,” she added,. “ that a handful of patients 
we have already treated with injections have shown 
absolutely successful results.” | 

The humanitarian objects of County Homes for 
Cancer have attracted an impressive group of 
supporters, and the organisation is under the presi- 
dency of Lord Rennell of Rodd. The medical vice- 
presidents are Dr. E. G. Annis, Sir Bruce Bruce- 
Porter, Dr. Elizabeth Sloan Chesser, and Dr. I. V. 
Rees Roberts. For the past few years Dr. Annis has 
been engaged in cancer work as hon. medical officer 
of the Cancer Control Clinics, which are associated 
with the Lord Wakefield Cancer Diagnosis and 
Research Laboratories at Worthing. Treatment with 
“ injections ” is used at these clinics, but satisfactory 
evidence of its value has not yet been presented. 


WE regret to announce the death on Oct. 6th of 
Sir John Thomson-Walker, consulting urologist to 
King’s College Hospital. 


WE also have to announce the death in Belfast on 


' Oct. 4th of Dr. William St. Clair Symmers, who 


occupied the Musgrave chair of pathology in Queen’s 
University from 1904 to 1930, and was earlier in his 
life professor of bacteriology and pathology at the 
Cairo school of medicine in Cairo. 


THE Minister of Health has appointed Mr. E. 
Clement Davies, K.C., and Dr. F. J. H. Coutts to a 
committee to inquire into the arrangements for the 
prevention, treatment, and after-care of tuberculosis 
in Wales. Mr. D. J. Wildgoose of the Ministry of 
Health will be secretary of the committee and Mr. 
Davies its chairman. The committee is specially 
being asked whether the scheme for the third grant 
period made under the Act of 1929 should be amended 
in view of its high cost. 


At a children’s party at the Mansion House Queen 
Mary received purses amounting to about £58,000 on 
behalf of the Hospital for Sick Children, Great 
Ormond-street. A cheque for £50,000 for the hospital 
was afterwards handed to her by the Lord Mayor 
from Lord Nuffield. It has been also announced that. 
Lord Nuffield has given £15,000 to the Princess 
Elizabeth Orthopedic Hospital, Exeter, for extension 
and research work, and he has offered a further 
£10,000 to the hospital upon certain conditions. 


ArT a special meeting of the council of the British 
Medical Association held on Sept. 22nd proposals 
were considered for organising public opinion on 
behalf of the Association and more generally for 
improving the relations of the public with the medical 
profession. It was decided to have a public relations 
officer, and Mr. A. W. Haslett, lately science corre- 
spondent of the Morning Post, has now been appointed. 
A campaign of propaganda is to be initiated and the 
first of a series of press announcements has already 
appeared on the instruction of the Association. 
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OPENING OF THE MEDICAL SCHOOLS 


DURING the past week four of the London medical 
schools have begun their new year with an inaugural 
address delivered by a visitor. Below we publish 
extracts from what was said to the students by 
Mr. Eason at the Royal Free, by Dr. Halliday at 
St. George’s, by Sir Seymour Hicks at Westminster, 
and by Sir Alfred Webb-Johnson at King’s College 
Hospital. 


TEMPTATIONS AND PRIVILEGES OF 
MEDICINE 
By H. L. Eason, C.B., C.M.G., M.S., F.R.C.S. 


PRINCIPAL OF THE UNIVERSITY OF LONDON 


You are going to join an honourable and trusted 
profession, but one that has many temptations and 
few privileges. Keep therefore always before your 
minds an ideal of conduct and a lively care for the 
integrity of your professional life. I should urge 
you that all through your career you should keep in 
mind that noble preface to Robert Louis Stevenson’s 
volume of poems called ‘‘ Underwoods ” :— 


There are men and classes of men that stand above 
the common herd : the soldier, the sailor and the shepherd 
not infrequently; the artist rarely; rarelier still, the 
clergyman ; the physician almost as a rule. He is the 
flower (such as it is) of our civilisation; and when that 
stage of man is done with, and only remembered to be 
marvelled at in history, he will be thought to have shared 
as little as any in the defects of the period, and most 
notably exhibited the virtues of the race. Generosity he 


has, such as is possible to those who practise an art, never ' 


to those who drive a trade ; discretion, tested by a hundred 
secrets; tact, tried in a thousand embarrassments ; 
and what are more important, Heraclean cheerfulness and 
courage. So it is that he brings air and cheer into the 
sickroom, and often enough, though not so often as he 
wishes, brings healing. 

Of the great majority of the medical profession 
I am convinced from years of experience that these 
words are true. But in medicine, as in all other 
professions, there is a small minority with no prin- 
ciples, who by their actions bring discredit on their 
professions out of all proportion to their number and 
lead the public to think that they represent the 
common code of honour among us. 

In a recent novel which has sold by the hundred 
thousand, such a group of, happily fictitious, practi- 
tioners in the West End have been pilloried, and what 
has been written about them in a portion of that 
novel has overshadowed in the public notice the finer 
side of the profession which is displayed in the greater 
part of the book. I personally think the medical 
profession and the public owe a debt of gratitude to 
the author of that novel for having disclosed to the 
public how the science and art of medicine may be 
and is on occasion prostituted for gain. 

In medicine as in every other profession the tempta- 
tion is money. I have always felt thot if the question 
of payment could be left out of our practice we should 
all be in a happier and more independent position: 
I personally have throughout my professional career 
been more at ease in my hospital out-patient depart- 
ment, where money payments do not come into the 
picture, than I have been in private practice. It is 


quite true that the labourer is worthy of his hire, . 


and surely the man or woman who by skill and care 
saves life or relieves suffering is entitled to the reward 


- few words on that difficult subject. 


of his skill. But to those doctors whose moral fibre 
is not of the strongest, the temptation to make 
money warps their conscience. To get rich quickly 
and to make easy money out of the fear and appre- 
hension of your patients is the most insidious tempta- 
tion that you will have to meet. To keep the narrow 
path between undercharging and undercutting on 
the one hand and, on the other hand, bleeding’ by 
excessive fees those who are in terror or in pain is 
no easy matter. 

Another problem in medicine is specialisation with 
its advantages and disadvantages. The good general 
practitioner has the widest outlook and the least 
prejudice. Seeing his patients year in, year out, 
their father confessor in many matters other than 
those purely professional, he realises that he is dealing 
with human beings and not merely with cases; he 
sees disease in its earliest stages and he also sees the 
progress of his patients through the hands of specialists 
and consultants, and can, better than anyone, keep 
an unbiased outlook on false claims and true, between 
successful and unsuccessful treatment, and between 
professional -honesty and dishonesty. The patient 


who has an honest general practitioner and who 


trusts him is the most fortunate of all and is the best 
served. But as he cannot be expert in all branches 
of medicine and surgery, the public demands the 
services of specialists and specialists there must be. 
Specialisation “has its advantages from the point of 
view of expert technique and special experience, but 
it has its dangers in the shape of a narrowed outlook. 
Unless a specialist keeps his mind well open to the 
broader aspects of medicine and surgery, he will 
inevitably tend to look at all disease from the point 
of view of his own specialty. More than all others ` 
the specialist in a particular method of treatment 
needs to be honest with himself and sceptical of his 
own treatment. Unless he is, he tends to think his 
particular method of treatment the panacea for all 
ills and inevitably approaches the mental attitude of 
the quack. 

And the mention of quackery leads me on to say a 
The public has 
always a great belief in the unqualified practitioner, 
and in medicine as in sport prefers the amateur to the 
professional. The unqualified practitioner is usually 
endowed with unlimited self-assurance, with an 
enthusiasm untrammelled by a scientific training, and 
with the personality of a hypnotist. He is free to 
advertise, and his failures seldom come to light owing 
to the natural hesitation on the part of the patient 
to disclose that he has consulted one with disastrous 
results. It has been truly said that the public judges 
the doctor only by his failures and the unqualified 
practitioner only by his successes. 

It is noteworthy that the unqualified practitioner 
gets his living principally from two classes of society, 
the highest and the lowest. The idle and ignorant 
rich frequent the osteopath, the chiropractor, and 
other miracle mongers, and the ignorant poor patronise 
the herbalist. In between them the solid business 
and professional classes trust their doctor as they 
trust their lawyer, their stockbroker, or their other 
professional advisers. 

It is true that from time to time unqualified persons 
evolve methods of treatment that are subsequently 
taken up by the medical profession, but these, so 
to speak, unofficial discoveries are not peculiar to the 
profession of medicine. The amateur has often made 
discoveries in other branches of science and knowledge, 


866 THE LANCET] 


discoveries not foreseen by the trained scientist, but 
this fact is not necessarily derogatory to the profession. 
May I, however, advise you that throughout your 
professional career you should keep your eyes and 
ears and especially your mind open to any new 
trend of thought or method of treatment, however 
unorthodox its source. Try it out fairly and, if, 
after due inquiry, you find it sound, make use of it. 

And this consideration leads me on to the question 
of the association of qualified and unqualified practi- 
tioners in medicine, in relation to which the body 
to which I have the honour to belong—viz., the 
General Medical Council—comes in for many ‘hard 
knocks from a portion of the lay press. May I remind 
you that the General Medical Council (habitually 
confused by the press and the public with the British 
Medical Association) was established for the protec- 
tion of the public and not for the protection of the 
profession of medicine. As you know, anyone can 
practise medicine or surgery. Under the provisions 
of the Dentists and the Midwives Acts it is illegal 
for any unregistered person to practise dentistry or 
midwifery, but there is no such embargo on the prac- 
tice of medicine or surgery. The function of the 
General Medical Council is set out in*the preamble to 
the Medical Act of 1854, one of the shortest preambles 
to any Act of Parliament :— 

Whereas it is expedient that persons requiring medical 
aid should be enabled to distinguish qualified from 
unqualified practitioners. ... | 
This is the function and duty of the General Medical 
Council. In the performance of that duty it follows, 
and it is laid down in the Act, that the Council shall 
take all necessary steps to ensure that all registered 
practitioners receive an adequate scientific and 
professional training, and that no person shall be 
/ permitted to remain on the Medical Register who is 
a discredit to his profession or a danger to the public. 
Now it is quite clear that if a registered practitioner 
assists or covers an unqualified practitioner in the 
treatment of a patient he is defeating the purpose of 
the Act, and it is for this reason that the General 
Medical Council has taken disciplinary action in cases 
where a registered practitioner has so assisted or 
covered an unregistered practitioner. 


But there is no reason why a registered practitioner 


should not call in an unqualified person to undertake 
such treatment under his direction as the practitioner 
may think fit in the interest of the patient. Registered 
medical practitioners are constantly calling in lay 
persons such as masseurs, electrical practitioners, 
- and others to give treatment to their patients. There 
is no reason why they should not callin any unqualified 
person to assist them. But the patient must be under 
the care and responsibility of the medical practi- 
tioner and the treatment so given must be given 
under his direction ; he must not, however, assist the 
unqualified practitioner in the treatment of his patients. 

The disciplinary duties of the General Medical 
Council which together with the verdicts are often 
the subject of much criticism are laid down in the 
same Act, from which you will see that the Council 
can only pronounce one verdict, guilty or not guilty, 
of infamous conduct in a professional sense; and 
can only pass one sentence—viz., erasure from the 
Medical Register. The definition of what constitutes 
infamous conduct in a professional sense has been 
laid down, not by the Council itself but by the Court 
of Appeal. In the case of Allinson v. the General 
Medical Council, Lord Esher, the Master of the Rolls, 
defined infamous conduct in the following terms :— 

“ If a medical man, in the pursuit of his profession, has 
done something with regard to it which will reasonably 
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be regarded as disgraceful or dishonourable by his profes- 
sional brethren of good repute and competency,,then it 
is open to the General Medical Council, if that be shown, 
to say that he has been guilty of infamous conduct in- a 
professional sense.” 

It is with this legal definition before them that the 
Council decides on all cases. 

For the guidance of the doctor the Council 
issues to all practitioners a warning notice setting out 
various practices which may bring a practitioner 
before the Council. I should advise you all to read 
their warning notices very carefully, and to remember 
that they are not exhaustive but are merely drafted 
from the experience of actual cases brought before 
the Council. The warning notices prescribe rules of 
conduct which are not peculiar to the practice of 
medicine but are common to all the learned and self- 
respecting professions. Advertisement, self-adula- 
tion in the public press, canvassing and other practices 
are not permitted in the profession of medicine; and 
if you feel that you cannot be bound by such restric- 
tions you should choose some other profession. 

To my mind there is no sadder sight than 
the scene in the General Medical Council when 
a practitioner. is struck off the register and 
expelled from an honourable profession ; and sad as 
this may be in the case of a man, it is a far sadder 
sight when a woman is removed from the register. 
One’s instinctive feeling is that women’s ideals in 
these matters are higher than men’s. As far as I 
remember only two women have been struck off the 
register in recent years,‘ and both of these were 
removed subsequent to their conviction in a criminal 
court for the performance of illegal operations. 
Whatever your personal opinion may be as to the 
propriety or impropriety of operations for abortion, 


‘ remember that according to the law of England it is 


a felony ; and the Council has practically no option 
but to remove from the register a person convicted 


of a felony. 
* * * 


From the general tenour of what I have said hitherto 
you will see that the advantages, other than the 


honour, of belonging to the profession of medicine 


are few and the restrictions many. If you feel that 
your moral fibre is not equal to that strain, give up 
medicine. 

Finally, never become callous but always remember 
that you are dealing with patients who are in suffering 
or mortal fear and with relatives who are often in a 
state of acute anxiety and distress.. 

In your life-long struggle with death you will want 
all your energy, all your knowledge, all your womanly 
sympathy and understanding. 


WHAT SHOULD THE DOCTOR BE 
TAUGHT ? 


By W. R. Harripary, LL.D. : 
PRINCIPAL OF KING’S COLLEGE, LONDON 


Ir there is room in the world for all sorts of patients, 
there is also room in the profession for different sorts 
Can one think, for instance, of two more 
different men in the higher walks of medicine than 
William and John Hunter ? William, the fashionable 
accoucheur, an eloquent orator and a social success ; 
John, incomparably the greater original genius, 
difficult, rather farouche, and tongue-tied to such an 
extent that before giving his lectures he required to 
fortify himself with a draught of laudanum. 
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Further, we must agree with Aristotle that there 
are other qualities than those which can be tested in 
the examination hall which are necessary to the 
application of medical knowledge, and it is common 
experience that in some branches of the profession 
one who has been by no means a brilliant student may 
prove to be a better practitioner than his fellow who 
has been more successful in academic tests. I 
mention this because I can’t help thinking that we 
academic people are sometimes liable to forget it and 
to confuse in our minds the minimum standard of 
knowledge required for a licence to practise (as a 
prospective patient I can assure you I am not anxious 
to see that standard unduly lowered) and, what is 
quite different, a hall-mark of scientific proficiency and 
promise. ‘There is work for general practitioners as 


. well as specialists. 


And that brings me to the vexed question of what 
doctors should be taught. The amount of literature 
which I have had to read in the form of reports on 
the medical curriculum during the past few years is 
itself evidence of how acute the difficulty is. I am 
not, of course, qualified to express any opinion on 
technical matters, but the problem is one which 
arises from conditions which are common to the 
arts and sciences to-day. The fact is that in all fields 
of study specialist knowledge has advanced so rapidly 
in diverging directions that there is increasing pressure 
to cram more and more subjects into the curriculum. 
There are only twenty-four hours in the day anda 
quart of milk cannot be got into a pint pot. But 
these specialist enthusiasts are terribly single-minded 
fellows. As long ago as the eighteen thirties Peter 
Latham wrote: “ Many a great chemist, a great 
botanist or a great master of analysis, may be found 
to contend that what he has to teach is indispensable 
to the medical student; that the principles of his 
science are at the root of all rational practice. But 
beware of great authorities. They have a tyrannous 
way with them.” 


In those days the specialties of the clinical period 
of study had not developed their modern complexity 
and multiplicity.. Then, of course, it was not unusual 
for a doctor to have taken his degrees in the humanities 
before he came to the study of medicine, and this 
kind of education produced a very fine type. It 
gave a good training to the mind before the profes- 
sional studies were begun and it also, I think, 
produced a type which was especially qualified to 
keep the medical profession in intimate touch with 
the world of laymen. But whether we deplore it 
or not, that kind of medical education has gone for 
good. ‘* Life is short and the art is long.” The art 
is growing longer and longer and we live, I speak 
here with the feeling of a parent, in less easy economic 
circumstance. p9 

The basis of the modern medical education is now 
scientific. You . must start with the elementary 
zoology, botany, physics, and chemistry. The theory, 
of course, is that the doctor to be is to get an idea 
of the principles of these sciences. I don’t suppose 
that anyone is so optimistic as to suppose that passing 
an examination at the Intermediate or Higher 
School Certificate standard in these subjects qualifies 
anyone to be much of a scientist. As a result there 
is one sehool of thought which is working in the 
direction of teaching these subjects as chemistry, 
botany, zoology, and physics specially adapted to the 
brains and requirements of medical students. That 
I venture to think is wrong and I should like these 
elements of science to be kept quite disinterested. 
I think it important that the future medico should 
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get a glimmering of what these sciences are about 
irrespective of the art of healing, and it is very 
important if he is later going to be a specialist in 
certain lines that he should have sufficient general 
grounding to be able to resume and to carry further- 
his studies in the relevant science. I cannot help 
suspecting, for example, that the therapeutic use of 
radium would have made a progress more rapid and 
in a much more certain direction had there been a 
larger sufficiency of experimenters who had or had been 
in a position to gain a real knowledge of physics. 
Anatomy and physiology present no problem, for 
quite obviously any doctor must be adequately 
equipped with them. And then you come to the 
3rd M.B. and the multiplication of specialties and, 
may I add, the complexity and manifold character 
of modern mechanical inventions. Is the prospective 
general practitioner to be expected to master every 
possible method of treatment in the time? That is 
the problem which sooner or later has got to be faced ; 
for as medical science advances and the specialists 


. add to our knowledge, the subjects will multiply still 


further. The course, like the art, is already long, and 
to add another year to the medical curriculum is 
surely not a practical proposition. On the other hand, 
to try to teach too many subjects in a given time is 
to have them all imperfectly mastered. It is not 
really a good plan to set up a standard which involves 
knowing less and less about more and more. Luckily 
for me, I am absolved by my ignorance from giving 
specific advice, but I am sure that some at least of 
this audience will consider with sympathy the view 
that there is a real danger of the medical curriculum 
for the ordinary student becoming overloaded. 


It may perhaps occur to some of you that I have 
been speaking as though the sole object of a hospital 
medical school was to turn out general practitioners. 
Of course that is not the case and, in fact, a medical 
school in which the advance of specialist knowledge 
is not being steadfastly and enthusiastically pursued 
will not be likely even to turn out good general 
practitioners. For though he may not be himself a 
researcher, every doctor nowadays must know what 
research is about, and indeed the indirect and 
impalpable stimulus of living in the atmosphere of a 
school in which knowledge is being advanced is a far 
more potent educational influence on the ordinary 
man than is often realised. In this connexion I do 
hope that in your new. plans the medical school will 
receive a generous share of space and laboratory 
equipment, Itis common knowledge that benefactors’ 
hearts are more easily touched and their purses more 
readily unlocked for general hospital purposes than 
for medical education. And yet surely to turn out 
good doctors and to advance medical knowledge in 
the long run does just as much to relieve human 
suffering as the maintenance of the wards. As 
a member of the university court I had the pleasure 
of visiting your present premises not long ago and so 
I know something of the difficulties which now hamper 
the scientific work of the school. I profoundly hope 
that your rebuilding scheme will enable you to give 
medical research in this ancient and famous home 
of medical learning the fair chance of adequate 
equipment, ' 

It only remains for me to say what pleasure it has 
given me as principal of King’s to be here this after- 
noon. I hope very much that the close friendship and 
coöperation which happily prevails between the 
College and the four hospital medical schools with 
which it is associated, will grow yet stronger in the 
future. Both amity and policy commend such a 
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development. Policy because if we can learn to 
speak with a single voice, our group constitutes 
the largest medical school in London and should 
exert a proportionate influence. | 


THE DOCTOR THROUGH THE PATIENT'S 
EYES ? 


By Sm Seymour HICKS 


In the year 1878 I sat in Sir William Jenner’s 
room and heard that great man inform my parents 
that my sister was blind and would never see again ; 
and during the fifty years and more which have passed 
‘since it has been my privilege and honour to have the 
friendship of distinguished people like Sir Frederick 
Treves, Sir John Bland-Sutton, and many others, 
who have been very good to me. Therefore my days 
may be said to span from Jenner to Westminster, 
and so I am not such a stranger among you after all. 
In the years to come I- hope you, too, will honour 
me with your friendship. 

I have had many pleasant illnesses myself, but 
I will not go into them now except to say that I did 
have appendicitis thirty-nine years ago, when it was 
on the danger-list. The operation took 2 hours 
20 minutes then. They gave me nothing to drink 
for five days, and I bribed the nurse.to let me have 
a little water on the third day. She said “If you 
will give me your word of honour not to drink it,” 
and I said “ Yes.” I did not drink it; it would 
have been difficult to do so. Next morning when 
I woke up I saw the flags at half-mast, and I said 
“What is the matter? I am alive,” and I was told 
“ Queen Victoria died: last night.” 

During the war I was in France and had double 
pneumonia and was unconscious nine days. Coming 
back on the hospital ship, on the sixth day a marine 
came and said “Are you all right?” and added 
“ A torpedo has just missed us by three yards,” and 
then I went off for three days more. Arriving at 
hospital, the nurse said to me “I am sorry to tell 
you Lord So-and-So is dead in the next room.” 
I expressed my regret and asked what he died of, 
and the reply was “The same complaint as you 
have got.” Then I went off for another three days. 
Throughout my life I have had more kindnesses 
from nurses than I can tell you, and I look upon 
them, as I am sure you do, not only as angels in 
disguise but as some of the greatest women who live 
in this country. I also have great, respect for the 
amateur nurses who served during the war, even the 
titled ladies who spent a great deal of their time 
sitting on the beds of officers and holding their hands. 

My address is on. “The Doctor Through the 
Patient’s Eyes ” because that is the only way I can 
speak to you about anything. It is the point of view 
I hold in common with thousands in London and 
Great Britain. We all know it, but I will jog your 
memories. 

I want you to know that we look upon your 
profession as a very sacred one; we place you on a 
pedestal and on it we look up to you, and from 
which I hope you will never descend. I have never 
seen a medical friend of mine intoxicated, and I say 
that for the reason that I want to impress upon you 
young gentlemen that however festive a gathering at 
which you are present you should never do anything 
which would cease to make. you an example to the 
company to which ordinary laymen belong. One is 
so apt to lose faith over a thing like that. I add to 
it that I hope you will never tell a questionable story 
or allow anyone to tell you one. I leave it at that. 
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One thing which I will say you may think fright- 
fully odd: we do love your uniform. You may 
ask “ What is that?” I mean your black coat.. It 
is as much a part of you as the cassock is to the 
priest. Let me remind you that it is to you our 
frightened eyes turn when the time arrives when, as 
John Bright once said, “I hear the wings of the 
angel of death fluttering against this house.” .We 
feel that. the church and the hospital are twin sisters, 
which we have named Help and: Hope. They are as 
far apart from art and commerce as are the poles ; 
but remember, you young gentlemen, that you are to 
us an ideal, and as sentinels you stand when we are 
trembling on the threshold of another world. 

I have been told by many physicians that they 
try to assess their patients as they walk towards their 
table in their consulting-room ; and I would remind 
you that we'patients repay the compliment when we 
sit down there a couple of minutes afterwards. When 
we come to you we are all very frightened. We gain 
our very scanty medical knowledge from quack 
advertisements and somewhat alarming books with 
such titles as “ Everybody’s Doctor,” It is the duty 
of you who embark on this wonderful profession to 
eliminate fear. It is fear which opens for us the door 
of your consulting-room. A small number of patients 
may be callous, or appear so, but most are concealing, 
or attempting to conceal, fear. You cannot imagine 
what a tremendous thing it is to find your doctor 
creating for you.a cheerful atmosphere, when he says 
“Sit down, my dear fellow, and tell me all about it.” 
You. say to yourself “Thank God, isn’t he a kind 
fellow ?”’ . He smiles, though he may know you will 
be dead on. Monday, for he is. a splendid actor. So, 
I beg of you young men, go out and buy a smile, 
for our ignorance is frightful. 

Of all the difficult people you will have to attend, 
artists will probably be the worst ; they are nervous, 
for they live on their nerves, or on other people’s, and 
their keen observation makes them more awake than 


their fellows, so that they have to be handled with a 


silk thread. And please beware of the gentleman who 
says “I want to know the truth”; you can take it 
from me that he is the one who does not want to 
know it. 

I beg of you to have a smiling chambermaid to 
open your front door, for we ring the bell in fear 
and trembling. Sometimes it is opened by a lady 
whose face says quite plainly “This way to the 
morgue.” After a blow of that kind it is an extremely 
difficult thing to go into your waiting-room and read 
last year’s Punch upside down and try to discover 
from pictures of a bathing lido whether those depicted 
are men or women. I hope you will all be happily 
married, but never let your lady talk to your patients 
about medicine and surgery. She will be a bore, she 
will make frightful bloomers, and she will probably | 
silence your front-door bell. And do not keep your : 
patients waiting ; it used to be quite the correct | 
thing to do.. We know you are very busy, we also 
know you are very clever, otherwise we should not | 
be there. So these dodges of an early Wimpole-street | 
renaissance are quite unnecessary. 

Will you be very definite when’ examining and 
diagnosing, even if you are wrong? And small-talk | 
in the consulting-room is dreadful for us. We go 
there very worried, and we arè not there from choice, . 
however attractive the doctor may be. And when 
you become great surgeons and great physicians do 
not impress upon us that you are attending Lady 
So-and-So or Lord So-and-So. We come to you for 
your brains, and we do not want to hear about your | 
patients who obviously have none. 
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Of course the bedside manner is a thing which, if 
carried to any great extent, makes one wonder 
whether one ought to be filled with doubt, or to 
invite the undertaker to lunch. We would like 
gentle straightforwardness, the truth wrapped up in 
hope. It is awful to go with a stomach-ache and be 
told you have some dread disease with a long name, 

Optimism is a thing which we love; be even as 
optimistic as the cat who sat on the dome of St. Paul’s 
waiting for a lark. 

If you are going in for general practice, de not get 
aname for having a pet disease you are always looking 
for, even if a patient comes with a broken leg. There 
was a celebrated doctor in New York who made a 
special practice of taking bones out of noses, and a 
boy ran over to him one day and said ‘‘ Doctor, my 
mother sent me over to say » “Sit down,” said 
the doctor, and when the boy had duly had the bone 
taken out, he said ‘“‘ Mother sent me to remind you 
that you are dining with us this evening.” 

Among us there are a lot of lying patients, who 
tell the doctor of things which are nothing to do 
with them. To one such young lady the doctor said 
“Now, let us begin at the beginning; do you suffer 
from cold feet ?” “Yes, I do, but not my own.” - 

There is another kind of liar, and that is the man 
who drinks very hard and will not own to it. A man 
came to a doctor with a nice rosy nose, and after 
hearing from the man about all sorts of diseases he 
aked “You drink a bit?” ‘Oh, no; little or 
nothing.” ‘* Tell me, exactly what do you drink ? ” 
“As a matter of fact I drink very little: I have a 
vhisky-and-soda before shaving, I have a couple of 
gases of port on the way to a friend’s house; then 
I work till lunch, after which we have three or four 
gi-and-bitters together, and at tea time instead of 
wa I have brandy-and-soda; I drink everything that 
8 gong at dinner, but the serious drinking does not 
tart until after ten.” 

And there are one or two tiny things I want to 
mention. Never let anybody talk scandal about 
mybody ; shut both your ears and point to some- 
body and say “Go and tell him.” If you want to 
make money you can bet ten to one against any 
mortal thing you are told being true. If you do hear 
wandal, forget it. Concentrate on making your 
opportunities, and then avail yourselves of them. 
If you look upon everybody as worth exploring you 
may occasionally find diamonds in the dust-bin. 

ever quarrel with anybody. Life is a roulette 
table, and a number may come up three times. And 
don't get into the trick of saying “ Everything has 
gne wrong to-day.” Ask, rather, “ Has one thing 
ne right to-day ?” If it has, thank God. 

Never, I beg of you, back horses, except in shillings. 

I beg you, too, never go to money-lenders; you 
ae not borrowing from one man but from a ring ; 
they are a soulless lot and would play clock-golf 
round the Cenotaph. 

I have made up my mind that this world is made 
W of 50 per cent. natural people, 30 per cent. shy 
people, 10 per cent. snobs, and 10 per cent. idiots. 

ak you young gentlemen to be extremely nice to 

è natural people, to be tolerant to the shy people, 


_ &ve the snobs a quick kick in the pants, and thank 


a? UO 


eas the idiots, because they will never find you 


_And may I ask you never to talk medical “ shop ” 
Unmixed company ? Once, at a famous club, I heard 
4 distinguished gentleman academically describing 
those diseases which we try to drown in alcohol, 
and at last someone said ‘Oh, please shut up, thig 
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conversation is getting like a Christmas number of 
The Lancet.” 

As you cannot advertise I will give you this bit of 
advice: always try to attend celébrities, even an 
actor, because they talk—not very well perhaps, but 
they talk. 

In all this wandering address perhaps I have nudged 
your memories about one thing—namely, our love for 
you and our respect for you. You are quite different 
from us, and we wish you to be so. You are about to 
plunge into the great fight. May you have sunshine 
overhead and roses at your feet. I do not quite 
know how to put it, but I would like to say I thank 
you from my heart and the hearts of my whole 
profession for allowing me to come here to-day, 
because you have done them a great honour in 
allowing an actor to come into a great house of 
learning. And I think probably it is the first time in 
history. Therefore I thank you on their behalf for 
what you have done for them and what you have 
done for me; and I thank you for what you are 
doing for mankind. 


«“ AND EVEN NOW ” 


By SIR ALFRED WEBB-JOHNSON, C.B.E., 
D.S.O., T.D., F.R.C.S. 


“Of my ‘lecture,’ liko not a single line; 
But like my title, for it is not mine. 
That title from a better man I stole: 
Ah, how much better, had I stol’n the whole!” 

Wuar are you going to make of your opportunities, 
and what do you expect to learn from your teachers ? 
On the scientific side all your school can do is to 
teach you principles based on facts in science and 
give you good methods of work. You have got to 
exercise your wits. Don’t be like Strasbourg geese— 
and expect to be forcibly fed and crammed to 
saturation. 

It is not possible for you to acquire an exact 
knowledge of every detail of all the sciences in which 
you receive instruction, though you may feel some- 
times that your teachers and examiners expect you 
to do so. I would, therefore, impress upon you and 
your teachers that you should, during your curriculum, 
make sure of fundamental principles. Whenever it is 
possible to obtain an answer to the question, you 
should want to know the reason why. The study of 
anatomy, for instance, is not simply the memorising 
of facts. If morphology and comparative anatomy 
are not neglected the subject becomes alive and full 
of interest. Details fit naturally into place, and to 
acquire a working knowledge becomes a pleasure 
instead of a tedious effort of memory. I willillustrate 
this point by one example—the distribution of the 
nerves to the limbs. Do not be satisfied with knowing 
that the eighth cervical spinal segment innervates 
the ulnar side of the hand, but know why it is so 
distributed. Do not be satisfied with. knowing that 
the musculo-spiral nerve supplies the extensor side of 
the upper limb, but know that it does so because the 
extensor side is the original dorsal side, and the 
musculo-spiral is a dorsal branch of the brachial 
plexus. 

To emphasise the value of good scientific founda- 
tions I will quote Charles Bell, who wrote: “ It has 
ever been my pride to join the pursuit of science and 
practice. In surgery they cannot safely be separated.” 
If you study the lives of those most prominent in our 
profession—even in very special lines of practice— 
you will find that their early years after qualification 
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were devoted to the study of anatomy, physiology, 
and pathology. They rose high because their 
foundations were deep. 

In medicine, however, besides acquiring scientific 
foundations you have to learn to practise an art. 
While a large part of medicine is a practical art, 
surgery is essentially so. In our hands as surgeons 
are the grave issues of life or of death, and we attack 
disease by an art which in itself may be dangerous. 
Therefore we must be masters of our art. Remember, 
however, that technique is not the be-all and end-all 
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of surgery. It has been well said that fingers must 


not replace brains and handicraft must not outrun 
science. But medicine is not an exact science, so 
you have to develop the faculty of making practical 
and even vital decisions—all too often on imperfect 
evidence. 

Your work in the wards and out-patient depart- 
ments will bring you in touch with the human side 
of your work. You will learn that the individual 
patient you have to treat does not accurately fit the 
picture of the disease as described in books. As 
Alexis Carrel has said: ‘‘ Disease is a personal event. 
It consists of the individual himself.” There are as 
many different diseases as there are patients. The 
patient, moreover, is not limited by his outer covering. 
His surface is not his real frontier. A man may be 
more interested in his environment than in his own 
body. His position in his community, for example, 
may appear to him to be of more importance than life 
itself. Deprived of it he may prefer death—even by 
his own hand. The individual extends on all 
sides beyond his anatomical frontiers. Hence the 
importance of a study of psychology. 

There are other experiences you can obtain while 
an undergraduate which you will find it difficult to 
come by in later years when your collegiate life is 
finished. You must learn not only how to read but 
also what to read, for of the making of many books 
there is no end and much reading is a weariness of 
the flesh. 

You should learn to take part in discussions. Your 
medical society meetings will give you opportunities 
for practice. Do not fear to express your opinions. 
It is also important to practise putting your reports. 
and views into writing. Nothing makes for accuracy 
and exactness like having to commit your descriptions 
to paper. As it has been truly said, “reading 
maketh a full man, conference a ready man, and 
writing an exact man.’ 

Do not neglect the opportunities for mare and 
for social life which your school offers. A famous 
surgeon was once asked what was the most necessary 
gift for a surgeon. His reply was—‘ rude health.” 
As for social life, you will find as years go on that a 
dinner often lubricates business. 

Do not imagine that your school can teach you 
everything worth knowing. You must break away 
sometimes and visit other hospitals and listen to 
other teachers. While it is good to take pride in 
being a King’s man, and while esprit-de-corps is 
stimulated thereby, it does not warrant any air of 
superiority or any attitude of regarding as unworthy 
those of other schools. 

And what of when you are qualified ? Then it will 
be well to remember Francis Bacon’s words, “ I hold 
every man a debtor to his profession ; for the which 
as men of course do seek to receive countenance and 
profit, so ought they of duty to endeavour them- 
selves by way of amends to be a help and ornament 
thereunto.” How are you to attain this desirable 
and commendable end? You can all endeavour to 
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be worthy practitioners and to some of you may be 
granted the privilege of adding to knowledge and 
advancing the science of medicine. 

The practice of medicine means a life of devoted 
sacrifice. When speaking at the Royal College of 
Surgeons of England Kipling said: “Is it any 
wonder, gentlemen of the College of Surgeons, that 
your calling should exact the utmost that man can 
give—full knowledge, exquisite judgment and skill 
in the highest, to be put forth, not at any self-chosen | 
moment, „but daily at the need of others?” To be 
equipped - to fulfil this task you must realise that your 
foundations are not finished when you obtain your 
qualification to practise. You must aim at securing 
a resident post at your own hospital. I never cease to 
wonder at the transformation which takes place in a 
man after he has been in residence, even for a short 
time. Maybe only a few weeks previously he has 
seemed a very helpless fellow at a ward class or at 
an examination. The shouldering of responsibility 
transforms him into a man whose views you receive 
with respect, and often with surprise and admiration, 
and whose suggestions you are often prepared to 
accept with gratitude. If possible take more than 
one resident appointment. Lister realised the 
importance of this thorough grounding, for after 
leaving University College Hospital, where he had 
been house surgeon to Erichsen, he went to Edin- 
burgh and became house surgeon to Syme. 

But there are not enough resident appointments in 
your own hospital for all of you to have the good 
fortune to obtain one. Do not hesitate to seek else- 
where. In the reorganised municipal hospitals you 
will obtain most valuable experience. I am con- 
vinced, however, that no other resident post quite 
equals one at a hospital with a medical school, and, 
in my opinion, the number of these appointments 
should be increased. I am convinced that in most 
resident appointments the holders of office have too 
much to do. They are not only overworked and get 
too little time for recreation, but they are so pressed 
that they have not time to think, or thoroughly to 
digest the valuable experience they are gaining. 
They have too many patients under their care and 
too many masters to serve. In my view the number 
of resident appointments at most: hospitals with 
medical schools could be almost doubled—with 
advantage to the hospitals and the holders of the 
appointments. A much larger number of men could 
then obtain this invaluable experience. 


Lord Nuffield has placed £100,000 in the hands of 
trustees, including the Earl of Athlone and the High 
Commissioner for South Africa, for the development 
of orthopedic surgery and an organised service for 
the early discovery and cure of crippling disabilities 
in South Africa. Mr. G. R. Girdlestone, Nuffield 
professor of orthopedic surgery at Oxford, will visit 
South Africa to prepare a scheme for the adminis- 
tration of the fund. He will be accompanied by 
Miss I. M. Nangle, secretary of the Central Council 
for the Care of Cripples. The scheme will probably 
include arrangements for the specialist training of 
young South African surgeons in this country. 


SOUTH ELMSALL HosprtaL.—This hospitalis making 
its first public appeal since it opened 26 years ago. It is 
hoped to increase the number of beds in the women’: 
ward from six to twelve and to build a new ward fo: 
children, for whom there is at present no accommodation 
The estimated cost of the extensions is £3000. 
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ENCOURAGED by their success in previous years, 


several of the London teaching hospitals have again 


been holding brief post-graduate courses for former 


students and sometimes for other practitioners too. 
This autumn, as before, we are publishing extracts 
from, or abstracts of some of the lectures given. 
Dr. Whitby spoke at the Middlesex, Dr. Curran at 
St. George’s, and Mr. Lake at Charing Cross. 


~.THE COMMON ANEMIAS 
(Dr. L. E. H. WHITBY) 


DuRING the course of a year there pass through 
my department some 2000 blood counts on patients 
who are suspected of being anæmic. Not 5 per 
cent. of such counts show any gross anæmia and in 


sich as do the condition is often unsuspected. It 


is evident. therefore that the symptoms of gross 
anemia and of mild anæmia are somewhat different 
fom the appearances and symptoms which lead 
toa suspicion of anemia. Actually the blood count 
is the only real test. Apparent anemia—a white, 
tired appearance—is more often due to vasomotor 
weakness and debility than to a poverty of the blood. 
Doctors are often surprised at the almost poly- 
cythemic blood of pale-looking patients and equally 
surprised. to find that patients with a ruddy or sun- 
tanned complexion are grossly anemic. The symp- 
toms of gross anemia are palpitations, shortness of 


| breath, disturbances of vision, fainting on effort, 


fatigue, and lassitude. Such patients are often sent 
to a cardiologist with no suspicion that they are 
angmic. The symptoms of mild anemia are mainly 
fatigue, lassitude, and headaches, which are often 
associated. with indigestion and constipation. 
Supposing we find a patient who is definitely 
anmmic, whether gravely so or mildly so, let us 
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from toxic diseases such as tubercle, rheumatism, 
nephritis, malignant disease ; inhibition from mal- 
nutrition, underfeeding, unsuitable feeding, improper 
digestion, and improper absorption as in diarrhcea 
and other intestinal troubles.. We must consider all 
this list and more before coming down to the classical 
blood disorders which always spring to the mind— 
namely, pernicious anemia and idiopathic hypo- 
chromic anemia. 
may be more than a patient ever adinits; that the 
menstrual function or uterine loss may be under- 


estimated and that slow oozing from a gastric or — 


duodenal ulcer may not produce alimentary symptoms. 
In none of these conditions is the anemia a primary 
factor. It is merely a symptom. Probably the 
commonest cause of mild anemia in general practice 
is due to mode of life—overwork, an unsuitable occupa- 
tion, a non-physiological life, burning the candle at 
both ends, bad habits, all of which lead to a vicious 
circle of debility and undernutrition. The second 
most common group is one in which, to the mode of 
life, is added a mild focus of infection. It is surprising 
what debility a sinus or a tooth can produce when 
coupled with the necessity for doing a hard day’s 
work. It is surprising how much the small amount of 
anemia associated with this debility can reduce 
efficiency. It is rare for such anemias to respond to 
therapy unless the cause is removed. I would put the 
anzmias of general practice in the following order of 
frequency :— l 


(1) Toxæmia and debility we Sa s 
(2) Bleeding (uterine and gastro-intestinal) .. 
(3) Malignant disease, tubercle, and rheu- 

i matism .. sa ss ss Pe, 
(4) Gastric dysfunction (idiopathic hypo- 
chromic ansemia and pernicious anemia) 


(5) Rare blood disorders oe p= 


Mild anemia. 


Severe or 
mild. 


I would put in a plea to stop the practice of treating _ 


an anæmia before its cause and true nature have been 
discovered. It is to my mind almost criminal to 
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firmly grasp the basic fact that the anæmia is almost 
never a disease per se. Itis asymptom into which the 
wise physician will carefully inquire before beginning 
treatment. Let us realise that anæmia occurs when 
blood regeneration does not keep pace with blood 
destruction, whether this destruction be the normal 
daily process, or the violent one of a hæmolytic 
angmia, or the destruction by external loss from 
hæmorrhage. Let us realise that the process of 
blood formation may be rendered less efficient by 
reason of a vast number of causes. We have the 
inhibitory action of septic foci—teeth, sinuses, 
tonsils, bowel, urinary and genital tracts ; inhibition 


treat symptomatically an anemia due to hemorrhage 
without thinking of the underlying cause or doing 
anything to control the loss. The proper time to 
repair the anemia, unless the loss is acute, is when the 
bleeding has been stopped. Bear in mind that anemia 
may be an ominous symptom of a grave disease or 
a symptom of a condition in which the prognosis is so 
good that one is certain of a grateful patient—our 
choicest reward. From an efficient and complete 
examination of the blood itself many hints can be 
obtained as to the probable cause of an anzmia, 
and it is a wise policy to have one full hematological 
test by an expert before treatment has intruded to 


Let us realise that loss of blood | 
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obscure or perhaps remove valuable diagnostic 
findings. . 

One of tke difficulties of the practitioner is the 
interpretation of baldly stated hematological reports. 
Of his own laboratory training he usually remembers 
certain fixed figures for red cells, hemoglobin, and 
leucocytes, and he retains an impression that when 
the colour-index is high liver is the treatment of 
choice ; when it is low iron is indicated. He may 
vaguely remember some facts about red cell size 
and the labour involved in making measurements of 
cells in order to determine whether the anemia is 
macrocytic (megalocytic) or microcytic. 

The colour-index is not now used in modern hæma- 
tology, nor does the hematologist, who wishes to make 
a complete examination, arm himself merely with a 
box of blood pipettes. Instead he takes a 6 c.cm. 
syringe, a few slides, and a tube which. contains an 
accurate amount of soluble oxalate salts to which he 
may add exactly 5 c.cm. of blood obtained by vene- 
puncture. This is a procedure which the practitioner 
would find easier than most of the devices which are 


supplied to him for blood counting, The virtue. 
of the oxalated tube is to supply unclotted blood- 


in which, by reason of the exact amount of oxalate 
and the exact amount of blood, the cells are quite 
unaltered by osmotic effects. With such a sample 
an ordinary routine blood count can be made as well 
as a test for cell volume by means of the hematocrit— 
a far simpler procedure than the Price-Jones measure- 
ment method; the invaluable icterus index and 
sedimentation-rate can also be readily determined. 
Other more elaborate procedures (reticulocytes, 
platelets, fragility, &c.) can be performed on the 
same sample if they appear to be indicated during the 
course of the examination. This method has many 
advantages over the old technique which allowed only 
of an estimation of hemoglobin and red cells and the 
calculation of a colour-index. 


The colour-index is defined as the average amount — 


of hemoglobin per corpuscle compared with a normal 
corpuscle, the normal average figure being unity. 
It is usually forgotten that the index has a normal 
range from 0-85-1-1. When the index is high the 
average amount of hemoglobin is exceeded and if 
low it is reduced. On what does the colour-index 
depend? There are two factors which alter the 
index—cell size and hemoglobin concentration. 
Whenever a cell, whatever its size, is fully saturated 
with hemoglobin—and there is a physiological limit 
of approximately 38 per cent.—no more iron can enter 
into the cell however much is given in medicines. 
But whenever the hemoglobin concentration is below 
32 per cent., again irrespective of cell size, iron is 
useful. Secondly, whenever the cell size is large, 
irrespective of hemoglobin concentration, liver may 
be expected to do good. The fundamental facts to 
determine in a blood count are therefore the separate 
factors of cell size and hemoglobin concentration. 
It will be seen from the diagram that alterations in 
the colour-index depend on both factors and that the 
index sometimes gives a result which is an inseparable 
compound of the two. A high colour-index inevit- 
ably means a large cell size, a low one does not 
necessarily mean the reverse. A low index may 
mean small cell size or small hemoglobin concentra- 
tion whilst, if the concentration is low enough, the 
colour-index may be low even with large cells. The 
hematocrit enables one to determine independently 
the corpuscular size in all planes as well as the hemo- 
globin concentration. The former is the key to the 
liver therapy, the latter to iron. 

On the basis of these two factors, Wintrobe has 


classified the anzemias on a hematological basis into 
four main types :— 


(1) Macrocytic. (3) Simple microcytic. 
(2) Hypochromic microcytic. (4) Normocytic. 


. The majority of the mild anæmias of practice are. 
normocytic (the debilitated type) or simple micro- 
cytic (the toxic type); in neither of these classes do 
hematinics achieve much success. Next in frequency 
are the hypochromic microcytic type, in which there 
is iron deficiency through hemorrhage or gastric 
dysfunction, including idiopathic hypochromic anzmia. 
Lastly comes the macrocytic or pernicious ansmia 
class—bearing in mind that pernicious anemia may 
be closely imitated by carcinoma of the stomach and 
other gastric disorders or even by cirrhosis of the 
liver. BS ge tae 

I have mentioned the value of the sedimentation- 
rate as a routine procedure in hematological examina- 
tions. It is well known that the rate is increased 
not only in tubercle but with any infective process 
that is not just a small local focus, with malignant 
neoplasm, with nephritis, with active ulceration and 
many other organic lesions. When the rate is 
increased in association with anemia there is inevit- 
ably some organic cause for the anemia ; a correction 
must be made for sedimentation due to the anemia 
itself. The test is extremely -useful in pernicious 
anemia, for the uncomplicated disease does not 
increase the rate whereas a neoplasm does. 
Finally, may I say that in those macrocytic anemias 
which do not respond to adequate treatment it is 
wiser to search for a cause other than pernicious 
anæmia rather than keep changing to other liver 
preparations. | 


THE ARCHES OF THE FEET 
(Mr. Norman LAKE) 


WHEN I was a student no part of the instruction 
given us seemed more stable than what we were told 
about the arches of the feet. These arches appeared 
to be obvious structures, maintained by the shape of 
the bones, by the strength of the surrounding liga- 
ments and, in activity, by the contraction of muscles, 
and derangement was regarded as a mechanical 
breakdown needing mechanical means of remedy. 
The physiologists, however, upset this purely mechan- 
istic picture by teaching that posture in many other 
parts of the body is maintained by muscular tonus. 
This arrangement would obviously be of advantage in 
the case of many joints (e.g., the knee), for it would mean 
that their controlling muscles were always prepared 


for instant activity. Yet in spite of the body of 


current teaching I feel compelled to disagree that the 
theory of postural tonus can be applied to the arches 
of the feet. Indeed my inquiries and experience have 
led me back to almost the same mechanical outlook 
as has been generally discarded. l 

I base my opinion partly on our knowledge of the 
evolution of the foot. The progenitor of man and 
of the anthropoids, extinct and extant, was an 
arboreal animal with prehensile possibilities in all foug 
feet. If we had a specimen of its rear foot, we shoulg 
find that it had a small backward protrusion of the 
os calcis—an attempt to form a heel in a small 
inefficient way, merely to enhance the leverage of the 
foot. Pro-man soon grew too heavy for trees ame 
descended to the ground, but not before he had learn: 
to walk upright on boughs, as do the gibbons at the 
present day. At this stage the heel lies paralle 
with the bough or the ground; not, however, iy 
order to transmit weight but only to increase leveragre, 
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The foot of the pronograde apes shows a tremendous 
preponderance of the metatarsal and phalangeal bones, 
and very small tarsals including the os calcis. The 
heel never even approaches the bough. The gorilla 
has never developed an arch, but man has developed a 
definite arch and a large heel. From chimpanzee to 
adult man there has been a progressive increase of the 
tarsus in proportion to the rest of the foot; the 
posterior part of the foot has been developing tre- 
mendously while the fore part has slowly diminished, 
with the notable exception of the first digit. 

Sir Arthur Keith has ably attempted to harmonise 
the evolutionary facts with the postural theory. He 
has pointed out that in all the pronograde apes the 
tibialis posticus, having passed down along the 
imer border of the ankle-joint, extends straight 
across the foot. There it divides into several slips, 
which are inserted into the bases of the outer four 
metatarsal bones, with no attachment to the 
navicular. Its function is to oppose the four outer 
digits to the first. In man the tibialis posticus has 
received a secondary attachment to the navicular, 
the original insertions being represented by extensions 
forward into all the bones except the os calcis. Keith 
interprets this change of insertion as evidence that 
the force which was originally a postural tonus, 
helping the animal to maintain its grasp of the bough, 
has in man been diverted into a constant pull on the 
navicular. To this upward tension he attributes the 
arch of the foot. 

Tam sorry to say that I cannot accept this 
mterpretation. If the arch is a mere posture, why 
should it not appear as such in the ordinary foot ? 
No one but a ballet-dancer, who has been trained 
every day from an early age in these movements, 
cal raise and drop the arch at will. The physiologist 
may retort that ordinary persons could do this if they 
were not artificially hampered by the secondary 
ngidity that footwear produces. But I doubt whether 
footwear is as restrictive as that. Rigidity is so 
dificult to secure when needed for legitimate ortho- 
pedic purposes that I doubt whether even the life- 
long wearing of boots and shoes could produce it. 

reover, primitive peoples who do not wear them 
annot raise or drop their arches at will. Some 
African natives have high and some have low arches, 
depending on race, and both varieties are normal. 
They exist equally in the European foot. 

Some authorities say that the infant’s foot has 
w arch until postural tonus develops. But this is 
pure fiction. ‘The baby’s foot has a wonderful arch, 
but it is concealed by a thick pad of fat. When an 
Infant is very emaciated and the fat of the sole is 
aborbed, the high arch becomes visible. The pro- 
Portion between fore and hind parts in the foot of the 
ine weeks’ fœtus is comparable to that of the chim- 
pangee, and illustrates this early stage of evolution. 

My own belief is that the arch is an architectural, 
feature depending upon the disposition of the bones 
and, when weight-bearing upon the additional support, 
of ligaments. The contractural activity of the 
muscles (when it comes into play) has a secondary 
fect in supporting the arch. The arch is formed 

use man, when he adopted the upright posture, 
needed a support for his foot behind the axis of the 
ankle-joint in order to keep the line of the centre of 
gtavity within the base. The upright position caused 
the large calf muscles to pull very strongly upwards, 
and a great effort of leverage was required of the 
akle-joint. By Wolff’s law, bone would be formed 
m the proper place and to the extent necessary to 
Teast the stresses it encountered, and the os calcis 
therefore developed both backwards and downwards 
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to resist the great additional stress thrown upon it 
in walking. The downward growth developed in 
direct opposition to the stresses produced by the 
calf muscles in accordance with this law. The arch 
is not a sinuous curve but a triangular structure, the 
very existence of which depends upon the develop- 
ment of the heel backwards and downwards. It is a 
structural feature, not to be drawn up and down by the 
action of the muscle, and certainly not by postural tonus. 
This view of the arch, though contrary to accepted 
teaching, has recently been confirmed at all points by 
Morton, the American anthropologist and anatomist. 
This structural view of the arch implies, of course, 
a profound difference in therapy. The human foot 
is now passing through a stage of development from 
the flexible, prehensile foot of the anthropoids to a 
completely rigid structure which is all that is essential 
for the very gross purposes of locomotion. It will 
be rigid through its whole extent except for the hinge 
movements of the ankle-joint and the metatarso- 
phalangeal joints. This structure will be efficient. 
The smaller joints have little usefulness, and a skilled 
man can walk perfectly well on an artificial foot 
containing only those two large joints. At the present 
time we have advanced, I believe, a good way towards 
the attainment of this evolutionary destiny, although 


there is still a good deal of mobility remaining. To 


attempt to increase this by treatment is however to 
act in direct opposition to the indications of nature. 
A subsidiary ‘function of the arch is to protect the 
small delicate muscles and structures in the hollow of 
the foot, pressure upon which causes such intense pain. 

I hope that this interpretation may make it easier 
to discriminate between the many types of treatment 
advocated at the present day. There is, I think, no 
necessity for a spring mechanism in the foot, and 
though many rigid arches are relieved by manipula- 
tion, the relief is obtained only when osteo-arthritis 
is present. I do not agree that arch supports are, 
ipso facto, harmful; I prefer to believe the millions of 
people m this country who obtain ease from them 
rather than the orthopedists who disapprove of them, 
The female foot, adapted to the wearing of a high 
heel, is of course a different matter. Lowering the 
heel does not always relieve pain; some feet are 
beyond cure, and the best palliative is then some- 
times even to raise the heel. 


PROGNOSIS IN DELIRIOUS STATES 
(DR. DESMOND CURRAN) 


DELIRIOUS states have features in common which 
permit of their rough separation as a group. Thus 
the main characteristics of indubitable delirium can 
be summarised in the statement that it is a variable, 
restless, suggestible, confused, and clouded state, 
with a striking frequency of visual hallucinations 
and paranoid tendencies and ideas, and an accompany- 
ing labile mood, which, like everything else, is very 
variable, but predominantly irritable, excitable, 
anxious, fearful, and depressed. 

But a general statement of this kind leaves the 
individual and personal setting out of account. 
Hoch, Kirby, and numerous other authors have 
emphasised that the delirious reaction is not merely 
dependent for its occurrence, form, and content upon 
what one may, for convenience, call “the noxious - 
dose,” but also on the previous constitution, equip- 
ment, and experiences of the individual recipient. 
Certain people develop delirious reactions on very 
slight provocation to any exogenous cause, and both 
the young and the elderly or arterio-sclerotic are more | 
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liable to develop reactions of a delirious kind than 
are those in the prime of life and health. 

` There is a certain amount of evidence that this 
predisposition is greater in some families than in 
others, and members of such families, according 
to Kleist, tend to react readily with confusion. 
Again Brugger found that confusional states are 
much commoner m the families of delirium tremens 
patients than in the ordinary population, or than in 
the families of chronic alcoholics who did not develop 
D.T. Finally, the type of delirium shown is usually 
strikingly constant for each individual when observed 
in more than one attack, even with a complete change 
in the cause. These points may be of some assistance, 
not only in predicting occurrence, but in predicting 
recurrence ; and, even, on occasion, in predicting 
anomalies and complications which have previously 
been shown. 

The prognosis will, of course, necessarily depend to 
a major extent upon the nature of the “‘ noxious dose ” 
—i.e., upon the natural effects of the disease or 
intoxication responsible for the condition. In 
the majority of cases, when physical recovery takes 
place, the delirious symptoms clear up, so that the 
“mental” prognosis is excellent, recovery being 
rapid and complete. -Thus of 106 cases of diverse 
origin, which were all of sufficient severity to warrant 
special hospital care, in 75 per cent. the maximum 
disturbance was over in less than three weeks, and 
many got better in a much shorter time. But some 
died. This is, of course, inevitable when a delirious 
state develops in a fatal illness ‘such as. infective 
endocarditis. It is well, however, to remember 
that physical prostration consequent upon restless- 
ness and excitement may induce a fatal issue which 
otherwise would not have taken place. 

Broadly speaking, the unstable and ‘“ psycho- 
pathic,” the young, and the mentally defective, 
seem specially liable to develop delirious reactions 
of a wild and impulsive type. Bonhoeffer considered 
suicide and self-injury to be rare in deliria; he said 
that, like violence to others, if they occurred at all, 
this would usually be at the beginning in the initial 
stage of terror. (He was discussing alcoholic states.) 
In the 106 cases I have mentioned, 10 patients talked 
of suicide, and 7 made definite attempts. We 
thought that special precautions were called for, 
both in the types apparently liable to wild and 
impulsive delirium, and also in patients of depressive 
temperaments, especially if they had suffered from 
depressive illnesses in the past. 

According to Meggendorfer, the mortality figures for 
alcoholic deliria vary widely between 1 and 37 per 
cent. The éarlier writers gave the higher mortality. 
Kraepelin’s figure of 9-7 per cent. agrees with 
Bonhoeffer’s of 9 per cent. recorded in the Breslau 
psychiatric clinic. The gaols were more fortunate, 
and had only 1 per cent. Flippant or irreverent deduc- 
tions from this last figure are probably out of place. 

Severe deliria, especially those with focal cerebral 
signs, are held to run a short course and often to prove 
fatal. Michaelow found that drunkards who had been 
abstinent for a fairly long time, sometimes died quickly 
after taking a relatively small amount of alcohol. 

It has been pointed out that, as a rule, the prognosis 
as regards the mental state is excellent, so that 
recovery is rapid and complete. But there are 
certain important exceptions :— 

1. Delirium as an episode complicating a pre- 
existing psychosis.—It is certainly not very uncommon 
to see confusional states resulting from alcohol, and 
especially from bromide—the former usually taken 
on the patient’s own initiative, the latter more 
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frequently on medical advice—complicating the 
early stages of quite an independent psychosis. The 
history alone may reveal this important fact. After 
the delirium has cleared up, the underlying and pre~ 
existing psychosis will then become evident, and the 
rapid and complete recovery which has perhaps been 
promised, as regards the mental state will not take 
place. Barbour, Pilkington, and Sargant (Brit. med. 
J. 1936, 2, 957) have pointed out the startling 
frequency of bromide intoxication. It is not, perhaps, 
widely recognised, and well worth bearing in mind. 

2. Delirium as the prelude to other psychoses.— 
A variety of psychotic reactions may follow a delirium, 
which were not apparent prior to its development, 
such as schizophrenic, hallucinatory, depressive, and. 
paranoid states. Particular difficulty can arise in 
connexion with certain of the schizophrenic-paranoid. 
series, which can, I think, for a time be symptoma- 
tically indistinguishable from “true” delirium, if 
such a phrase can be used. 

In a study of 102 cases of alcoholic hallucinosis, 
Kirby found that a careful study of the previous 
personality of those patients who developed systema- 
tised, delusional ideas always revealed evidence of 
serious maladjustment before the onset of the illness 
itself. In my own material, though there were 
exceptions, possibly dependent upon inadequate 
investigation, the same principle appeared, broadly 
speaking, to hold. Jt is wise therefore to be more 
guarded in predicting the probable duration and 
outcome when the facts available about the previous 
personality of the subject give, in general, grounds for 
psychiatric concern. There are also certain danger 
signals revealed by a study of the delirium itself. 
Thus, as Bonhoeffer pointed out, if the delirium is 
strongly tinged with passivity feelings, bizarre hypo- 
chondriacal preoccupations, or other schizophrenic 
features, this should suggest the posssibility that 
a prolonged or even chronic type of schizophrenic 
illness may supervene. Schizophrenic-like features 
are normally very rare in delirious states except in 
the mentally defective or the very young. 

A very important group is constituted by the 
puerperal confusions. The importance of toxic 
as opposed to constitutional and personality factors 
is commonly over-emphasised in cases of this kind. 
The facile attribution of a confusional condition to a 
trivial or speculative source of toxemia may prove a 
prognostic stumbling-block, if a necessarily rapid 
and complete recovery is deduced. It is always 
well to question “‘ true ” benign delirium, and unwise 
to predict a rapid recovery, when evidence of infection 
or intoxication is trivial or cannot be found after 
a careful search. Thus if a confusional state develops 
in the puerperium, or indeed at any other time, and 
if in such a case an exogenous factor is not marked, 
or cannot be found, it is wise to be very guarded as 
to what may happen, especially when the confusional 
state assumes an anomalous form. Disorganisations 
of personality of malignant schizophrenic type not 
infrequently start with an initial confusional state ; 
and by no means all those conditions vaguely labelled 

‘confusional insanities ” ultimately do well. 

The prognostic principles, difficulties, ahd variations 
are well shown by alcoholic states. It can be suggested 
that this is because in the alcoholic cases the 
“ noxious dose” varies greatly in quantity (and 
quality); and also because the recipients of the 
‘“ noxious dose ” not only vary greatly as to their 
individual susceptibility or ‘‘the strength of their 
heads,” but contain amongst their members a large 
number of persons of abnormal and maladjusted type. 
Bumke and Bonhoeffer believe that chronic sequels 
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of Korsakow, hallucinatory and paranoid type are 
to be feared if there are clear neuritic signs, or if the 
delirium is anomalous in form or duration, or does 
not end by “crisis.” Kraepelin gives the average 
duration of alcoholic delirium tremens in his cases as 
3-6 days, with the larger number in the earlier 
period. He also found in all his cases of alcoholic 
hallucinosis a complete recovery in nearly half 
(but they tended to have frequent later attacks) ; 
a quarter passed into a weak demented state; and 
a quarter became chronically deluded and hallucinated. 
Korsakow himself was not so pessimistic about his 
own syndrome as are other authorities, such as 
Bonhoeffer and Meggendorfer, who state it is very 
rare for a full-blown case to recover completely, the 
usual outcome being a silly, cheerful, irritable condi- 
tion, with a lack of initiative and disturbance of 
memory and grasp. It is a syndrome which is so 
ucommon in the post-war period in this country, 
and I have such a limited experience myself, that 
I would greatly appreciate the experience of others 
on this point. 

3. Delirium followed by incomplete recovery and lack 
of “insight.”—-The conditions favourable for the 
development of marked paranoid features appear 
to be (1) that the “ noxious dose ” should be of long 
duration but relatively light intensity, and (2) that 
the recipient should be of a suspicious or touchy 
disposition, or, in brief, a somewhat paranoid type. 
Patients who suffer in one or both of these ways not 
infrequently fail to obtain a completely calm and 
detached attitude towards their delirious experiences 
after these have ceased-; and may continue to believe 
they were badly or even shamefully treated, persisting 
in accusations which are sometimes difficult to refute, 
and which, moreover, may be believed by others, unless 
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a warning of this possibility has been specially 
made. These querulous complainers of course merge 
into the more defimte paranoid states. Mentally 
defective patients are also liable to fail in regaining 
complete objectivity and detachment. 

Finally delirious reactions in the elderly, or in those 
with cerebral arterio-sclerosis may clear up, leaving 
a permanent “‘organic dementia ’’ of greater or less 
degree. A careful history, the physical examination, 


or the patient’s age, should suggest this possibility. 


I shall not touch upon the problem of the chances 
of relapse in alcoholics, except to say that the environ- 
ment is clearly of great importance. Thus the 
inguiries of German workers (Lippman and others) 
in the war disclosed that apparently hopeless drunkards 
became useful members of society. 


* $ * 


I regret that I have been unable to provide you 
with a larger number of precisely ascertained, concrete 
facts ; but, for the reasons I have attempted to give, 
these are hard to come by. At all events, the 
literature is not replete with them. The great 
importance of the constitutional and personal factors 
in assessing prognosis renders figures based upon the 
gross examination of a large number of cases of 
relatively little value; and attempts at detailed 
individual studies of a sufficient number to possess 
statistical significance is, for many reasons, an 
extremely difficult and certainly a very laborious task. 
This is the dilemma with which psychiatry is 
constantly confronted; and, as is well known, 
refuge is often sought from these difficulties in 
interpretative excursions of a kind not susceptible 
either of proof or disproof, which, though the greatest 
fun, are perhaps of little worth. 
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‘¢ Ask Your Doctor ?’ 


In opening the national campaign to encourage 
the wider use of the health services, the Prime 
Minister, after referring to those services which come 
to the individual without any effort on his part, 
spoke of another and more personal kind of health 
service which involves the necessity on the part of 
the individual man or woman to “do something ” 
in order to take advantage of it. In this category of 
personal service, he said, I give naturally a foremost 
place to that old-established and trusted institution, 
the family doctor. “A cardinal rule of health is 
‘Ask your doctor ’ and, above all, ‘ Ask him in time.’ ” 
For an ever-increasing proportion of the population 
the family doctor is the insurance practitioner, and 
there are admittedly scores of insured patients who 
heed no encouragement to apply to him on the 
slightest pretext and are satisfied so long as they are 
provided with a bottle of medicme. But there are 
still some who are diffident in applying for advice 
because of a lingering feeling that panel treatment is 
not all it might be. Here is a recent incident. A 
woman became insured and as she failed to choose an 
insurance doctor she was eventually allocated to a 
practitioner who, unknown to the insurance com- 
mittee, was her family doctor. In due course she 
wrote to the committee that she had always been a 
private patient of the doctor and had no intention of 
having panel treatment from him. The doctor also 
assured the committee that the patient wished to 
remain his private patient. But (as is well said in 
“Medical Insurance Practice ”) the frequent treat- 
ment of insured persons as private patients is bound 


to have unfortunate reactions on the good name of 
the service and to prejudice the position of the doctor 
concerned. If an insured person clearly understands 
from his doctor that there will be no difference in the 
kind of treatment which he will receive, whether he 
is treated as a private or as an insured patient, and 
that his doctor is already paid by way of insurance 
premium, he is hardly likely to want to make a 
fresh payment when he falls ill. 

Take another point: Insured persons are entitled 
to receive proper and sufficient medicines. The prac- 
titioner is of course the judge of what is necessary for a 
particular patient, but having decided he should 
then prescribe so that the patient may receive it 
free of cost. Recently a man, suffering from hemor- 
rhoids, complained that on attending his insurance 
doctor he was given three sample suppositories and 
told he could buy more at the chemist’s. Actions 
such as this are bound to lend colour to the impression 
that panel treatment—after close on twenty-five years’ 
development—is still not quite satisfactory. 

A third case illustrates another cause of irritation 
which a little breadth of vision could remove. A man 
was struck by lightning while at work, and while 
he was still unconscious a local insurance practitioner 
was summoned to attend him. In due course, 
although it was obvious from the nature of the man’s 
occupation that he must be an insured person, a bill 
was rendered. The insured person applied for the 
withdrawal of the account but was told that as 
neither his own doctor nor his deputy was sent for, 
and as they were available to provide treatment if 
they had been called upon, nothing could be done. 
The panel committee stated they were satisfied that 
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the charge was in order and that no claim for emer- 
gency treatment could be made against the patient’s 
own panel doctor. Claims for emergency treatment 
can, they ruled, only be made if neither the insured 
person’s doctor nor his deputy is available. But 
surely although the patient’s doctor may be at home 
at the time, he may not be “available” to give 
immediate treatment if the accident occurred some 
distance from his house, or if, as in this case, the 


only person who knew the name of the responsible 


doctor was in a state of unconsciousness owing to an 
accident or other sudden emergency. And what is the 
meaning of the phrase in the distribution scheme that 
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“ unless the panel maites are satisfied that there 
was reasonable cause for not summoning the practi- 
tioner responsible for treatment the committee shalł 
deduct . . .? if it is not to provide for the extreme 
case such as this when there clearly was reasonable 
cause. 

Is it too much to hope that the contribution of 
insurance practitioners to the campaign to encourage 
the wider use of the health services may be a resolute 
attempt to demonstrate that medical benefit under 
the N.H.I. Acts, although still restricted to a generał 
practitioner service, is in its fullest sense a service 
rendered by the trusted family doctor ? 


SPECIAL ARTICLES | 


AUSTRALASIA 


(FROM OUR OWN CORRESPONDENT) 


THE NATIONAL HEALTH 


THE same tolerant pity that we feel for our unen- 
lightened ancestors of the Middle Ages will doubtless 
be felt by our descendants for our vaunted Australian 
civilisation and its attendant ills—tuberculosis, cancer, 
numerous acute infectious and chronic diseases, and 
influenza. There is also our relatively high maternal 
and infantile death-rate, not to mention the common 
cold. Prof. Harold Dew, who holds the chair of sur- 
gery at Sydney, spoke of some of these things in his 
Anne Mackenzie oration for 1937, delivered at the 
Institute of Anatomy in Canberra. The Australian 
standard of health, he said, is lamentably low, and 
only a small proportion of the population enjoys 
perfect health. The number of patients attending 
public hospitals in Australia is higher than it should 
be, and there is a vast amount of chronic ill health 
in Australia, causing unnecessary suffering, loss of 
time, and lessening of national efficiency. 
death-rate would have to be greatly reduced, and if 
proper measures were taken there was no reason why 
Australia should not build up the highest national 
health standard in the world. It has been realised 
that education of the people on health matters is 
essential, and the Commonwealth Council for National 
Health and Medical Research was formed for this 
purpose. It has recommended the granting of money 
for research, and its other plans include the appoint- 
ment of well-paid junior research workers for three- 
year periods. Senior research workers would be 
chosen from their ranks, given permanent positions, 
and employed in special work. 

Prof. Dew said it was impossible to forecast the 
future of medical practice in Australia, It might be 
a form of national insurance, a system of State medical 
service, or perhaps a compromise. 


‘POST-GRADUATE EDUCATION IN NEW SOUTH WALES 
Since the beginning of the century Sydney has 
been a centre for post-graduate teaching in medicine, 
courses having been arranged at intervals by the 
University of Sydney and by the New South Wales 
branch of the British Medical Association. There is 
now a Permanent Post-Graduate Committee in 
Medicine, supported by government grant, and a 
general revision course, designed primarily for general 
practitioners, is held each year, including intensive 
instruction at all the larger metropolitan hospitals. 
Country practitioners may attend week-end courses 
held at country centres. Special courses are also 
provided for those seeking higher degrees and 
diplomas ; 


The - 


for example, during the current year a 


course will be provided for entrants in Part 1 of 
the examination for the degree of master of surgery, 
this course being equally suitable for the primary 
F.R.C.S. Eng. Arrangements are made by the com- 
mittee for lectures by visiting lecturers and also for 
residential post-graduate studentships for obstetric, 
children’s, and general hospitals, Instruction in the 
diseases of children and in infant feeding is provided 
and attendance at clinics for the diagnosis and treat- 
ment of cancer and tuberculosis, and tuition in 
anzsthetics is arranged. The school of public health 
and tropical medicine in the University of Sydney 
conducts diploma courses. 

A special hospital has now been inaugurated in New 
South Wales for the furtherance pf post-graduate 
teaching. The constitution of the Prince Henry 
Hospital was recast by an Act passed a year ago, and. 
a board of fifteen directors was appointed which is 
required to conduct and maintain the hospital for 
the treatment of public, private, and intermediate 
patients and to provide ample opportunity for post- 
graduate teaching and research work in medicine to 
be carried out under the auspices of the University 
of Sydney. The training of medical superintendents, 
hospital managers, hospital secretaries, hospital 
matrons, nurses, masseurs, almoners, dietitians, 
X ray technicians, and pathological technicians may 
also be undertaken by the board. Besides the 
honorary medical staff of the hospital, a. staff of 
associate honorary medical officers has been appointed. 
This includes, ex officio, any professor or teacher in 
any of the subjects of the medical curriculum of the 
University. 

FOUNDATION OF INSTITUTE OF MEDIOAL SCIENCE LAID 
IN ADELAIDE | 


The foundation-stone of the first Institute of 
Medical Science in Australia was laid in Adelaide on 
the first day of the 1937 Australasian Medical Con- 
gress. The plans for the spacious modern building, 
to cost over £50,000, had been sanctioned by the 
South Australian Government, which had also sub- 
sidised it. The building, which will be erected in the 
grounds of the Adelaide Hospital, adjacent to the 
University, will contain laboratories with every 
facility for research work in pathology, biochemistry, 
bacteriology, and veterinary pathology. Provision 
is made for a museum of pathology (the Martin 
museum), and for a collection of. medical records 
illustrating the history of disease in Australia. The 
institute will be affiliated with the Adelaide Univer- 
sity, the Adelaide Hospital, and the nutrition labora- 
tory of the Council for Scientific and Industrial 
Research. It is anticipated that it will become the 
centre of learning of the biological, physiological, and 
pathological aspects of medical science in South 
Australia. Special consideration will be given to the 
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compiling of records of race, occupation, nutrition, 
and climate. 

The institute will be controlled by a committee 
representing the Government University and the 
Adelaide Hospital, who have appointed Dr. Weston 
Hurst of the Lister Institute, London, as director, 
and will be jointly responsible for his salary of £1500 
per annum, Towards the cost of the building £15,000 
was subscribed by Miss Edith Bonython, Mr. Norman 
Darling, and Mr. T. E. Barr-Smith, each of whom 
gave £5000. ‘The Government subsidised that sum 
pound for pound, and £10,000 has been given by the 
Commissioners of Charitable Funds from the Martin 
bequest. The remaining £13,000 will be provided 
for in this year’s estimates. 

The three stages of the evolution of medical science 
m South Australia were traced by the president of 
the Congress (Sir Henry Newland) in a speech at the 
oficial opening. In the first, pioneers had received 
medical service from doctors who migrated with 
them, or from the sons of settlers who went abroad 
and qualified ; there were no means of training 
_ students and no teachers. In the second stage, the 
trai in medicine began with the birth of the 

medical school. By this time the number of medical 
men had greatly increased. Many kept in touch with 
 sientific progress abroad, and passed their knowledge 
œ to students, but it was beyond their compass to 
udertake independent scientific work, or to attack 
problems of medical research on a large scale. There 
were, of course, men in advance of their time, like 
Davies Thomas, Joseph Verco, and Prof. Watson, 
but they and others were handicapped by the lack of 
equipment. In the third stage, which had now been 
reached, the means for research in medical science 
had been provided. An able director and assistant 
director had been obtained from abroad. In the 
. course of time they, and those associated with them, 
would train a new generation to take their places. 
It was only when a permanent institute of medical 
| Mience or research had been established that medicine 
could really be said to have taken root in a young 
country. Science was the living source from which 
_ the practice of medicine derived its nurture. 

The establishment of an Institute of Medical 
Science was in keeping with Australia’s medical 
Progress in other directions, said Prof. Grey Turner 
of London, who is a visitor to the Congress. He was 
impressed by the fact that provision was being made 
by endowments towards the salaries of the research 
workers, and he was also struck by the Government’s 
willingness to augment the private grants. 


PROBLEM OF MEDICAL RESEARCH IN AUSTRALIA 


Prof. F. Wood-Jones, F.R.S., who has just given 
up his post as professor of anatomy at the University 
of Melbourne, having accepted a similar appointment 
at Manchester, has expressed grave doubts on the 
future of medical research in Australia unless condi- 
tions of work can be improved. One of the handicaps 
affecting research workers in this country is the 
continual pressure of work, both teaching and adminis- 
tative, in the medical schools. This routine work 
allows little or no time for continuous research. 
Often the occupant of a chair is required to do work 
quite outside his professional sphere, such as solving 
mall problems for, and answering innumerable letters 
fom, practitioners in all parts of the State. Prof. 
Wood-Jones believes that Australia will continue to 
lso her most efficient workers unless she provides 
_ thm with better opportunities. To carry out research 


_ work of national importance the coérdination of. 
dort and wise direction are essential. Until thege 
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are assured, especially close codrdination between 
medical biologist, chemist, and physicist, the wisdom 
of providing funds for the endowment of research 
of a specific nature, such as cancer research, is doubt- 
ful. The likelihood of any individual investigator 
finding the answer to such a problem as cancer is 
almost negligible ; so for the present at least Australia. 
would be well advised to provide ample funds for 
unrestricted research by individuals, though every 
effort should be made to achieve a basis of coördina- - 
tion as soon as possible. , 

Another of the difficulties besetting Australia is 
the absence of a sufficient number of trained technical 
assistants. Owing to insufficient funds the teaching 
departments of medical schools cannot provide 
enough promise of promotion in work of this kind to 
attract men to a laboratory career. The outcome of 
Prof. Wood-Jones’s suggestions is that rather than 
allocate money to some definite purpose and then 
try to find workers, it would be wise to place adequate 
funds at the disposal of an individual worker to 
enable him to develop without hindrance his own 
ideas. 

‘ BFFECT OF NEW ZEALAND TRAFFIC CODE 


A remarkable decrease in the number of accidents. 
in New Zealand has been evident since July, 1936, 
when a new strict traffic code was introduced and a 
speed limit of thirty miles per hour was rigidly 
enforced in “built up” areas. Statistics show that 
the number of deaths from accidents has been reduced 
by 100 a year; but the proportion of fatal accidents 
involving motor-cycles remains relatively large— 
almost a quarter of the total. It is expected that the 
adoption of a more serious attitude towards the 
problem of the intoxicated driver will reduce this 
menace to public safety. 


MEDICINE AND THE LAW 


« Under the Influence of Drink or a Drug ” 


EVER since Section; 15 of the Road Traffic Act 
of 1930 came into force, motorists have been indicted 


(if the case went before a jury) with the offence of 


driving a car “under the influence of drink or a 
drug.” These are the exact words of the statute 
but the form is possibly objectionable as containing 
an alternative allegation. The doubt is apparently 
to be settled in the Court of Criminal Appeal. A 
doctor was indicted last week at the London sessions 
in the words of the statute. He denied having 
been under the influence of either drink or drugs. 
He was convicted and fined £100 with £50 costs, 
and his licence was ordered to be suspended for seven 
years. His counsel challenged the indictment. The 
deputy chairman ruled that it was good, but granted 
a certificate for an appeal to the Court of Criminal 
Appeal. 

The ancient law of indictments was strict indeed. 
In 1829 one Puddifoot was indicted for stealing a 
sheep. It was proved that he stole a ewe; but 
the statute used the word ‘‘ ewe ” as well as the word. 
“ sheep,” and Puddifoot who had been convicted 
and sentenced to death was therefore pardoned 
because the indictment used the wrong word. In 
1841 Lord Cardigan was indicted for shooting at 
Harvey Garnett Phipps Tuckett with intent to 
murder him, &c. He was tried by his peers and the 
case is memorable as one of the last prosecutions for 
duelling. It is even more memorable because Lord 
Cardigan was acquitted on the ground that the Crown 
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proved that the accused fought a duel and deliberately 
shot at Captain Harvey Tuckett but it was never 
proved that the victim was called by the names 
Garnett and Phipps as in the indictment. The 
curious technicalities of the law were swept away in 
1915, and the Court of Criminal Appeal is nowadays 
disinclined to interfere with a conviction on the 
ground of-a defect in the indictment unless the defect 
caused real embarrassment to the accused. In 
1895 an indictment charging a man with “ having 
used violence to or intimidated A.B.” was held bad. 
The accused ought, of course, to know what charge 
he has to meet; an indictment in the alternative raises 
possible issues of repugnancy. If the results of drink 
and drugs can be identical, the police may perhaps not 
desire to specify the alternative which their evidence 
is expected to establish. The possible embarrassment 
of the police, however, is not so material as the 
possible embarrassment of the defendant. 


Removal of Injured Patient 


The problem of accommodating or treating the 
violent patient in hospital was illustrated at a Windsor 
inquest last week. A chauffeur named Patrick 
Donovan stopped a passing motorist and asked for 
a lift to the nearest telephone call-box as his car 
had broken down. When the motorist reached a 
telephone kiosk, the chauffeur, getting out before the 
car had stopped, fell in the road and injured his head. 
A police sergeant gave evidence at the inquest that 


Donovan was very violent while in the ambulance. 
On arrival at Maidenhead Hospital he was not 
admitted but was sent on to the public assistance 
institution. Dr. Iris Lamey, the resident medical 
officer at Maidenhead Hospital, explained to the 
coroner that the men’s ward was overcrowded. She 
examined the patient and came to the conclusion 
that an immediate operation was not necessary. 
The only possible accommodation for him was the 
emergency surgical bed in a bathroom; there were 
no male porters on duty who were available for 
restraining the patient. Dr. W. J. Symons, medical 
officer at Maidenhead Institution Infirmary, said it 
was difficult to examine Donovan; he could not be 
sure whether he was suffering from a fit or from a 
fractured skull; he had never seen a man so violent. 
Next morning the patient was worse; Dr. Symons 
therefore ordered his removal to Windsor Hospital 
where he died within twelve hours of admission. 
Dr. E. Smith, house surgeon at Windsor Hospital, 
said it was impossible to operate or do anything for 
the patient; if he had been brought to Windsor in 
the first instance nothing could have been done for 
him ; death was due to a fracture at the base of the 
skull. The jury returned a verdict of “ death by 
misadventure ” and added no comment. The case 
seems to be one of those which show the value and 
the prompt working of the inquest system. An 
investigation of an official nature was clearly desirable. 
The result was to remove any suspicion of neglect. 


GRAINS AND SCRUPLES 


Under this heading appear week by week the umfetiered thoughts of doctors in 


various occwpations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly indes 


FROM A GENITO-URINARY SURGEON 
II 


I HAVE been reading Dr. Cronin’s ‘“‘ Citadel” 
and wondering why it has made such a hit. But 
the wonder has been of short duration, for little 
thought is required to realise that no subject makes a 
wider appeal than a scandal. A scandal has the 
best news value in Christendom, as that very astute 
journalist, the late Horatio Bottomley, knew when he 
founded John Bull. Lewdness in Lambeth ; Laxity in 
the Law Courts ; Wideness in the War Office; Horrors 
in Harley-street—what better posters than these 
could be imagined ? Small wonder therefore that a 
novelist can concoct a best seller out of the sins of 
us poor doctors. A Hindoo once said to me in reply 
to my question concerning the truth of “ Mother 
India”: “ If you want to write about sewage, you 
can always find sewers.” 

* * * 


My own surprise is not that doctors are dishonest 
but that considering their opportunities they remain 
as honest as they are. What unrivalled scope for 
fraud our practices give us. Is there any other trade 
or business in which it is the vendor who decides how 
much the purchaser must buy ? Take as an example 
that charming old gentleman from the country who 
has just left my consulting-room after depositing 
three guineas on the corner of my desk. How 
delighted he was to be told that no immediate opera- 
tion was necessary, and that, provided he remained 
carefully under the eye of his practitioner, he could 
return to his garden and his dogs. What a relief 
after he had resigned himself to the thought of a 
London nursing-home and an operation with all its 
attendant costs. Only last week he had visited his 


banker to make certain necessary arrangements, 
and now all that has been required of his purse has 
been a modest three guineas. 

Some of my colleagues would have removed his 
prostate on the grounds of its being enlarged. What 
is more, they would have had good reason for doing so, 
for how do I know that his symptoms will not suddenly 
become worse ? What guarantee have.I that he will 
not get retention, or a hemorrhage, or that his 
prostate, now innocent, will not in time become 
malignant ? None at all. Then why not operate on 
him now, whilst he is in good health and by so doing 
forestall future trouble ? Why not indeed, when he’s 
willing to pay me a hundred guineas for my fore- 
thought. The chances are that in the end he’ll die 
of something else before I’ve had his prostate. I 
may never see that hundred guineas. 

“ As to the honor and conscience of doctors,”’- 
writes Bernard Shaw jin his pontifical preface to | 
“ The Doctor’s Dilemma,” “they have as much as 
any other class of men, no more and no less. And 
what other men dare pretend to be impartial where 
they have strong pecuniary interests on one side?” | 
I have a strong pecuniary interest on the side of 
removing that prostate and yet I’ve let its owner 
go. Why? Sentimentality I suppose, since Shaw 
won’t even allow me the satisfaction of possessing a 
conscience. ‘“‘ Doctors are just like other English- 
men ” he proclaims, ‘‘ most of them have no honor 
and no conscience; what they commonly mistake 
for these is sentimentality and an intense dread of 
doing anything that everybody else does not do, or 
omitting to do anything that everybody else does.” 

* * * 


But the performance of unnecessary operations — 
for pecuniary gain is not the only form of dishonesty 
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of which we stand accused by Shaw and Cronin. 
We are also said to be intellectually dishonest: we 
lay claim to knowledge and powers that we do not 
possess ; we clothe ourselves in infallibility. 

To this indictment it is wiser to plead Guilty, but 
to urge that there exist extenuating circumstances. 
If the law recognised motive, which it does not, our 
defence would have been that we have assumed 
infallibility for the best of all reasons: our patients 
demand it of us. They have forced us to become 
Magicians and have endowed us with super-mundane 
powers. And our defence would have been a just 
one for we ourselves—unless we happen to belong 
to that small coterie of doctors that is dazzled by its 
own learning—realise how little we know. Only 
on the rarest of occasions dare we confess this to our 
patients, not merely because by so doing we would 
lose them, but because faith is the most important 
item in their cure. For this reason therefore we are 
forced to assume a knowledge that we do not possess, 
and to manifest a confidence in our treatment that 
we are very far from feeling. 

In the privacy of our homes, however, and strictly 
amongst ourselves we can whisper the unguarded 
truth. Our ignorance of the working of the human 
body is appalling ! We know as little of its functioning 
as would mechanics who looked under the bonnet of 
a car without realising that such a force as electricity 
existed, and that it played a part in the working of the 
engine. A few simple breakages may come within 
our understanding but a whole range of activity lies 
completely outside our comprehension. We are 
studying a piece of intricate machinery ignorant 
of some of the fundamental principles that underlie its 
construction. We are attempting to mend what we 
do not in the least understand. 

* * * 


Present-day medicine is suffering from a plethora 
of facts and a deficiency of comprehension. We 
have collected so many isolated observations that 
we can find no connexion between them. Our 
industrious specialists know everything about nothing, 
but nothing about everything. They are like the 
art connoisseurs of the Victorian age making the round 
of the academy with their magnifying glasses. 
With their eyes glued to the corner of a picture these 
critics would go into raptures over the painting of a 
single flower. Caught up in some such tiny detail 
the meaning of the picture itself was lost. 

Well, this may be so, but there’s nothing new in 
that protest my critics. This is the way that science 
progresses ; first the gathering together of dis- 
jointed observations, then their synthesis within the 
grasp of an all-embracing theory. Thus has human 
knowledge advanced since the dawn of time. The 
isolated labourers first gather in heaps the material 
and then arrives the master mind, the Newton, 
the Michael Faraday, the Pasteur to trace a pattern 
in what before was dire confusion. 

Let me confess my doubts. 
fear that in the case of modern medicine this long- 
waited-for messiah will never arrive. He has tarried 
too long and will reach us too late. The depart- 
mentalising of our knowledge has proceeded at such 
a pace that it will require a superman to reduce this 
vast mélée of observations to some semblance of order, 
some beginning of a plan. And there are few 


supermen. F n , 

So, Messrs. Shaw and Cronin, you will find us 
easy game. The garment of our knowledge is as 
patched as is our virtue. Yet even in Harley-street 


I am filled with a 


some shreds of honour and conscience may remain. 
Witness that nice old gentleman from the country 
returning to his garden and his dogs. He’s caught 
his train by now, and I’ve lost my hundred guineas. 
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From a report of a meeting of the “ British Medical 
Association,” which, founded in 1836 for the furtherance 
of medical reform, died a natural death after some ten 
years of useful life, tts name being subsequently assumed 


- by the Provincial Medical Association. 


To the Honourable the Commons of the United King- 
dom of Great Britain and Ireland in Parliament assembled. 
The humble petition of the undersigned, President and 
Members of the British Medical Association and others, 
Sheweth, That, in the opinion of your Petitioners, the 
present state of medical education and of medical govern- 
ment call for the serious attention of your Honourable 
House. That, although it is now generally admitted, and 
is the firm conviction of your Petitioners, that the various 
branches of medicine and surgery are one and indivisible, 
that they constitute but one science, yet there are in the 
United Kingdom not less than sixteen or seventeen 
colleges, faculties, or corporations, having the power of 
granting degrees or licences, or having curricula requiring 
different qualifications, and none having the power of 
conferring the right to practice in every part of the king- 
dom. That this want of uniformity in the education of 
medical practitioners by the various universities and 
colleges creates jealousies and discontents among graduates 
and licentiates of those bodies, which are very injurious 
to the students, and, from an imperfect knowledge in 
the public mind of the principles of medical education, 
tend to bring the science of medicine into disrepute, by 
engendering a feeling that difference of education produces 
a corresponding difference in practice. ... That your 
Petitioners, ... having duly considered the foregoing incon- 
sistencies, anomalies, and grievances, .. . humbly pray 
that a Bill may be passed by your Honourable House, 
directing the union of the three branches of the profession 
into one faculty or national institution of medicine, all 
the members of which shall be educated and *examined 
alike, and possess equal rights, privileges, and immunities ; 
that they shall be called by the same name or title, but 
be allowed to practise either the whole or any part of the 
science of medicine. That a senatus or governing body 
be elected at defined intervals by the whole of the members 
of the faculty, and that such senatus be empowered to 
make and enforce the observance of such laws for the 
government of the members as it may, from time to time, 
deem meet; and that it may possess power to confer 
degrees and to grant licences to practise in all parts of the 
United Kingdom. That a register may be made of all 
persons now practising the science of medicine, and that 
from and after a cert@in day to be appointed by your 
Honourable House, no person whose name shall not be 
in such register, be permitted to practise, or call himself 
by the name or title to be applied to all recognised members 
of the faculty, under a severe penalty. . . . And that, as 


in duty bound, your Petitioners will ever pray. 


From a speech at the dinner following the meeting. 
From the National Faculty, a National Board of Health 


‘might be appointed, to constitute a Medical Police of the 


country, and regulate many matters which are now 
neglected, or very imperfectly attended to. The public 
health would embrace several heads; medical attendance 
on the poor; coroner’s inquests; the quarantine laws ; 
inquiries into epidemics; the abatement of nuisances ; 
the investigation of certain accidents ; the sale of poisons 
and quack medicines; medical evidence in trials for 
murder; the regulation of hospitals ; medical education ; 
madhouses; prisons; public museums and libraries 
connected with medicine; chemists and druggists; the 
registration of births and deaths; the institution of a 
benevolent or pension fund ; and many other matters. ... 
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HEALTH OF MEDICAL STUDENTS 
To the Editor of THE LANCET 


Sık, —My attention has been drawn to the corre- 
spondence in your columns regarding the health of 
medical students. At the present time a good deal 
of thought is being given to the question of health 
of all students in our universities. About four years 
ago a preliminary report on university health services 
was produced by the National Union of Students and 
the recent report issued by the University Grants’ 
Committee contains some valuable references to this 
subject. The problem is a particularly important 
one in a university where only a proportion of the 
students are in residence and in the hope that the 
information may be helpful to others I submit an 
outline of a scheme for an institute for recreation 
= and physical education which is under consideration 

at this university. 

In spite of additional playmg fields which have 
been secured in recent years it was felt that some- 
thing more was required, particularly for those who 
are unable or unwilling to make use of our grounds 
at Fallowfield and Wythenshawe, and also with the 
object of improving the physical well-being of our 
students. Many of the students making the greatest 
effort to use the teaching facilities of the university 
to the fullest extent are those who need most oppor- 
tunities for recreation and physical training close at 
hand. Our gymnasium is unfortunately inadequate 
for the present numbers and for some time it has been 
felt necessary to provide wider opportunities upon 
the main university site. Realising the need and 
value of such facilities our deputy treasurer, Sir 
Robert McDougall, has recently presented to the 
university the drill hall, which was formerly the head- 
quarters of the 7th Manchester territorial battalion, 
together with an adjoining piece of land. This site 
is only about two hundred yards from the main build- 
ings and ‘therefore conveniently situated. Since the 
main hall is 165 ft. by 85 ft., and there are on the 
front and west side a series of rooms of varying size 
on two floors, the architects find it possible to provide 
a swimming bath with dressing-rooms and shower 
baths, accommodation for the O.T.C., and ample 
floor space for physical education. This floor space 
would be available for at least two badminton courts 
when it was not required for physical training. It is 
hoped, if the necessary financial help is forthcoming, 
to provide in another building on the site two squash 
courts, two fives courts, andsa room for fencing. 
The adjoining ground will give adequate opportunities 
for physical training and exercise in the open air, 
when weather permits. 

The scheme is as yet in an early stage but it is 


much hoped that it will be closely associated with our. 


medical school, which will supply the necessary 
medical supervision and that ultimately it may be 
possible to develop a complete physical training 
department.—I am, Sir, yours faithfully, 

` JOHN S. B. STOPFORD, 


Vice-Chancellor, The University of Manchester. 
Sept. 30th. 5 


LATENT SYPHILIS 
To the Editor of THE LANCET 


Sı, —The annotation in your last issue is a welcome 
reminder to all in practice of the varied garb worn 
by this disorder. Cannon’s cases were however all 
serologically positive, and the diagnosis rested on 


CORRESPONDENCE 
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this fact; whereas syphilologists have repeatedly 
called attention to the high percentage of negative 
sera in this group, the latest to do so being Lees in 
the current Practitioner. The diagnosis must there- 
fore be made on grounds other than serum tests, 
and the only worthy foundation is morbid anatomy. 
We know that the spirochæte is swept into the 
lymphatic system at the onset of the latent period 
whence it emerges to produce symptoms which, at 
present, are only recognised when they are gross. 
All stages of development of aortitis and aneurysm 


- have now been demonstrated and accepted, but this 


is not true of any other of the protean manifestations 
of the disease. If however the immediate anatomical 
relations of the aorta, chief of which is the sympa- 
thetic chain, are similarly affected the symptoms 
will indeed be protean and manifest in remote organs 
controlled by that chain. 

I have the authority of L. W. Harrison for saying 
that there was recently no research into this branch 
of clinical medicine, and I beg the publicity of your 
columns to appeal to those who direct research to 
remove this anomaly. The question is simple. Does 
the process responsible for aneurysm affect the 
sympathetic chain, or does it not? If it does, what 
symptoms are to be expected? I believe that 
clinicians will readily complete the picture. — 

I am, Sir, yours faithfully, 
Caernarvon, Oct. 4th. — GRIFFITH EVANS. 


REGISTERED MASSEURS 
To the Editor of THE LANCET 


Str,—I should like to take this opportunity of 
expressing, on behalf of the Chartered , Society of 
Massage and Medical Gymnastics, sincere thanks to 
Mr. H. H. Greenwood for his letter which appeared 
in your issue of Sept. 25th, and for his support of 
the interests of chartered masseuses and masseurs. 

I regret that the list of members of the society, 
which is published among the advertisement pages 
of the Medical Directory, should have proved to 
be misleading. In fairness to the publishers of the 
Medical Directory it must be stated that an arrange- 
ment was made as long ago as 1929 whereby members 
of the Chartered Society, who wished to do so, could 
pay a requisite fee, and have published in the adver- 
tisement pages of the Medical Directory their names 
together with the treatments they were willing to 
undertake. The form of announcement was approved 
by the Council, subject to the list of “ treatments 
undertaken ” being accepted as a personal statement 
of the individual for which the Council took no 
responsibility. | | 

As much publicity as possible was given to our 
members of this arrangement at the time, and sub- 
sequently every year in the “official notices to 
members °” published in the Societys Journal. 
Naturally, it is a cause for regret that any medical 
practitioner could have considered that a list of 
approximately 120 names should represent the full 
register of the members of a society which numbers 
roughly 11,000. Also, in spite of the list having 
appeared in the Medical Directory approximately 
in the same position and in the same form for eight 
years in succession, no one has hitherto drawn the 
attention of the Society to the fact that this adver- 
tising by individual members in a medical publica- 
tion might lead to confusion. I fancy, therefore, 
that we may consider that the misunderstanding 
under discussion can only be a very rare one amongst 


-= and considerable power of endurance. 
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medical men as a whole. Indeed, I hope it has been 
unique. 

The publication and regular distribution to all 
medical practitioners of the register of the Board of 
Registration of Medical Auxiliaries, and later, we 
hope, of local directories of those whose names appear 
on this register, will surely make any future mis- 
understanding impossible. I can only deplore that 
it has now been presented—obviously for reply— 
though I am most grateful for the opportunity thus 
afforded of doing so. 

Should some of our members continue to advertise 
as heretofore in the Medical Directory, I have little 
doubt that the publishers will allow the insertion 
of a note which will effectively prevent any 
possibility of further misunderstanding. 

I an, Sir, yours faithfully, 


JAMES MENNELL, 
Chairman of the Council of the C.S.M.M.G. 


Sept. 28th. 


ROAD ACCIDENTS AS A PROBLEM OF 
PREVENTIVE MEDICINE 


To the Editor of THe LANCET 


Sm,—The fact that road accidents have continued 
to increase in spite of recent legislation and that the 
yearly total of casualties is comparable to those of 
a war of considerable magnitude, prompts me to 
raise the question as to how far they should be 
considered as a problem of preventive medicine. 

The increase of traffic, both in volume and speed, 
is such as to call for special qualities of skill and 
judgment on the part of drivers unless the increase 
is to continue. In aviation, the need for medical 
examination of candidates for flying instruction has 
been recognised from the early days, to ensure the 
absence of visual defects, organic disease, and other 


= disabling conditions. Driving a motor vehicle on 
- the crowded roads of to-day demands concentrated 


attention, care, quick decision in the face of dilemma, 
It imposes a 
strain of which the individual himself is not always 
conscious, nor can he readily appreciate in himself 
the effects of fatigue. 

In the absence, hitherto, of a medical examination 
and of statistics as to the proportion of accidents due 
to the human factor, it is not possible even to guess 
as to how far unfitness plays a part. It is probable 
that many doctors are aware of persons who drive 
regularly, and are the subjects of organic disease. 
I know of a man who is the subject of a mild diabetes 
and has cataract in both eyes. He is practically 
blind in the left and has only very limited vision in 
the right. His daughter consulted me without his 
knowledge, saying that he will not let her drive, but 
insists on her accompanying him. He has had a 


-= number of minor accidents, many near escapes, and 


on more than one occasion has probably owed his 
ecape to the vigilant prompting of his daughter. 
Another case was that of a garage proprietor whom 
I had seen for advanced aortic disease and auricular 
fibrillation who could only go upstairs with con- 
siderable distress. He regularly used to drive a 
private coach on trips to the seaside and races, and 
apparently had no difficulty in getting his licence 
renewed 


It seems to me that the need for medical examina- 
tion of applicants for licences, either ab initio or 
renewal, is long overdue. Such examination need not 
be very searching. I would suggest that each candi- 
date should make a declaration on a printed form 
that he is not subject, as far as he is aware, to attacks 
of epilepsy, angina pectoris, or other paroxysmal 
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disease. The examination itself should include (a) a 
general inspection for physical deformity and loss of 
function such as would prevent the driving and proper 
control of a car; (b) vision; (c) organic disease of 
the circulatory system, including arterio-sclerosis and 
hyperpiesis; (d) nervous system, especially as 
regards tremor, and exaggerated reflexes. Whether 
the doctor should be called upon to express an opinion 
as to any evidence of the habitual abuse of alcohol 
is a matter for consideration. The examination should 
not be carried out by the candidate’s regular medical 
attendant, and the cost should be borne by the 
applicant. 

Personally I have little doubt that “ temperamental 
unfitness for driving a car” is probably responsible 
for more accidents than physical unfitness; but it 
is less easy to assess by the general practitioner. 
Moreover the expense and administrative difficulties 


of requiring a psychological investigation in the case | 


of every candidate would be insuperable. The diff- 
culty could be met by giving every licence-holder an 
“ accident allowance ” of, say, three accidents during 
the currency of his licence. The licence form should 
contain a space in which the fact and date of involve- 
ment in an accident could be recorded, by the police. 
Involvement in three accidents would automatically 
suspend the licence which would be confiscated by 
the police pending the production of a certificate of 
fitness given by a medical man, who should not be 
the holder’s own doctor. Two such suspensions within 
the currency of a single licence—i.e., six accidents— 
should require examination by a medical board, one 
member of which should be a psychologist. The 
nature of such an examination should be set out on 
a printed form and, the board should make a recom- 
mendation as to fitness or otherwise to hold a licence. 

Introduction of legislation on these lines would 
doubtless provoke a great outcry at first; but the 
ultimate result would be the elimination of persons 
unfit to drive and the exhibition of considerably 
greater care on the part of all. With a falling birth- 
rate the country cannot afford the present enormous 
losses. Governments are apparently reluctant to 
introduce legislation which might jeopardise their 
popularity with the electorate; but surely such 
casualty lists put the matter above political con- 
siderations. 

As a motorist of many years’ standing it is my own 
opinion that the imposition of a speed limit is very 
little use. It is possible with modern cars to drive 
fast quite safely, and in most places where speeds 
are restricted traffic conditions impose their. own 
limitations.—I am, Sir, yours faithfully, | 

H. M. STANLEY TURNER, 

London, W., Oct. 4th. Wing Commander. 


IDENTICAL TWINS 
To the Editor of THE LANCET 


Sık, —The comment in your issue of Sept. 4th on 
the study of twins by Newman, Freeman, and 
Holzinger suggests that criticism of their book must 
be based primarily on the criteria they use for the 
establishment of monozygotism. I have now twins 
under my care at the psychological clinic of the 
Queen’s Hospital for Children, and I have tried to 
investigate whether they were monozygotic or dizy- 
gotic. The midwife and grandmother, who were 
present at the confinement, report the emergence of 
one placenta only. Siemens places no reliance on 
the presence of one placenta or one chorion. He has 
evolved a scheme for differentiating the two types 
which, as Stocks rightly points out, has no measure- 
ments, and hence the personal equation of the 


AL. 
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observer is a factor. Stocks relies on fingerprints 
and certain anthropometric measurements. Case 18 
in Newman, Freeman, and Holzinger’s book does 
not come up to the criterion adopted by Stocks on 
fingerprint similarity required for monozygotism. 
None of these investigators mentions blood groups 
excepting Siemens who apparently deems them to be 
of minor importance, since he does not use them in 
his case records. Dr. Denys Jennings in THE LANCET 
of March 13th, p. 660, refers to the accuracy of the 
methods used by the Kaiser-Wilhelm Institut für 
Anthropologie in investigating twins, and it seems 
to me that we cannot hope to get further until such 
methods are adopted. Prof. Newman has noted the 
lack of information derived from cases under opera- 
tion where there is opportunity to observe the number 
of corpora lutea present. I think that many obste- 
tricians consider one placenta to be proof of monozy- 
gotism ; perhaps they would be interested enough to 
supply evidence in support of this thesis. 
I am, Sir, yours faithfully, 
Regent’s Park, N.W. ,Oct. 2nd. IRENE YATES. 


RADIODERMATITIS AND CANCER 
To the Editor of THE LANCET 


S1ir,—In an annotation last week (p. 812) you say 
‘,.. Wwe recognise that soft rays encourage malignant 
growth while hard ones counteract it.” Is it really 
so simple as all that ? If so, how explain the excellent 
results in skin cancer which are obtained by the 
Chaoul tube, working at only 60,000 volts. At a 
discussion on the subject of specificity of wave- 
length at the June meeting in London of the British 
Association of Radiologists—a discussion in which 


the heads of various radium institutes took part— 


only one speaker out of half a dozen expressed belief 
_ in the specific action of hard rays. 
I am, Sir, yours faithfully, 
F. HERNAMAN-JOHNSON. 
Brook-street, W., Oct. 4th. 


DEAFNESS : PREVENTION VERSUS PALLIATION 
To the Editor of THE LANCET 


Srr,—I should like to congratulate Mr. Tumarkin 
upon his paper with the above title. I have been 
preaching prevention to my brother otologists for 
over thirty years but without appreciable results, 
most of their ears being probably sclerosed by chronic 
tradition. I sincerely trust Mr. Tumarkin will receive 


his reward in this world, although I may tell him | 
that the mens conscia recti is at least spiritually | 


sustaining. I am, Sir, yours faithfully, 


MACLEOD YEARSLEY. 
Wimpole-street, W., Oct. 5th. 


NASAL SINUSITIS IN CHILDHOOD 
To the Editor of THE LANCET 


Srr,—In Mr. Ivor Griffiths’s article upon the 
function of the tonsils and nasal catarrh, published 
in your issue of Sept. 25th, I find much with which 
I am in accord. No one who has read my work upon 
sinusitis ? could think that I do not hold the sinuses 
responsible for much. But I feel that in questioning 
the value of removal of the tonsils and adenoids in 
otitis media, because he has seen many children who 
have had this operation performed and still have 
inflammation of the ear, Mr. Griffiths is discouraging a 
means of treatment which has not received, even yet, 
the recognition it merits. I still see many patients at 
hospital with chronic or recurrent otitis, where the 


1 Nasal Accessory Sinusitis in Children, Arch. Dis. Child. 
1936, 11, 281. 
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tonsils and adenoids are present: and I still see 
recovery following the operation in such instances. 
Of course if sinusitis is the cause of the otitis the treat- 
ment is of the sinuses. Likewise I fear lest his state- 
ment that sinusitis is more common in people who have 
had their tonsils and adenoids removed should be 
interpreted to mean that those who have had their 
tonsils and adenoids removed are more liable to 
sinusitis. As I have written, and as Mr. Griffiths 
himself is obviously aware, the tonsils and adenoids 
are often removed in a misdirected attempt to cure 
the symptoms of sinusitis. 

My anxiety that these facts should be fairly stated 
is increased by finding his work quoted at length 
in the lay press, with my name in support. 

R I am, Sir, yours faithfully, 

Harley-street, W., Oct. 4th. JAMES CROOKS. 


MEAL-TIME POLEMICS 
To the Editor of THB LANCET 


Sır, —The brief account which you published in 
your last issue (p. 814) of the conference on tuber- 
culosis at Lisbon does not mention an incident which 
occurred at the last meeting of members, and which 
has aroused indignation amongst those who were 
attending from this country, America, and France 
especially. It must be a matter for serious considera- 
tion by the executive committee of the International 
Union as to whether anything is to be gained by 
allowing individual members to speak, uninvited, at 
the final dinner of the assembly on questions of purely 
political significance. The sight of medical specialists 
embracing each other in political fervour is not at 
any time particularly convincing; it is merely 
repugnant to those who may not share their views. 
The same manifestation at a banquet in this country 
given under international auspices would be regarded 
as a breach of hospitality. Let us hope that some 
guarantee may be forthcoming from the Union that 
reasonable steps will be taken to prevent the 
recurrence of such an incident at the Berlin meeting 
in 1939, and that such differences of opinion as may 
exist amongst delegates will be confined, in public 
at least, to the special problems on the official medical 
agenda. I am, Sir, yours faithfully, 

Joun B. McDouGALL. 

British Legion Village, Preston Hall, Kent, Oct. 4th. 


BRUCEA SUMATRANA IN AMGBIC DYSENTERY 
To the Editor of TuE LANCET 


Sir,—In connexion with the annotation in your 
last issue under the heading A New Specific for 
Amobic Dysentery, your readers may be interested 
to refer to a paper read before the British Pharma. 
ceutical Conference at Bristol thirty-two years ago 
(Pharm. J. August lst, 1905). The paper describes in 
detail the original investigations by Power and Lees 
to which Dr. Liu Hsiao-Liang refers in the Chinese 
Medical Journal. These original investigations of 
K6-sam seeds were carried out at the Wellcome 
Chemical Research Laboratories and as a result in 
1907 we prepared and issued ‘“‘ Tabloid’? K6-sam, 
each product representing 0-2 gramme of Ké6-sam 
seeds (Brucea sumatrana, Roxb.). 

We are, Sir, yours faithfully, 
Oct. 5th. BURROUGHS WELLCOME AND Co, 


RELIEF OF DISTRESS IN CHINA 


A LETTER reaches us, signed by the Archbishops 
of Canterbury and York together with many leaders 
of the civil and religious life of this country, announc. 
ing the opening of a fund for the relief of distress 
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in China. This fund, which is being opened jointly | 


by the committee of the China Association, the 
British Red Cross Society, and the Conference of 
British Missionary Societies, will be administered 
in China by an organisation constituted under the 
presidency of H.M. Ambassador, with the Governor 
of Hong-Kong as vice-president. The letter continues : 

“We have been moved to ‘take this decision, and 
we base our appeal for contributions, upon the broad, 
human ground that the conflict is occasioning terrible 
suffering in all its forms amongst untold numbers of 
Chinese. ‘The total of those rendered destitute is 
immense. Reliable. figures cabled to the China 
Association from Shanghai show that 100,000 com- 
pletely destitute refugees are being maintained in 
camps in the Shanghai area alone, while help is also 
being given in various forms to another 100,000 in that 
district. Some 250,000 have been moved away from 
Shanghai by boat and train, but they are being 
rapidly replaced, the estimated total of destitute 
Chinese for whom Shanghai will have to provide in 
the near future being 500,000. Tientsin, Peiping, 
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Hankow, Canton, and many other centres are faced, 
by similar problems. British national societies 
and firms are doing their utmost to help, but their 
resources, already crippled by the disorganisation of 
trade, are quite inadequate. ‘There is a desperate 
shortage at all centres of essential hospital equipment, 
including anzsthetics and antiseptics, the lack of 
which is resulting in suffering too hideous to describe. 
The resources of British hospitals are breaking down 
under the strain of emergency service, while there are 
also British subjects in urgent need of help. 

“The care of sick and wounded members. of the 
fighting forces will be the special interest of the 
British Red Cross Society, which is already acting in 
coöperation with the Chinese Red Cross Society.” 

Contributions may be sent to the China Association 
(161, Shell-Mex House, London, W.C.2), the 
Conference of British Missionary Societies (2, Eaton- 
gate, §.W.1), or the British Red Cross Society 
(14, Grosvenor-crescent, 8.W.1).- Mr. F. C. Davies, 
secretary of the British Red Cross Society, is among 
those to whom inquiries may be addressed. 


` THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 


Surg. Rear-Admiral T. Creaser to Victory as Medical 
Oficer in Charge, R.N. Hospital, Haslar. 

Surg. Capt. F. C.. Wright, from the R.N. Hospital, 
Plymouth, whose promotion was noted in THE LANCET 
of July 10th last, has been appointed to command the 
hospital ship Maine (in succession to Surg. Capt. W. 
Bradbury, C.B.E., D.S.O., who has held this command 
for over two years). 

Surg. Comdr. W. E. Heath is placed on the Retd. List. 

Surg. Lt.-Comdr. R. C. Foster to be Surg. Comdr. 

Surg. Lt. H. de B. Kempthorne to be Surg. Lt.-Comdr. 

P. H. K. Gray, W. J. Latham, R. McM. Latta, R. E. 
Lauder, E. B. Martin, D. Martyn, J. H. Mitchell, K. J, 
O’Connor, W. V. Owen, V. J. R. Sheridan, and B. W. 
Walford to be Surg. Lts. for short service and appointed 


* to Victory for R.N. Hospital, Haslar, for course.. l 


Surg. Lt. R. F. Stenhouse transferred to Emergency 
Surg. Lt. A. P. C. Clark to Pembroke for R.N.B. 
Admiralty Surgeon and Agents: Mr. S. S. Rendall, 

Boston, Lincs; Mr. H. M. Gilbertson, Hitchin ; Mr. A. M. 

aml Chelmsford; and Mr. S. J. Hadfield, Beer, East 
von. Eg 


ROYAL NAVAL VOLUNTEER RESERVE 


Surg. Lt.-Comdrs. C. Mason to Drake for R.N.B., and 
J. E. L. Morris to Pembroke for R.N.B. 
Surg. Lt. M. G. McLean to Drake for R.N.B. 


ROYAL {į ARMY MEDICAL CORPS 
Maj. D. G. Evañs retires on retd. pay. 
Majs. to be Lt{-Cols.: R. A. Austin, M.C., and A. L. 

Robb. | : 

Short Service 

Capt. 


ommission: Lt. A. B. Dempsey to be 


= ARMY DENTAL CORPS 
Short Service { Commission: J. McNamara to be Lt. 
(on prob.). : a 
TERRITORIAL ABMY 
Col. W. E. Blume, C.M.G. (ret. T.A.), 
R.A.M.C. Units} 50th (Northumbrian) Div. 
Maj. F. J. Merris, M.C., to be Lt.-Col. 


to be Hon. Col. 


Capt. G. P. Smith resigns his commn. on appt. to the 
R.A.F. Vol. Res. oie 
Maj. D. McVicker, M.C. (Res. of Off.), to be Maj. 


ROYAL AIR FORCE 


Group Capt. F. N. B. Smartt to Central Medical Establish- 
ment for duty as President, No. 2 Medical Board. 

' Wing Comdr. B. F. Haythornthwaite to Headquarters, 
Coastal Command, Lee-on-the-Solent, for duty as Deputy 
Principal Medical Officer (Hygiene), vice S./Comdr.: 
V. S. Ewing. 

Squadron Leader J. MacC. Kilpatrick to Special Duty 
List for duty at Chemical Defence Experimental Station, 
Porton. l 

Flight Lts. I. Mackay to R.A.F. Institute of Pathology 
and Tropical Medicine, Halton ; A. W. Callaghan to R.A.F. 
Station, Abingdon; J. S. Carslaw to Medical Training 
Depôt, Halton; H. D. Conway to R.A.F. Station, 
Upwood; H. L. Willcox to R.A.F. Station, Calshot ; 
C. A. Rumball to R.A.F. Hospital, Cranwell; and C. M. 
Carlyle-Gall to R.A.F. Station, Aldergrove. 

Flying Offrs.: The following are posted to Medical 
Training Depôt, Halton, on`appointment to short service 
commissions for three years on the active list: B. G. 
Haynes, N. Mackenzie, F. G. Ryan, and R. L. Scott. 

Flying Offr. R. M. Hewat to Special Duty List, on 
appointment to a short service commission (while holding 
a house appointment at St. Mary’s Hospital). 

Dental Branch.—Flight Lt. D. I. Malcomson to R.A.F, 
Depôt, Henlow. 

Flying Offrs.: The following are posted to Medical 
Training Depôt, Halton, on appointment to-non-permanent 
commissions for three years on the active list: G. W. 
Hargreaves and N. L. Newman. 


` INDIAN MEDICAL SERVICE 


Lt.-Col. R. de S. B. Herrick, D.S.O., retires. 

Capt. C. K. Byrnes relinquishes his prob. appointment. 

Lt. (on prob.) W. A. Hopkins is restd. to the estbt. 

Indian Medical Department.—Asst. Surg. (lst Cl.) to be 
Lt. (Sen. Asst. Surg.): A. C. Sinclair. 


DEATHS IN THE SERVICES 


Colonel GERRARD WILLIAM Tate, A.M.S., who died on 
Oct. 3rd at St. Leonards-on-Sea, was born in Dublin in 
1866 and was educated at Trinity College where he qualified 
in 1889, later taking the D.P.H. and the Liverpool diploma 
in tropical medicine. Entering the R.A.M.C., he served in 
Sierra Leone, 1898-99 (medal with clasp), in the 
South African War, 1901-02 (Queen’s medal with five 
clasps), and in the European War, becoming acting colonel 
in 1916. He was created D.S.O. in 1917 and' C.M.G. in 
1918, and retired in 1919. 
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-~ JAMES MACPHERSON LAWRIE, 

M.D. Glasg. | 
Dr. Lawrie, who died in a London nursing-home 
on Sept. 18th at the age of 81, spent his professional 
life at Weymouth, retiring in 1920 to live in London. 
Qualifying in 1881 at Glasgow University, with 
medals in anatomy and physiology, and holding 
resident appointments in several hospitals there, he 
took the L.M. Dubl. in 1883 and went to Weymouth 
to assist Dr. W. J. Smith at the old Weymouth 
Sanatorium which he had founded, taking full charge 


after his death two years later. At this time he was 


specially interested in diseases of women and joined 
the British Gynecological Society, of which later he 
became vice-president. It was entirely due to his 
effort that money was raised to make this hospital 


into something more worthy of an important health. 


resort, and in 1901 was laid the foundation-stone of 
the' Princess Christian Hospital which took its place, 
.and which 20 years later absorbed the Royal Hospital. 
Of this hospital he became senior physician. During 
the war it was placed at the disposal of the War 
Office along with four affiliated Red Cross hospitals 
organised by his wife. He also superintended the 
volunteer transport corps. Dr. Lawrie held many 
public appointments in the town; he became county 


magistrate in 1889, a member of the first Dorset. 


county council in 1892, and a deputy lieutenant in 
1906. He was chairman of the bench for 20 years. 
In 1924 the freedom of the borough of Weymouth 


was conferred on him. - He married Annie, daughter 


` -of the Rey. Samuel Johnson Smith, of Smithborough, 
and leaves two, sons and three daughters. His eldest. 
daughter married his partner, Mr. T. H. Sanderson- 
‘Wells, and his youngest son is on the staff of Queen 
Mary’s Hospital for the East End. | 
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DR. CARL SPENGLER | 

Tue death of Dr. Carl Spengler at Davos in hi 
78th year removes the last link of a remarkabl 
family association. He was the younger of the tw 
sons of Alexander. Spengler and Elisabeth Ambiih! 
and attended the village school, going on from ther 
to the cantonal school in Chur, and later-to th 
Universities of Zirich and Heidelberg. For som 
years he held å medical assistantship at Strasbourg 
and then returned to Davos-Platz to help his fathe: 


a year or two after his brother had gone throug 
much the same preparation. The difference betwee 


the two brothers then became apparent, becausg 


while Lucius became a pure clinician, basing hi 
work almost entirely on his observation of patient: 
Carl developed an interest in experimental methods 
He went to Berlin to assist Robert Koch in the earl 
tuberculin epoch, and after’ his return he devised 
bovine tuberculin for use in pulmonary tuberculosi 
which avoided the violent reactions of the olde 
tuberculin. He went on to devise other immunisin 
substances, and finally staked his reputation on th 
efficacy of an immune body to. be found in re 
corpuscles which was known as Immunkòrper (I.K.. 
Latterly his attention had turned towards method 
for the conquest of cancer. It was hardly his faul 
that he lived in an age when the correlation betwee: 
treatment and results was not submitted to a censor 
ship as strict as it is now; he seemed to pass rathe 
readily from success in one method to equal succes 
in another method. Moreover he possessed in hig! 
degree the faculty of excitmg, both in his patient 
and in his assistants, an uncritical confidence. Tim 
will show how much of his work will remain; hi 
contemporaries are witnesses of the influence h 
exerted in his time. 


MEDICAL NEWS 


| _ HOSPITAL DINNERS | . 
At St. Bartholomew’s 127 old students and guests sat 


down on Oct. lst in the new College Hall in Charterhouse- - 


square, when Dr. C. M. Hinds Howell presided. The toast 
of The Medical College was proposed in a racy speech by 
Mr. G. E. Palmer, M.P. for Winchester, who congratulated 
his hearers on the increased expectation of life, due no 
doubt to medical effort, but he still wanted to know: 
Why does man behave as he does ? Dr. Howell, in replying, 
` joined the hospital and college, so closely knit (he said) 
that neither can stand alone, and answeréd Mr. Palmer’s 
question with some fulness about why he behaved as he 
did at both. The year, he said, had been an unusually 
full one, its chief event being the opening in July of the 
new medical block, distinguished by its dignity and 
simplicity. 


of a high voltage X ray. machine. Lord Stanmore had 


resigned the treasurership after 16 years in which he | 


had given much time and thought to hospital affairs, and 
they were also losing Mr. Hayes, clerk to the governors, 
who during 32 years had endeared himself to all by his 
personality. Turning to staff, changes he noted that 
Dr. Gow on retirement had become the father of most 
attractive twins; no senior physician of St. Bart.’s, 
he said, had before achieved such distinction. Mr, Elmslie’s 
wise counsel would be missed; he had been the first 
specialist orthopedic surgeon on the hospital staff. Prof: 
Woollard, who had been seduced by University College 
Hospital, was succeeded by Prof: Hamilton. Mr. Girling 
Ball having become’ dean of the faculty of medicine in 
the University of London, their grant this year had been 
increased by £3000, which might (or might not) be a 
coincidence: _Dr. Robb-Smith had gone to Oxford as 
assistant director of pathology; he and Dr. Magnus had 


He also recalled Mrs. Meyer Sassoon’s gift 


taken two of the only three gold medals awarded since the 
London M.D. in Pathology was started. Dr. Charles 
Harris was succeeding Mr. Vick as warden. Work was 
now. in full swing at the College, whose existence was € 
lasting memorial to the enterprise and energy of Mr 
Girling Ball, but they still owed £60,000 of which onl; 
£40,00 was in sight. They wanted the same amount o 
money for a residential college, the same again for the 
endowment of research, and quite urgently for a privat 


_ patients’ block, being now the only large teaching hospita 


without one. 


Here, he said, was ample scope for some 
wealt i 


k proposed The Guests, among 


staff, an . HO. L. Eason, the SST OF None r 
principal of the university to which tipe Students mosti; 
belong. Lord Addison, proposing thej toast of Charin 
Cross hospital and school, claimed fo ®28tomy, whic! 
it was now the fashion to belittle, the ho®°ur of supplyi 

the first two medical men to enter tP® Oabinet; th 
common sense imparted by a medica] ‘training was, hı 
maintained, a ‘great asset in public lif®- He describex 
graphically the birth pangs of the MinistfY 9f Health anc 


-the spontaneous generation of the Medical Researc} 


Council, with pardonable pride in their d°Velopment ang 
present stature; and he saw coming th®,?®Y when a); 
hospitals would be part of a great scheme ef Public service 
without losing the independence that wès the strength 
of the British voluntary system. Mr Inman hinted 


oe: 
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- gysteriously that since the scheme for rebuilding on the 
Adelphi site had been withered in its infancy by a cold 


bast, another ambitious plan would be sheltered from 
qitiism until it had grown more robust. Dr. E. C. 
Wamer brought grace and humour to his toast of the 
Gusts and Mr. Eason, responding, showed that though 
he has forsaken the cult of physical for that of academic 
vision, he will not fail to keep this focused on the medical 
fealty, in which the University of London has cause for 
gecial pride. Mr. E. D. Davies recalled many happy 
eaciations with Lord Addison and assured him that his 
interest in the basic principles of medical study was shared 
by members of the school, who had strong hopes of being 
able to resume the teaching of the pre-clinical subjects. 
Inthe course of the evening Mr. E. A. Crook, the dean, 
anounced that Princess Louise, president of the hospital, 
wuld distribute the prizes to students on Oct. 25th. 
The impreesion left on the few outsiders at this family 


party was that of vigorous growth and confidence in the 


future prosperity of the hospital and school, 


St. George’s.—Mr, Ivor Back presided on Oct. 2nd at 
the medical school dinner held at the May Fair Hotel; this 


_ va the last occasion on which he will attend as a member 
 dthe active staff of the hospital, and there was feeling 


dwion to this fact. Dr. R. Salisbury Woods, who pro- 
ped the Hospitel and Medical School, found many 
ames of satisfaction in being a St. George’s man—the 
Hunter tradition, the high proportion of beds to student, 
te personal attention, the amazing friendliness. He 


` ma glad to know that the “ Corner ” will remain at the 


| tw building scheme. 


Joe = US Pee i= 


- poblic, 


omer, and even if obliged to face sideways, he said, may 


&. George’s never look back. Mr. M. F. Nicholls replied 
fe the first time as dean, gracefully acknowledging the 
ta years’ service of his predecessor, Dr. Feiling. There 
eng no official toast for the guests, he mentioned the 


| mesence of Dr. W. R. Halliday, principal of King’s College, 


d Lord Greville, treasurer of the hospital, of Sir James 
Hartigan, director-general of Army Medical Services, and 
d the chairman of the Voluntary Hospitals’ Committee, 
X. Oliver N. Chadwyck-Healey. He spoke of new 
“qusitions on the staffi—Dr. McNair Scott and Sir 
Inderick Hobday, lecturer on comparative medicine— 
ad provision for research, particularly in industrial 
dæasæ under the tutelage of Dr. J. C. Bridge. There was 
xe than the average entry; they had in fact as many 
Students as they could cope with and 40 old students were 
tending the post-graduate course. When the new hos- 
ptal was built it was not intended to enlarge the medical 
thool very much, perhaps from 80 to 100 places; the 
äm would rather be to give a first-class training and to 
Maintain the existing personal relations. Dr. H. Gains- 
, proposing The Chairman, fell away repeatedly 
his subject to give an account of the progress of the 
He deprecated any hurry; of 
dl buildings a hospital required the most careful working 
out for successful coöperation amongst all its units. Not 
wti June of next year would the architect be selected 
ad building would not begin before the end of 1939, 
ater a year of hard work to consider all the requirements, 
It would not be finished before 1943 or 1944. Plan 
towly and build quickly, that was his message. Mr. 
Back disclaimed for himself the original idea of rebuilding 
hospital ; it arose much earlier from the congestion 
@ the special departments. A magnificent donation 
hed now made it possible to build it in two parts instead 
@in three, and when completed he hoped that Steell’s 
tatus of John Hunter now over the door of the medical 
xhool might still be in a position to be seen by the great 
“I am shortly leaving the active staff of 
St. George’s, but I shall send up a small prayer (which I 
vey rarely do) for its happiness and prosperity.” 


St. Mary’s.—The policy of having few and brief speeches 
‘ad ample time for renewing friendships, apparent in the 
lst two or three annual dinners of this medical school, 
was held by Mr. V. Zachary Cope, the chairman, to be 
reponsible for the large attendance this year at Claridge’s 

lon Oct. 2nd. The toast of The Medical School was 
Proposed by Mr. Lioyd Owen. He said he had been 
Ustructed to say anything he liked about anyone he 
tiked, but he must hand out no bouquets. He could not 
refrain, however, from expressing his admiration for what 
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the dean had done. The outward and visible signs were 
the rebuilding of the medical school and the new athletic 


‘ground at Teddington, first used that afternoon by the 


rugby fifteen. The hospital too had not been idle, owing. 
largely to Colonel W. Parkes’s efforts. With the new 
nurses’ home and the pay-block the street now held other 
things than Paddington station and a string of contra- 
ceptive shops. Lastly, through Mr. Edward Meyerstein’s 
generosity, they now had a well-equipped dental research 
laboratory. Dr. C. M. Wilson, the dean, responding, said 
that his office should be scheduled among the dangerous 
trades. If “horas non numero nisi serenas” were 
true, his life would indeed be short. The administration 
of a medical school had become a highly competitive 
business—and as such it succeeded or failed by its policy. 
In 1920 he had hed the unhappy thought that something 
must be done about the schoolboy who after a healthy 
vigorous life was dumped down to live in an unsalubrious 
London street. This brought forth vehement protests 
against the policy. Then, the cry was that there was 
too much sport ; now it is that there is not enough. That 
exercise was essential to a sane outlook was to-day the 
politician’s creed and they were once more in the fashion. 
He concluded by proposing the health of the chairman. 
Mr. Cope, responding, said that St. Mary’s was on the crest 
of a great wave, but they should not forget to take stock 
of their position. The future held many problems. 
He was sure that the State was going to play an increasing 
part in all their doings—in the schools as well as in the 
hospitals, but they would weather the storm and emerge 
united and strengthened. At the suggestion of the chair- 
man a message was sent to Sir Almroth Wright, wishing 
him a speedy recovery from his recent illness. 


Middlesex.—As chairman at the Savoy on Oct. lst 
Dr. Douglas McAlpine fittingly began his speech by 
speaking of Bland-Sutton. He also expressed the affection 
and admiration felt for two retiring members of the staff, 
Dr. R. A. Young and Mr. Sampson Handley, and the 
welcome given to their successors Dr. H. L. Marriott and 
Mr. P. B. Ascroft, and to Dr. Frank Howitt, newly 
appointed to charge of the department of physical medi- 
cine. . R. C. Davis, chairman of the medical school 
finance committee, said that the school flourishes, and the 
junior common-room is loaded with cups. Much of the 
flourishing, he held, was due to Dr. H. E. A. Boldero’s 
labours as dean; and appreciation of these labours was 
evident when Dr. Boldero, in his turn, rose to speak, But 
the most remarkable tribute was reserved for Prof. 
Thomas Yeates, now leaving the school after 22 years in 
the anatomical department; for (being now somewhat 
freed from inhibitions) the company burst into song about 
him in the middle of ‘Dr. Boldero’s speech. When this 
almost unprecedented interruption had subsided the dean 
went on to tell of the Rudyard Kipling fund now estab- 
lished to assist students or recently qualified men in danger 
of having to abandon their career. The school, he said, 
was going to enjoy to the full the 18} acres of really good 
turf at Chislehurst given by Mr. Edward Meyerstein ; and 
now that the hospital was finished he hoped that £50,000 
could be found for starting on the £165,000 scheme for the 
medical school. Dr. E. M. Japha, as senior Broderip 
scholar, returned the slightly acidulated thanks proper to 
his office; Mr. Eric Pearce Gould, in an elegant speech, 
made the best of The Guests; and Dr. Evan Bedford 
tackled The Chairman, kindly but firmly, speaking of his 
enthusiasm for all the hospital’s activities and especially 
of his fostering of neurological surgery. It was common 
enough, Dr. Bedford said, for the chair to be occupied by 
Scotsmen and by neurologists, but one had to go a long 
way back to reach the last example of this happy coinci- 
dence. ‘I refer of course to Sir Charles Bell.” 

The final recollection registered at the dinner was of 
Prof. (Work, man, Work) Yeates being carried shoulder 
high by a party of roughs. 


Westminster.—At the Park Lane Hotel last Saturday 
Mr. A. F. MacCallan, the chairman, gave a glowing account 
of the new Westminster medical school, with its billiard- 
room and squash courts, not to mention its educational 
facilities. In the past year, he said, the dean had been 
Obliged to refuse or defer no less than 150 applications 
from prospective students. Evidently it was already 
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(at the Middlesex Hospital); Dr. Edgar Rubin, professor 


realised that the new 350-bed hospital, to be finished in 
eighteen months’ time, would be the finest small hospital 
in London. Unfortunately the finance committee were 
still awaiting the gift from some financial magnate that 
would relieve their present anxieties. Speaking of the 
changes of the past year, Mr. MacCallan referred to 
the death of Mr. Frank Lawrence, dental surgeon 
to the hospital. Making their first appearance as members 
of the staff were Mr. E. Stanley Lee, Mr. G. H. Macnab, 
and Mr. R. S. Taylor. Major-General J. W. L. Scott 
said it was 37 years since he entered the Westminster 
medical school, and conditions in the new school would be 
very different from what they were in his time. But the 
spirit of the place was the same; it was a child born of 
very close association between staff and students. Hesita- 
tion was often felt by parents about the best thing to do 
for their boys, but he had had no doubts at all, and his 
son-was starting at Westminster Hospital this term. 
Mr. J. H. B. Round, secretary of the students’ clubs’ 
union, struck a sombre note when he spoke of rugger, 
but expressed grim determination for the future. He 
brightened a little at the thought of hockey, golf, and 
even cricket, and he claimed that no hospital in London 
has a more successful and conscientious medical staff. 
Dr. Adolphe Abrahams’s speech proposing The Guests 
included (on slender grounds) some recollections of his 
own career as a hakim on a Nile steamer, when he assumed 
the title of Effendi and wore a tarboosh—a kindly head- 
gear, he said, to one with my deformity. Passing lightly 
over Elisha and Dr. Arnold Stott—neither of whom were 
guests—he remarked, inter alia, that he regarded the 
magnificent buildings now put up by insurance companies 
as monuments to the skill of doctors in ensuring immor- 
tality. The Rev. the Master of the Charterhouse explained 
that he presided over a college of aged persons rather 
than a collection of young ones, and told scandalous tales 
of medical members of his own family. Dr. Stott, pro- 
posing The Chairman, recalled that the remarkable 
ophthalmic service of Egypt to-day is largely the result 
of Mr. MacCallan’s“labours. A bust of him, in bronze, 
had been deposited in the ophthalmic hospite] in 
Alexandria—“‘ that must happen to very few living 
men ’’—and since leaving Egypt and coming to West- 
minster he had won everybody’s respect and affection. 


University of London 


Mr. J. B. S. Haldane, F.R.S., professor of genetics at 
University College, has been appointed the first Weldon 
professor of biometry there. The Weldon chair has been 
established in the University with a legacy from the 
_ widow of W. F. R. Weldon, at one time Jodrell professor 
of zoology at University College. Prof. Haldane will give 
ten lectures on biometry, beginning on Oct. 12th at 5 P.M., 
at the College. 

Dr. Alfred Pollitt, Dr. A. G. M. Weddell, Mr. J. J. 
Pritchard, and Dr. R. E. Norrish have been appointed 
demonstrators in the department of anatomy and embryo- 
logy at University College; and Mr. L. Young and Dr. 
D. H. Smyth lecturers in the department of physiology, 
pharmacology, and biochemistry. 

The following lectures have been arranged: Dr. P. M. 
Tookey Kerridge, four lectures on the physiology of 
hearing and speech, beginning on Monday, Oct llth, at 
5 p.m. (at University College); Dr. A. I. Virtanen, pro- 
fessor of biochemistry in the Technical University of 
Helsingfors, three lectures on biological nitrogen fixation 
and the production of vitamins in agriculture, beginning 
on Nov. 8th at 5.30 P.m.; Prof. Raymond Pearl, professor 
of biology in the Johns Hopkins University School of 
Hygiene and Public Health, five Heath Clark lectures on 
the natural history of population, beginning on Oct. 27th 
at 5.30 p.m.; Prof. F. W. Twort, F.R.S., five lectures on a 
comparative study of filter-passing bacteria and viruses, 
beginning on Dec. 6th at 5 p.m. (all these lectures at the 
London School of Hygiene); Dr. J. Boeke, professor of 
histology and embryology in the University of Utrecht, 
three lectures on innervation problems in the sympathetic 
system, beginning on Nov. Ist at 5.30 p.m. (at St. Thomas’s 
Hospital); Dr. I. Snapper, professor of general pathology 
in the University of Amsterdam, three lectures on human 
pseudotuberculosis, beginning on Nov. 9th at 5.30 P.M. 


of experimental psychology in the University of Copen- 
hagen, three lectures on experience and perception, 
thinking, feeling, beginning on Nov. 23rd at 5.15 P.M. ; 
Dr. Louisa Garrett Anderson, a Fawcett lecture on Eliza- 
beth Garrett Anderson, M.D., on Nov. 25th at 5.15 P.M. 
(both at Bedford College); Dr. E. Schmiegelow, emeritus 
professor of otolaryngology in the University of Copen- 
hagen, a Semon lecture on the surgical treatment of 
chronic cicatricial stenosis of the larynx, on Nov. 4th at 
5 p.M. (at the Royal Society of Medicine). Admission to all 
these lectures is free, without ticket. 

Letters to the administrative offices of the new Univer- 
sity building should be addressed to University of 
London: The Senate House. 


University of Glasgow 


Dr. H. Ellis C. Wilson, professor of biochemistry and 
nutrition at the All-India Institute of Hygiene and Public 
Health, Calcutta, has been appointed to the lectureship in 
pathological biochemistry at the Royal Hospital for Sick 
Children, Glasgow, in succession to Dr. Noah Morris, who 
has been appointed to the regius chair of materia medica 
in the University. 


London Society 


A meeting of this society will be held at the house of 
the Royal Society of Arts, 18, John-street, Adelphi, W.C., 
at 5 P.M., on Friday, Oct. 15th, when Mr. C. E. A. Bedwell, 
house governor of King’s College Hospital, will read a 
paper on London Hospitals, Past, Present, and Future. 


London Hospital 


The Schorstein memorial lecture will be delivered by 
Prof. Arthur Ellis, director of the medical unit at the 
hospital, on Thursday, Oct. 2lst, at 4.15 p.m. He will 
speak on malignant hypertension. 


Royal Institute of Public Health and Hygiene 


Three Harben lectures on the theoretical and practical 
significance of endocrinology will be delivered by Prof. 
E. C. Dodds at this institute (28, Portland-place) on 
Oct. llth, 12th, and 13th at 4 P.M. 


William Mackenzie Medal 

The custodians of the Glasgow Eye Infirmary have 
awarded this medal for 1937 to Mr. Leslie Paton for 
original contributions to ophthalmology of outstanding 
merit. Mr. Paton will give an address, on varieties of 
optic neuritis, at the Faculty Hall, 242, St. Vincent- 
street, Glasgow, on Oct. 29th, when the medal will be 
presented. 


Fellowship of Medicine and Post-Graduate Medical 

Association 

Post-graduate courses for October and November are 
as follows: dermatology at St. John’s Hospital (after- 
noons, Oct. 4th to 30th and Nov. lst to 30th); chest 
diseases at the Brompton Hospital (all-day, Oct. 25th to 
30th); urology at St. Peter’s Hospital (all-day, Oct. 25th 
to Nov. 6th); medicine, surgery, and gynecology at the 
Royal Waterloo Hospital (all-day, Nov. 8th to 20th); 
and proctology at St. Mark’s Hospital (all-day, Nov. 8th 
to 13th). Week-end courses will be given as follows: 
obstetrics at the City of London Maternity Hospital 
(Oct. 23rd and 24th); infants’ diseases at the Infants 
Hospital (Oct. 30th and 31st); physical medicine at the 
St .John Clinic and Institute of Physical Medicine (Nov. 6th 
and 7th); general surgery at the Princess Beatrice 
Hospital (Nov. 20th and 21st); and chest diseases at 
the Brompton Hospital (Nov. 27th and 28th). The fol- 
lowing courses will be given in preparation for the January 
M.R.C.P. examination: clinical and pathological course 
at the National Temperance Hospital (8 P.M., Tuesdays 
and Thursdays, Nov. 16th to Dec. 2nd); chest diseases 
at the Brompton Hospital (twice weekly, Nov. 22nd to 
Dec. 18th); chest and heart diseases at the London Chest 
Hospital (Wednesdays and Fridays, 6 P.M., Nov. 24th to 
Dec. 18th); and neurology at the West End Hospital for 
Nervous Diseases (afternoons, Dec. 6th to 18th). Courses: 
are open only to members and associates, and further 
information may be had from the secretary of the fellow- 
ship, 1, Wimpole-street, London, W. 
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THE drugs branch of the Home Office should in 
future be addressed at Drugs Branch, Queen Anne’s 
Chambers, Broadway, London, S.W.1. 


Gresham College 


- Four lectures on physic will be delivered at the college, 
Basinghall-street, London, E.C., from Oct. 12th to 15th 
at 6 P.M., by Dr. V. S. Hodson. He will speak on tuber- 
culosis at all ages. Admission to the lectures is free. 


Surgical Instrument Manufacturers’ Association i 

The annual dinner of this association will be held at the 
Holborn Restaurant, London, W.C., on Friday, Oct. 15th, 
at 7 P.M. 


Food Education Society 

Dr. M. Bircher-Benner of Ziirich will give three addresses, 
on the principles of therapy according to the laws of 
life, at the London School of Hygiene and Tropical 
Medicine, Keppel-street, W.C., on Oct. 25th, 27th, and 
29th, at 8 P.M. 


Royal Isle of Wight County Hospital, Ryde 

On Sept. 24th at this hospital Princess Beatrice opened 
a new men’s ward which has been named after her, and 
also two recovery wards. 


Royal Northern Hospital, London 


The Duchess of Gloucester will open the new Beecham 
laboratories for pathological, bacteriological, and pharme- 
ceutical investigation at this hospital on Oct. 26th. 


Hospital for Tropical Diseases, London 

This hospital has received 200 lb. of Hadhramaut honey 
fom the Secretary of State for the Colonies. The honey 
has been sent by a Sultan of the Aden Protectorate. 


Psychiatric Demonstrations at St. George’s 

The senior medica) staff of the Maudsley Hospital are 
continuing to codperate with Dr. Desmond Curran in 
giving psychiatric demonstrations at St. George’s Hospital 
to alternate with the neurological demonstrations held by 
Dr. Anthony Feiling at 5 p.m. on Thursdays. These 
demonstrations are open to all medical practitioners and 
medical students without fee. 


Dietitian Appointed by Board of Education 

The Board of Education have selected Miss E. A. 
Langley, who is at present organiser of school meals for 
the London County Council, to fill a new post on their 
staff as inspector of the arrangements made by local 
education authorities for the provision of meals. This 
appointment of an experienced dietitian, who will codperate 
with the Board’s medical staff, is a further step in the 
campaign for improving the nutrition of school-children. 


London Special Hospitals Flag Day 


On Tuesday, Oct. 12th, thirty-three special hospitals of 
London are making a combined appeal to the public. 
Ina letter to Lord Luke, chairman of the London Hospitals 
Street Collections Central Committee, Sir Samuel Hoare, 
the Home Secretary, writes: ‘‘ It is in the public interest 
that there should be a combined appeal instead of a 
multiplicity of isolated appeals, and I feel sure that the 
public will show appreciation of this public-spirited policy 
and will by their generous response ensure that no single 
hospital shall suffer by the loss of its individual flag day.” 


Medical Benevolent Society for East and North 

Ridings of Yorks 

At the twenty-ninth annual meeting of this society 
held in York on Sept. 29th, at which Dr. R. H. 
Ashwin (Market Weighton) presided, the hon. secretary, 
Dr. C. Howard Jackman (York) reported three resigna- 
tions, two deaths, and five applications during the year, 
making a total membership of 124, of whom 45 are life 
members. ‘There was only one application for renewal of 
a grant. Dr. Jackman deplores the smallness of the 
membership and emphasises the great need for safe- 
guarding wife and family against the practitioner’s sudden 
death. Mr. D. Matheson Mackay (Hull), hon. treasurer, 
reported a balance for investment of nearly £200 which 
would bring the total investments up to nearly £4000. 
Dr. W. E. Tinley (Sandsend) was elected president and 
Mr. C. H. Milburn (Harrogate) president elect. The next 
annual meeting will be held at Scarborough. 
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Medical Prayer Union 


After many years of service, Dr. Tom Jays, principal 
of Livingstone College, has resigned the honorary secre- 
taryship of this union, and Dr. Neville Bradley, 49, High- 
bury-park, London, N.5, has been appointed in his place. 


North Western Tuberculosis Society 


Dr. G. Jessel will give a presidential address to this 
society on Oct. 28th, at 3.15 P.M., at the Tuberculosis 
Clinic, 352, Oxford-road, Manchester. The attendance of 
medical practitioners is invited. 


British Postgraduate Medical School 


Mr. Reginald Vick will lecture at the school on 
Oct. 22nd, 29th, and Nov. 5th, at 2.30 P.m., on intestinal 
obstruction. Prof. I. Snapper of Amsterdam will give a 
lecture at noon on Nov. 16th on diseases of the bone. 
Applications for tickets for these lectures should be made 
to the dean of the school, Ducane-road, London, W.12. 


Hospital School for Rheumatic Children 


Mrs. Griffith Llewellyn has opened a hospital school for 
children suffering from rheumatic diseases at Merthyr. 
The school stands in beautiful grounds, and a grant has 
been made by the Board of Education towards the cost 
of alteration and maintenance. The house was the gift of 
Mr. Griffith Llewellyn. 


Leeds Public Dispensary and Hospital 


A series of post-graduate lecture demonstrations, open 
without fee to all members of the medical profession, 
will be given at this hospital during October, November, 
and December. They will be held every Wednesday at 
4 P.M., beginning on Oct. 13th. The following members 
of the honorary staff will take part: Mr. A. D. Sharp, 
Mr. A. Gough, Prof. S. J. Hartfall, Dr. H. G. Garland, Mr. 
L. N. Pyrah, Dr. R. E. Tunbridge, and Dr. W. Goldie. 
Particulars of the course will appear weekly in our Medical 
Diary. 


Broadcast Talks 


The second of the “‘ Boomerang ” series will be devoted 
to talks by a doctor on patients and by a patient on doctors. 
These talks will be broadcast on Oct. 18th at 6.45 P.M. 
(Midland), and on Oct. 19th at 4 p.m. (National). On 
Oct. 20th at 9.45 p.m. (Northern) there will be broadcast 
the second of a series of talks on children ill and well 
which has been arranged jointly by an educational and a 
medical psychologist. This talk will be about the Boy 
Who Stole. On Oct. 5th at 3.15 p.m. (television) Prof. 
Winifred Cullis will introduce a series of talks on the 
Keep Fit Movement, and viewers will see some of the 
basic physical exercises arranged by the Federal Council 
of Recreative Physical Training. Other broadcasts in 
this series will be seen on Oct. 19th and Nov. 2nd. 


Appointments 


ALFORD, A. F., M.B. Brist., Medical Officer to the Board of 
Education. 

ANGLIN, A. F. W., M.D. Toronto, Assistant Tuberculosis Officer 
at the London Chest Hospital. 

Evans, A. M., M.D., D.M.R.E., Resident Medical Officer at the 
Radium Institute, London. 

Evans, HELEN M., M.R.C.S. Eng., D.P.H., Assistant Medical 

fficer of Health and Assistant School Medical Officer 


for Erith. 

FRESHWATER, B. B., M.B., F.R.C.S. Edin., Resident Medical 
and Surgical Officer and Registrar at the Royal Albert 
Edward Infirmary and Dispensary, Wigan. 

LLEWELLIN, Dorotuy M., M.D. Lond., D.P.H., Medical Officer 

M to the Board of Education. 

A 


B., M.D. Camb., D.P.H., Assistant Tuberculosis 
NICOLE, J. E 


YFIELD, R. 
Officer for Worcestershire. : 
, L.M.S.S.A., D.P.M., Medical Superintendent of 

Winwick Mental Hospital, Warrington. 
SILVERSTON, J. D., M.B. Durh., D.P.M., Medical Superintendent 

of the Lancaster Mental Hospital. 
STARKEY, J. W., M.B. Edin., D.P.H., Medical Officer of Health 
and School Medical Officer for Kingston-upon-Thames. 


City of London Maternity Hospital.—The following appointments 
are announced :— 
H. K., M.B. Camb., Resident Medical Officer ; 
EDWARDS, A. os M.B. Lond., Assistant Resident Medical 
; an 
GILBERT, BARTON, M.D. Lond., M.C.O.G., 
Registrar. 


rtifying Surgeon under the Factory and Workshop Acts: 
oe Dr. JOHN RENWICK (Cross Hills District, York, W. Riding) 


F.R.C.S. Eng., 
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Medical Diary 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
MONDAY, Oct. 11th. 

United Services. 4.30 P.M. Surgeon Captain J. Gordon 

Danson: A Consideration of the Pituitary Gland. 
TUESDAY. 

Psychiatry. 8.30 P.M. Dr. BE. Goodall: Physical Research 
in yg Nome UE dwelling also on the Need for Research 
into Hereditary Factors and for a System of Pedigree- 
keeping. (Presidential address.) 


FRIDAY. 
Piyeten Medicine. 4.30 P.M. Dr. F. D. Howitt: The 
ture of Physical Medicine. (Presidential address.) 
Radiology. 6.45 P.M. Dr. R. E. Roberts: Our Heritage. 
(Presidential address.) 


MEDIOAL SOCIETY OF LONDON, 11, Chandos-street, W. 


MonpbDay, Oct. 11th.—8 P.M., annual general meeting. 
8.30 P.M., Mr. J. E. H. Roberts: Sick Nursing—Past, 
Present, and Future. 


HARVEIAN SOCIETY OF LONDON. 
THURSDAY, Oct. 14th.—8.30 P.M. (Manson House, 26, 
Portland-place, W.), Dr. Charlotte Bühler: Child 
Psychology. 


MEDICAL SOCIETY OF INDIVIDUAL PSYCHOLOGY. 


THURSDAY, Oct. 14th.—-8.30 P.M. Gt, Chandos-street, W.), 
Dr. H. C. Squires: Inaugura Poper to a Symposium 
on the Contribution of Alfred Adler to Psychological 


Medicine. 


SOOIETY FOR THE STUDY OF INEBRIETY. 
"TUESDAY, Oct. 12th.—4 P.M. (11, Chandos-street, W.), Dr. 
H. T. P. Young: Parental Alcoholism as a Factor in 
Adolescent Crime. . 


PADDINGTON MEDICAL SOCIETY. 

TUESDAY, Oct. 12th—9 P.M. (Tuberculosis Dispensary, 
20, Talbot-road, W.), Dr. Geoffrey Konstam: Diag- 
nosis of Functional Disorders of the Circulatory 
System and their Prognosis. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


UNIVERSITY OF LONDON. ‘ 
MONDAY, Oct. 11th.—5 P.M. (University College, Gower- 
street, W.C.), Dr. Phyllis Tookoy Kerridge: The 
i a of Hearing and Speech. (First of four 
ectures. 
TUESDAY.—5 P.M., Prof. J. B. S. Haldane, F.R.S.: Bio- 
metry. (First of ten lectures.) 


CHADWICK PUBLIC LECTURE. 
THURSDAY, Oct. 14th.—5.30 P.M. (Manson House, 26, 
Portland-place, W.), Prof. W. A. Osborne: The Study 
of Nutrition. 


ROYAL INSTITUTE OF PUBLIC HEALTH AND HYGIENE, 
28, Portland-place, W. 
Monpay, Oct. 11th, TUESDAY, and WEDNESDAY.—4 P.M. 
Prof. E. C. Dodds: The Theoretical and Practical 
Significance of Endocrinology. (Harben lectures.) 


ERTIIOH POSTGRADUATE MEDICAL SCHOOL, Ducane- 
roa : e 

TUESDAY, Oct. 12th.—4.30 P.M., Sir Arthur Halil: Menin- 
gitis and Encephalitis. 

WEDNESDAY.—Noon, ‘clinical and pathological conference 
ate 2 P.M., clinical and pathologicai conference 
surgical). 4.30 P.M., Mr. A. Bradford Hill, D.So.: 
Si Planning and Interpretation of Experiments in 

edicine. 

THURSDAY.-—-2.15 P.M., Dr. Duncan White: Radiological 
Demonstration. 3.30 P.M., Dr. R. E. Roberts: Radio- 
logy in Obstetrics. 

FRIDAY.—2.30 P.M., Mr. V. E. Negus: Endoscopic Methods 
of Examination. 2 P.M., clinical and pathological 
conference (obstetrical and gyneecological). 

Daily, 10 a.m. to 4 P.M., medical clinics, s cal clinics and 
operations, obstetrical and gynecological] clinics and 
operations. 


WEST LONDON HOSPITAL POST-GRADUATE COLLEGE, 
Hammersmith, W. 

MONDAY, Oct. 11th.—10 a.m., skin clinic. 11 A.M., surgical 
wards. 2 P.M., operations, surgical and gyneecological 
wards, medical, 8 cal, and secological clinics. 
4.15 P.M., Mr. Green- e: Ahe Use of Hormones 
in Gynæcology and Obstetrics. 

TUESDAY.—10 A.M., medical wards. 11 A.M., surgical 
wards. 2 P.M., operations, medical, surgical, and throat 


clinics. 

WEDNESDAY.—10 A.M., children’s ward and clinic. 11 A.M., 
medical wards. 2 PM., Rynmcologicat operations, 
medical, surgical, and eye clinics. 

THURSDAY.—10 A.M., neurological and gynecological 
clinics. Noon, fracture clinic. 2 P.M., operations, 
medical, surgical, genito-urinary, and eye clinics. 
4.15 P.M., Mr. Davenport: Squint. 


FRIDAY.—10 A.M., medical wards, skin clinic. Noon, 
lecture on treatment. 2 P.M., operations, medical, 
surgical, and throat clinics. 4.15 P.M., Mr. Vlasto: 
Pain in the Ear. 

SaTURDAY.—10 A.M., children’s and surgical clinics. 11 A.M., 

- Medical wards. | 

The lectures at 4.15 P.M. are open to all medical practi- 

tioners without fee. 


FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 

MONDAY, Oct. 11th, to SUNDAY, Oct. 17th.—NaTIONAL 
HOSPITAL FOR DISEASES OF THE HEART, Westmoreland- 
street, W. All-day course in cardiology. Tigo to 
non-members.)}—ST. JOHN’S HOSPITAL, 5, e-street, 
W.O. Afternoon course in dermatology. (Open to 
non-members.)}—CHEISEA HOSPITAL FOR OMEN, 
Arthur-street, S.W. All-day course in gynecology .— 
ROYAL CANCER HOSPITAL, Fulhbam-road, S.W. Sat. 
and Sun., course in cancer.—Courses are open only to 
members unless otherwise stated. 


Bene’ SCHOOL OF DERMATOLOGY, 5, Lisle-street, 


TUESDAY, Oct. 12th.—5 P.M., Dr. J. E. M. Wigley: Treat- 
ment of Some Common Skin Diseases. 

WEDNESDAY.—5 P.M., Dr. I. Muende: Introduction to 
Histopathology of the Skin. _ 

THURSDAY.—5 P.M., Dr. J. M. H. MacLeod: Ringworm 
Infections. (Chesterfield lectures.) 


CENTRAL LONDON THROAT,NOSE,AND EAR HOSPITAL. 
MONDAY, Oct. 11th, to FrRmay.—4.30 P.M. daily, Course 
in Methods of Éxamination and Diagnosis. 
MONDAY to SATURDAY.—Course in Anatomy and Physio- 
logy (second week). 
NATIONAL HOSPITAL, Queen-square, W.C. 
MONDAY, Oct. 11th.—3.30 P.M., Mr. Williamson-Noble : 
Papilledema. 
TUESDAY.—3.30 P.M., Dr. Elkington: Motor S 
WEDNESDAY.—-3.30 P.M., Dr. Walshe: Clini 
stration. 
THURSDAY.—3.30 P.M., Dr. Riddoch: Sensory Symptoms 
and their Interpretation. 
FRIDAY.—3.30 P.M., Dr. Bernard Hart: Psychopathology 
and the Psychoneuroses. 


eg a FOR SICK CHILDREN, Great Ormond-street, 


THURSDAY, Oct. 14th.—2 PM., Dr. Wilfrid Sheldon : Inter- 
preveton of Fevers of Obscure Origin. 3 P.M., Mr. A. 
impson-Smith : Abdominal Swellings in Childhood. 
Ont-pationt clinics daily at 10 a.M., and ward visits at 
P.M. 


ptoms. 
Demon- 


TAVISTOCK CLINIC, Malet-place, W.C. 
THURSDAY, Oct. 14th.—8.30 P.M., Dr. W. J. O’Donovan : 
Dermatological Neuroses. 
LIVERPOOL PSYCHIATRIC CLINIO, 1, Abercromby-square. 
WEDNESDAY, Oct. 13th.—4.15 P.M., Dr. S. Barton Hall 
Organic or Functional ? ; 
LEEDS PUBLIC DISPENSARY. 
WEDNESDAY, Oct. 13th.—4 P.M., Mr. A. Gough: Sexual 
Neuroses in Women. 
MANCHESTER ROYAL INFIRMARY. 3 
NEIDAT, Oct. 15th.—4.15 P.M., Mr. John Morley: Surgica? 
ases. 
UNIVERSITY OF SHEFFIELD. 


SUNDAY, Oct. 10th, and FRIDAY.—Post-graduate Clinics 
a the Royal Hospital, Royal Infrmary, and Jessop 
osp eS 


UNIVERSITY OF GLASGOW. 


TUESDAY, Oct. 12th.—4.30 P.M. (Tennent Memoria] Building, 
Church-street), Dr. I. Chesar Michaelson: Diseases 
of the Central] Nervous System. 


V acancies 


For further information refer to the advertisement columns 
FN Pores atte: M.O. for Upney (Maternity) Hosp., 


Beckenha am, Bethlem Hosp., Monk’s Orchard.—Res. H.P., at rate 
0 s 

Hen pcan Om Cons. Surgeon. Also Res. M.O., at rate of 
Birmingham, Canwell Hall Babies’ Hosp.—Res. M.O., at rate of 


Birmingham and Midland Eye Hosp.—Res. Surg. O., 8200. 

Birmingham, Selly Oak Hosp.—Radiologist, £800. Also Jun. 
M.O.’s, each at rate of £200. 

Bovey Tracey, Hawkmoor S um.—Res. Asst. M.O., at rate 


O . 
Braa ord oua n t. s T 
ighton Sa um a ious osp.—Jun. Res. 
WMO. at rate of £250. 
Bogs Sussex e Hosp.—H.S., at rate of £150. 
i z Medical School, Ducane-road, W.—Sub- 
ean, 


1250. 
ane 1ed Cre Society, Clinic for Rheumatism.—Hon. Gyne- 
cologist. 
Cambridge, Addenbrooke’s Hosp.—Hon. Physician. 
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Cardi, Eng Edward VII Welsh National Memorial Association. 
M.O., £350. Also Asst. Res. M.O., £200, for Glan 


London Throat, Nose, and Ear Hosp., Gray’s Inn-road, 
W.C.—Hon. Assts. in the omar De pt. 
Charing Cross Hosp., W.C.—Med. Reg., £150. 
Chesterfield and North Derbyshire Royal Hosp—H.S. to Ophth., 
and Ear, Nos ose, and Throat Dept., at Tate of £150. 
, Royal Eastern Counties Insti ution, £c —Med. Supt. 


for Branch at Bridge Home, 8700. 
ervice—Two District M.O.’s in Cyprus, each 


ee 2t edical S 
Coventry Cg C7 IERE Hosp.—House Governor and Secre- 
: rad: ih North Wales Counties Mental Hosp —Jun: M.O., £350. 
l Dreadnought H osp. Greenwich, S.E.—Receiving Room Officer, 
at rate of £200. 


` Dudley, Guest Hosp.—Res. Surg. O., at rates of £250-—£300. 

East Ham Memorial Hosp., Shrewsbury-road, E.—Physician for 
ept. 

bem, Hants, Knowle Mental Hosp.—Jun. Asst. M.O., 8350. 

Royal Surrey County Hosp.—H.S., at rate of $150. 

Hakifaz Royal Infirmary.—Second and third H.S. 8, at rate of 
#175 and £150 respectively. 

Hampstead General and N.W. London Hosp., Haverstock Hill, 
N.W .—Cas. Surg. O. for Out-patient Dept., at rate of £100. 
H.S., at rate of 8100. Also Physician and Surgeon to 
Out- -patients. 

His Majesty’s Colonial Service.—Twelve M.O.’s, £600-£700. 

Hosp. for Consumption and Diseases of the Heart, Brompton, 
S.W.—Asst. for Dept. of Pathology, £350. 

Hosp. for r Epilepsy and Paralysis, Maida Vale, W.—H.P., at 
rate 

Hostel of St. Luke, 14, Fiteroy-square, W.—Res. M.O., at rate of 


Hownslow Hosp.—Hon. Asst. Surgeon to Ear, Nose, and Throat 


Dep 
Hull yal Infirmary —H.P. to Sutton Branch, at rate of £160 
and second H.P., at rate of £150. 

Ilford, King George  Hosp.—Surg. Clin. Asst. 
Kent County -—Two Asst. Tuber. Officers, each £60 
Lancashire County Council—Jun. Asst. M.O. for Wrightington 
Hosp., at rate of £200. 

Public O. and H.S. Also 


Leads ensary and Hosp.—Cas. 
City General Hosap.—Two Res. M.O.’s, each at rate of 


_H.P., each at rate of £150. 
_ Lincoln County Hosp.— Jun. HS., at rate of £150. 
liverpool, David Lewis Northern "Hosp -—Med. Reg. and Tutor. 
Liverpool, Smithdown-road Hospital—Res. Asst. M.O., £200. 
Manchester, Crumpsall Hosp.—Consultant Aurist, at rate of 
E toe man Poep: for Infectious Diseases.—Second Res. 
| Manchester Hojat ap en —Res. M.O. to Private Patients’ 
| Home, Toug 
mute ure Hosp., 2, Fitzjohn’s-avenue, N.W.—Res. M.O. 
M litan Top. sj , Kingsland-road, E.—Res. Sen. and Jun. 
.P.’s and H.S.’s, each at rate ‘of £100. 
Miller oe ks Hosp., Greenwich-road, S.&.— Asst. Radiologist, 
125 

National Temperance Hosp., Hamnstead-road, N.W.—H.P., at 
rate of £100. 

Neweastle-upon-Tyne Hosp. for Sick Children.—H.P. and H.S., 
at rate of £100. 

Necport, Royal Gwent Hosp.—H.P., at rateof £150. Also three 
a S's and H.S. to Fracture and Orthopedic Dept., at rate 
of £135. 

Northamptonshire County Gounet. —Sen. Asst. County M.O.H. 
and Dist. M.O.H. 

Norwich, Norfolk and OWEN Hosp.—Hon. Physician. 

Onceairy,, Robert Jones and Agnes Hunt Orthopedic Hosp.—Res. 
Surg. O., £350. Also H.S., at rate of £200. 

Portsmouth Royal Hosp.—H.S., at rate ie a 

ena S Hos sor Children, H #.—Asst. Surgeon. 

MO: for Whooping-cough fo i l1 guinea per 

on. 


Rhondda Urban District Council.—Asst. M.O., £500 
Royal l Eye Fa » St. George’s-circus, S.E. —Research Scholar- 


0 
Royal eee’) Hosp., Gray's Inn-road, W.C.—Asst, M.O. for V.D. 


i t., £300 
Royal National Orthopedic Hosp., 234, Great Portland-street, W .— 
bri Now Surg. Regs., each £165, 

Boml Naval Medical Service.—Medical omer. 

Royal Waterloo Hosp. for Children and W Waterloo-road, 
S.E.— Res. Cas. and Orthopædic H.S., Wh erate of £150. Also 
H.P., at rate of £100. 

Samaritan Free Hosp. for Women, Marylebone-road, N.W.— 

istrar, £130. o H.S., at ’rate of £100. 

Royal Infirmary. —Ophth. H.S., at rate of £120. Also 
H.P. and H.S.’s to Eo Depts., each at rate of £80. 

Borough —M.Q. 

Pma Shields General Hosp. Se Deputy Med. Supt., £350. 

Swrey County Mental Hosp. Service.—Jun. Asst. M. O., 8350. 

& Mary’ s H osp hie .—Obstet. Registrar, £100. Also Cas. H. S., 
at rate o 

Wet London Hosp., Hammersmith-road, W.—Res. Asst. Surg. 
and es — to Dept. for Treatment of Injuries, each at 
rate o 

vase Oy Hosp., Broad Sanctuary, S.W.—Radiologist. Also 
Asst. Ophth. Dugan. 

a ane Diet War Memorial Hosp., Shooters Hill, S.E .— 
aS: at rate of Of e100. 


The Chief Inspector of Factories announces vacancies for 
Certifying Surgeons at St. Davids (Pembroke), 
Denby Dale (X ork, W. Riding), and Petworth (Sussex). 


VACANCIES.—BIRTHS, MARRIAGES,§AND DEATHS 
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Births, Marriages, and Deaths 


BIRTHS 


BERRY .—On Sept. 28th, at Nuffield House, Guy’s Hospital, the 
wife of Dr. Philip Berry—a son. 

Brrou.—On Sept. 28th, ae Marjorie, wife of C. Allan Birch, 
M.D., M.R.C.P., of 5, Chestnut-close, N.14—a daughter. 

BrapsHaw.—On Sept. 30th, at peevenoaky: the wife of Mr. G. H. 
Bradshaw, F.R.C.S.—a 

FINZEL.—On Sept. 27th, the ‘wife of Dr. Harry F. M. Finzel 


of Bristol—a son. 
29th, at V ubrahamn mplace, 


I'LETOHER-BARRETT.—On Sept. 
a To the wife of Major” K. Fletchér-Barrett, 


PRICE On Sept. 30th, at Poona, S. India, the wife of Lieut.- 
Col. R. B. Price, D.S.O., .A.M.C.—a son. 

SHELLEY.—On Sept. 30th, ‘the wife of Dr. Horace Minton 
Shelley—a son. 


MARRIAGES 


CAWTHORN—ARNOTT.—-On August era ine Quetta, Baluchistan, 
Captain F. R. Cawthorn, I.M.S., . to Miss Elsie Arnott, 


Q.A.I.M.N.S. 
GLARSE DART, —On Sept. 30th, at St. Paul’s Church, St. 
Albans, R. T. Victor Clarke, B.M., to Sybil Mary eldest 


com of the late Rev. Henry F. ‘Barff and Mrs. Barf, of 


Dor.LINGc—Bine.—On Oct. 2nd, at St. the le Abbots Hospital 
Chapel, Kensington, George Charles Dorling, F.R.C.S., 
Phy. Nis’ Marjorie, younger daughter of Mr. F. G. Bing said 
the. late Mrs. Bing, of Eastbourne. 

Rrx—StTock.—On Oct. 2nd, in Dondon Rerinald Ernest Rix, 
M.R.C.S8., L.R.C.P., L.D. S., to Phyllis Eleanor, only 
daughter of Mr. and Mrs. E. J. Stock. of Wilby (Welling- 
borough), Northants. 

EATHS 


DONELAN.—On Oct. 5th, at St. James’s Court, Joseph O’Conor 
Donelan, L.R.C.P. eldest surviving son of Thomas O’Conor 
Donelan, J.P., of f Sylanmore, Co. Galway, aged 83. 

PONE Ps Sept. 29th, John Allman Powell, M.D.Dubl., of 

am 

SYMMERS.—On Oct. 4th, at Belfast, William St. Clair Symmers, 
M.B. Aberd., Emeritus Professor of Pathology, Queen’s 
University Belfast. 

Tare.—On Oct. 3rd Colonel Gerrard William Tate, C.M.G., 
D.S.O., M.B. Dubl., late A.M.S., St. Leonards-on-Sea. 
WALFORD.—On Oct. ist, at Walmer, Edward Walford, M.D. 
Durh., D.P.H., late ‘Medical Officer of Health for Cardiff, 

City and Port, in his 91st year. 

N,B.—A fee of 18. 6d. is charged for the insertion of Notices of 

irths, Marriages, and Deaths. 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
SEPT, 25TH, 1937 
Notifications.—The following cases of infectious 


disease were notified during the week: Small-pox, 0; 
scarlet fever, 2121; diphtheria, 1320; enteric fever, 


453; pneumonia (primary or influenzal), 497; puer- 
peral fever, 40; puerperal pyrexia, 137; cerebro- 
spinal fever, 15; acute poliomyelitis, 45; acute 


polio-encephalitis, 2; encephalitis lethargica, 3; 
relapsing fever, 1 (Waterloo U.D., Lancs); continued 
fever, 2 (Islington and Marple U.D., Cheshire) ; 
dysentery, 78 (57 outside London and of these 25 at 
Luton); ophthalmia neonatorum, 93. No case of 
cholera, plague, or typhus fever was notified during 
the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on Oct. Ist was 2918, which included: Scarlet 
fever, 743; at on Wa nee (diphtheria carriers, 25); measles, 
88; w hooping-coug pubes fever, 14 mothers 
(plas 5 babies neh Pits ethargica, 282; poliomyelitis, 

13. <At St. irgaret’s Hospital there were 26 babies (plus 
8 mothers) with ophthalmia neonatorum. 

Deaths.—In 124 great towns, including London, 
there was no death from small-pox, 2 (0) from enteric 
fever, 6 (0) from measles, 1 (0) from scarlet fever, 20 (4) 
from "whooping-cough, 28 (5) from diphtheria, 57 (11) 
from diarrhcea and enteritis under two years, and 
20 (5) from influenza. The figures in parentheses are 
those for London itself. 

Bradford and Liverpool each reported a death from enteric 
fever. Liverpool had 4 fatal cases of whooping-cough. Diph- 
theria was fatal in 18 great towns; in 3 cases at Liverpool. 
Birmingham che ec deaths from diarrheea, Liverpool 6, 
Hull 4, Sunderland 3 


The number of stillbirths notified during the week 
was 214 (corresponding to a rate of 32 per 1000 total 
births), including 42 in London. 
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NOTES, COMMENTS, AND ABSTRACTS 


CARBUNCLES 


In dermatological clinics in this country the 
advanced carbuncle is nearly as rare as leprosy or 
sporotrichosis. This type of infection—and usually 
erysipelas too—is still regarded as coming within the 
domain of the surgeon, and is referred to him by the 
casualty department as an ‘emergency.’ One 
reason for this state of affairs is that the surgeon is 
always on the spot, whereas the dermatologist may 
not be due in his department or in the wards for 
a couple of days or more. Whatever the reasons the 
fact remains and though conservative: methods are 
making headway the general tendency in the treat- 
ment of carbuncle has not changed much since the 
days of Lister. In America the position appears to 
be about midway between the extremes, for a derma- 
tologist recently dared to criticise the cosmetic result 
in a case that one of his hospital colleagues had 
presented as a surgical success. He went further and 
addressed a questionnaire to 250 surgeons and 250 
dermatologists in all parts of the United States. 
His report, published last March,! shows that the 
questions were answered by 71 dermatologists but 
only 33 surgeons. As was to be expected, it was 
found that the surgical approach to the problem was 
usually with the scalpel or diathermy knife, while 
the skin physician was more prone to employ X rays, 
vaccines, bacteriophage, and local applications. 
According to the (somewhat limited) figures obtained 
the surgeons took twice as long as the dermatologists 
to cure their patients, and had a mortality three times 
as high. But of course one cannot accept these 
conclusions quite at their face value. For example, 
Dr. Ayres and his colleagues do not seem to have 
inquired at what stage the patient came for treat- 
ment. It may well have been that the surgeon 
was not called upon to intervene until the patient 
was almost moribund, and it is not unlikely that 
more than one of his patients who failed to survive 
had previously consulted a dermatologist. The 
fallacies have not received a fair consideration in this 
otherwise useful investigation. 


HOME TRAFFIC IN DANGEROUS DRUGS 


THE annual report prepared by the Home Office 
for submission to the League of Nations on the 
working of the Dangerous Drugs Acts during the year 
1936 follows the usual lines. -The absence of cultiva- 
tion of opium, the coca plant, and indian hemp in 
the United Kingdom restricts traffic to importation and 
exportation and the manufacture from raw materials 
of narcotic drugs for retail sale. The assurance is 
again vouchsafed that addiction is not prevalent 
here; the number of addicts is approximately given 
as 616, of whom 137 are stated to be medical men. 
Illicit traffic is not organised here as it is elsewhere, 
and sporadic cases are usually found among oriental 
seamen. As in former years only two firms, both in 
Edinburgh, are authorised to manufacture morphine, 
heroin, thebaine, and codeine, and only one, at 
Dagenham in Essex, to manufacture cocaine. Licensed 
manufacturers and wholesalers are efficiently super- 
vised and inspected. From annual returns made by 
them the figures for home consumption are calculated 
and these are the basis for the estimates required to 
be furnished to the League of Nations. There were 
in 1936 137 wholesalers licensed to deal in one or 
more of the drugs, 19 persons licensed as merchants 
and 14 as brokers in respect of one or more of the 
scheduled drugs. Where a pharmacist, doctor, dentist, 
or veterin surgeon has been convicted of irregu- 
larities the Secretary of State is empowered to deprive 
the offender of authority to possess, supply, or 
prescribe the drugs. Last year this power was exercised 
in ten cases; six were medical men, two were dentists, 
one a veterinary surgeon, and one a pharmacist. 


1 Ayres, S., Jun., Anderson, N. P., and Foster, P. D., J. Amer. 
med. Ass, 1937, 108, 858. 


i 
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There were 60 prosecutions during the year 1936. 
In 45 cases fines were imposed and in 9 imprisonment., 

From the appended statistics it appears that in 
1936 248,850 Ib. of raw opium were imported, mostly 
from Turkey, and 110,821 lb. of coca leaves, nearly 
all from the Netherland Indies. No less than 
119,227 lb. of raw opium were exported from the 
United Kingdom last year, twice as much as in the 
previous year; the largest consignments were to the 
United States and Germany. The exports of morphine 
and heroin showed a reduction on the figures for 
1935. It is satisfactory to learn that an arrange- 
ment has been concluded between H.M. Government 
and the Imperial Japanese Government with a view 
to the discovery and arrest of persons engaged in 
illicit traffic in dangerous drugs and the seizure of 
such drugs. In view of the disquieting reports made 
to the League of Nations of the clandestine production 
and contraband traffic in the Far East, notably in 
Manchukuo and Jehol, the concern of Japan in the 
matter is especially welcome. 


NEW PREPARATIONS 


THROMBIN-COAGULANT~Maw is described as a stable 
preparation of thrombin, the natural clotting agent 
of blood, and is said to be capable of shortening the 
clotting-time of shed blood from 6-8 minutes to about 
15 seconds. The powder is readily soluble in water, 
and may be applied in solution on cotton-wool or 
other dressing. The thrombin on a pad used to apply 
pressure will rapidly bring into action its clotting 
power. The powder is sterile and is issued with an 
ampoule of sterile saline solution. In Thrombin- 
Coagulant-Maw sterile dressings, the same material is 
available for immediate use in a variety of forms. 
The manufacturers are S. Maw, Son and Sons, Ltd., 
London, E.C.1. 


MANDECAL is a preparation of calcium mandelate 
made by The British Drug Houses Ltd. (Graham-street, 
London, N.1). The use of the calcium salt of mandelic 
acid in preference to the sodium or ammonium salts 
was recommended by E. Schnohr of Copenhagen 
(THe LANCET, 1937, 1, 1105), who said that it was 
tasteless, seldom causes dyspeptic symptoms, and gives 
a sufficiently acid urine. The manufacturers claim 
that further tests have shown that it is quite as effective 
as ammonium mandelate, and more readily acceptable 
Mandecal (Compound Calcium Mandelate B.D.H.) is 
a light poran y flavoured powder containing 75 pe: 
cent. of calcium mandelate, and it forms an ever 
suspension when stirred into a glass of water. 


IoDoTAB.—This name is given to Compound 
Iodine Tablets made by Clay and Abraham Ltd. 
Liverpool. Their composition is given as: iodine 
1/10 grain, dried milk 4 grains, and flavouring q.s. 
and the manufacturers believe that the regular use o; 
iodine in this form may prevent colds and influenzs 
and alleviate rheumatism. 


‘“ TABŁOID ” FERROUS CHLORIDE CITRATED.— 
Experiments with various stabilising agents hav: 
resulted in the introduction of citrated ferrou: 
chloride, now official in the B.P. Addendum 1936 
Burroughs Wellcome and Co. (Snow Hill Buildings 
London, E.C.1) issue the preparation as ‘‘ Tabloid ’ 
Ferrous Chloride Citrated, 3 grains, in bottles of 100 
The product is sugar-coated and is claimed to resis 
oxidation and deliquescence under all climatic condi 
tions. It is directed to be taken after food with : 
copious draught of water. 


We are informed by Roche Products Limite 
(51, Bowes-road, N.13) that ‘‘ Benerva ” synthet 
vitamin B, is now available for oral administratic 
in the form of small tablets, each containing 1 m 
of pure crystalline aneurin (approximately 500 inte 
poten units). The 1 c.cm. ampoules now conta: 

mg. 


of each # 


| 
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ADDRESSES AND ORIGINAL ARTICLES 


PHYSICAL UNFITNESS 
IN RELATION TO DENSITY OF POPULATION * 


By Sir JoserpH Barcrorr, C.B.E., F.R.S. 


CHAIRMAN OF THE FOOD INVESTIGATION BOARD OF THE DEPART- 
MENT OF SCIENTIFIC AND INDUSTRIAL RESEARCH 


I NEED not go into statistics to convince you that 
the slum populations are as a whole of poorer physique 
than the agricultural labourer. Facing that fact the 
question at once arises: What are the potentialities 
Is the slum-dweller fundamentally unfit, 
in the sense that he cannot be made fit if say he were 
put on a farm, and is the agricultural labourer funda- 
mentally so fit that he cannot be made unfit by 
putting him in a slum ł 

Thank God we have not yet sunk to the point of 
breeding a population the physique of which is 
hopeless. There is abundant material on which to 
work. Unfit men can be made fit on quite a con- 
siderable scale: this has been done at Aldershot. It 
is so important, to be clear that unfit men can be 
turned into fit men that I.will dwell in some detail 
on the work. Thirty-three recruits were selected 
which were below the Army standard of fitness. 
Captain P. J. L. Capon, R.A.M.C., writest : 

The original squad were selected as slightly worse than 
borderline cases. These were such that no hope could 
be held out of their being brought up to standard by just 
the ordinary methods of Army routine. Something more 
was necessary ; but would it be successful? The final 
tests by the Medical Board showed :— 

Men fit and up tostandard .. = as es .. 24 

On the borderline, likely ultimately to become fit be 6 

Unfit (one rejected on account of eyesight) ae ve 2 

Unfit, due to injury ; subsequently accepted... .. 1 


It is possible of course to say that the group at 
the start contained no cases that were obviously 
hopeless. That was so. On the other hand many 
cases obviously hopeless from the Army standard 


are not obviously hopeless from the civilian standard. 


Thus a man may be clearly so small either in weight 
or height or both as to place him outside the pale as 
a recruit. 

From the civilian point of view mere height or 
weight is not an index of robustness of constitution ; 
you can only regard the importance of putting on 
weight as an index of a transition towards normal 
muscular development. Therefore let us separate 
the cases a little more definitely into their com- 
ponents. Of the 33 men 25 had defective joints. 
There was only one case which is not described as 
“ much improved.” The defects were for the most 
part variols forms of spinal curvature, flat feet, 
stiff joints, and misshapen feet. 

One of the things that interested me greatly 


about these men was the condition of their hearts. 
| therefore asked Captain Capon for a little more 


information on this subject, and I should like here to 
thank him for his kindness in helping me. Of the 
21 cases tabulated there were 8 which he regarded 
as having hearts which were below standard, that is, 
which did not stand up to exercise in the normal 
way. Of these he regarded 6 as fit men at the end 
of the course. And it would.seem to me, who am no 
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*Part of an address delivered at the opening of the winter 
seasion of the Welsh National School of Medicine on Oct. 8th, 
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heart specialist, that of the 21 men it was not only 
those 8 whose hearts improved but even in the cases 
of some whose hearts would have been passed at the 
start there was a definite improvement. 

There were 11 cases of men whose hearts were 
clearly making less heavy weather of life after the 
course than before it, of which here is an example :— 


Pulse-rate of Recruit Before and After Course 


Before the After the 
Procedure. course. course. 
After 20 minutes’ rest sitting to . 
enable the pulse to steady down 92 78 
Stepped four times on to a chair 
in time with metronome ae 112 84 
After one minute’s subsequent res 80 64 


On the other hand there were, as I have said, 4 
cases in which the pulse judged by the standard of 


general rate was not satisfactory. I will give an 
example :— 
Before the After the 
Procedure: course. course. 
After 20 minutes’ rest sitting to 
enable the pulse to steady down 72 84 
Stepped four times on to a chair in 
time with metronome .. s 112 
After one minute for subsequent 
rest re — = ara 64 Oak 76 


Now of course such a quickening might be brought 
about by some quite adventitious cause, such as a 
cold ; but still, as on the face of it their hearts deterio- 
rated the question must arise: Is it possible to 
overdo such a course? To this question I have only 
one answer at present—namely, that such courses 
should be, as this one was, in the hands of competent 
persons who could immediately discern any trace of 
the heart being overdone. It may well be a matter 
of discussion whether all those who are entrusted 
with the systematic exercise of the young should 


-not themselves be given special courses of a medical 


colour which would quicken their discernment of 
cases which were too strenuous for the persons 
concerned. i 

I have gaid above that the unfit are not necessarily 
born unfit. I imagine they are mostly born as normal 
babies. The little experience which I have had— 


not with babies but with sheep—have led me to sup- 
pose that the as yet unborn individual is an exacting 


one and rather than be born unfit itself it will make 
great demands upon its parent. You have an old 
saying in Wales, I believe, “The calf destroys the 
flanks of its mother.” 

The point then arises: At what age does unfitness 
for want of exercise make its most impressive appear- 
ance ? Two authorities who have been good enough 
to advise me have stated opinions which point in the 
same direction—namely, that it is not during, but 
after, school age. One than whom there is no higher 
has expressed the opinion to me that with regard to 
children of school age, their unfitness is not so much 
a matter of exercise as of deficient sleep. He says: 
“ Generally I think the lack of sleep factor is more 
powerful in urban than rural districts because in 
the former there are more attractions and diversions 
to keep the uncontrolled child out of bed.” 

Captain Capon reaches a similar position—namely, 


that the critical time is not during school age but 


from the opposite direction. He says: 


I draw the conclusion that there is a good deal of 
deterioration between the ages of 14 and 18, both from 
personal observation and from going into the history 
of recruits in general. Many have told me of themselves 
and their friends that they were ordinary boys at school 

l Q 
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but having left, long hours of work and lack of fresh air 
seemed to put them back. This seemed to be confirmed 
from my own observations, in that the majority of boys 
from 10 to 14 seem about average size but the youth of 
14 to 18 is weedy in a disproportionate number of cases. 
Till therefore there is definite statistical evidence on the 
subject, I think we may take it that the criticial age at 
‚which the physique of this country’s youth most needs 
looking after at the present time is in their teens. 


FOUNDATION OF THE HOUSE 


I have alluded to the work at Aldershot as a course 
of physical exercise: in reality it was much more 
than that. It was a course of—well to these recruits— 
I imagine sumptuous feeding. They were better fed 
even than the ordinary soldier. I give a sample 
day’s diet: I do not mean that this was the bill of 
fare every day, as of course it was varied from day 
to day, for variety is the spice of diet as well as being 

. the spice of life. They could eat as much as they 
liked of the following dishes :— 


Menus for Recruits : Physical Development Depét 


Thursday, 5/8/37. 
Reveille.—Barley sugar and biscuits. 
Breakfast—Porridge; fried fish and sauce; tea, bread, 
margarine. . 


11 a.M.—Milk and fruit. 

Dinner.—Roast mutton, mint sauce, peas, potatoes, boiled 
roll and treacle. 

Tea.—Tea, bread, dripping; custard tart. 

Supper.—Rabbit pie; tea, bread and butter. 


Here arises a very nice point. How much of the 
improvement was due to the good feeding and how 
much to the exercise? That is a point which could 
be argued at great length. The scientist would like 
here to do two experiments: he would give to one 
. batch of men the food without the exercise and to 
the other the exercise without the food. Neither of 
these has been carried out. I suppose that the food 
without the exercise would lead to violent indigestion, 
for actually the amount eaten per man was just 
double what the physiological books in my day used 
to put down as a normal diet. 

What would happen if you tried to give the exer- 

_ cise without the food is a more difficult question. 
As I say, this was not tried on the recruits ; but the 
world has not turned round for 1900 years after the 
birth of Christ and an unknown number before, 
without instances of the maximum amount of phy- 
sical work being systematically exacted on insuffi- 
cient diet. An instance which may occur to many 
persons is that of the hands in what I may call the 
great days of sail. If the great days are counted as 
the fifties and sixties of last century (when skippers 
carried on ad lib and the food was often not only 
bad from every point of view but insufficient) then 
‘I suppose there is no one alive who can from his 
own memory give a description of the results, which 
could be regarded as a scientific statement. There- 
fore we must return to the historian for what infor- 
mation there is. Fortunately there is one person 
who is not only the authority on all such matters, 
but who derives his authority in no small measure 
from his experience. I mean Mr. Basil Lubbock, 
whose book ‘“‘ Round the Horn before the Mast” 
is of course a classic, but who in addition to having 
made the passage himself in a square-rigged vessel 
has written up the records of the sea from many angles, 
Mr. Lubbock has very kindly answered my appeal to 
him for information on this particular point : 

I do not know whether the following could be borne 
out by statistics, but it is generally believed at sea that 
Cape Horners—sailors sailing regularly in ships which 
traded round the Horn—were worn out old men at 50 
years of age through the hardships and lack of sufficient 


food. This deficient and poisonous diet naturally had a 
bad effect upon the blood so that sea boils were a constant 
scourge. 


I asked Captain Capon his view about what the 
effects of intensive exercise would be if thé men were 
kept on a slum diet. His answer was as follows :— 

While it is possible to build a house without a founda- 
tion, the house will not be durable. Similarly physical 
exercise without a basic foundation of good diet will not 
achieve the best results... . One is leaving out the first 
essential—having a frame to build: on. 


So it boils down to this, that if you are to turn a 
C3 population into a fit population you must give them 
exercise and diet in both cases of the right kind and 
sufficient in amount. The accomplishment of this in 
densely crowded towns is not such an easy matter, 


FOOD AND MONEY 


Let me take first the question of food and I may 
commence with milk. In my boyhood in the country, 
the cow was in the byre; it was milked twice daily ; 
the milk was brought across to the house and was 
drunk within a matter of hours. But London with 
its 8 million inhabitants can get only a small fraction 
of milk locally and therefore it must seek its milk 
elsewhere. Nor can it get its milk from any place 
which in respect to some other centre might be des- 
cribed as “‘ locally,” for that centre has the immediate 
call on the local milk-supply. The result is that 
London in search of milk has got to reach out as far 
as Aberdeenshire and Devonshire. But it is 500 
miles from Aberdeenshire to London, and the mere 
cost of transport would add a great deal to the price 
of London milk. But that is only the beginning. 
It takes three days, more or less, from the time the 
cow is milked in Aberdeenshire till the milk is drunk 


‘in London, and milk to be drunk three days after it 


leaves the cow has to be safeguarded in various ways. 
Firstly, it must be as free from germs when it leaves 
the cow as possible; secondly, it must acquire the 
minimum of germs on handling; thirdly, the germs 
must not be allowed to grow on the way; and 
fourthly, the germs which escape all these precautions 
and do grow must be killed. All this means money. 

With fish you have the same race to get it to the 
table before it goes bad. In my childhood—I lived 
near the sea—a man came to the door with a cart 
calling “‘ Herrings, alive oh!” (Well, they were not 
alive but still they had been caught the night before. ) 
Where does fish come from now ¢ Bear Island or the 
White Sea. Do you suppose men are going up into 
the perpetual gales and night of the Arctic for nothing, 
to get fish? When they get it, it has to be packed 
in ice—money—which has to be taken to the fishing 
grounds—more money. The fish won’t keep indefi- 
nitely in ice, so it has to be hurried—more money— 
to the nearest port, which again may be Aberdeen or 
Fleetwood, and then again it has to be put on a fast 
train—hurried again—more money, to get it to London. 
By thetime it hasreached London, or before that, a good. 
deal of it has gone bad, and the price of that has got 
to go on to the price of what is sold—more money. 

. I see the matter as follows: for the rest of m 
lifetime at least. There is no inherent difficulty in 
providing enough good food for everybody, except 
the price. The food is there; the means to trans- 
port it become increasingly efficient. 

But how much did that diet at Aldershot—without 
which the frame on which to build fit men would 
have been absent or creaky—cost? It cost ls. 3d. 
per man per day, and that was only owing to the low 
prices at which the Army are able to purchase com- 
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modities in great quantities. I think for a private 
family it would have been nearer 2s. 6d. per day, or 
17s. 6d. per week. Who is going to pay for it ? 

The doctor’s business as a doctor is not to decide 
how the milk is to be paid for; that may be his 
pleasure as a politician, but it is, I submit, his business 
as a guardian of the health of the public to see that 


. if a section of the community is C3 for the sake of 


j 
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milk or exercise or anything else the matter comes 
to the public eye and is made the concern of those 
who can see that the want is made good. 

This brings me back to the question of exercise. 
Food can be provided at a price, but what about 
exercise ? ‘The question is fundamentally different 
because food is a material thing and exercise is largely 
apsychologicalone. Something is wanted comparable 
to “hunger >° which impels people to take exercise. 
Probably in some obscure form it is there, but it 
needs cultivation in a sense which hunger does not. 
Probably the healthier the youth of this country the 
More anxious they will be to be out and about, so 
that you start with the advantage of a benign circle. 

Whether the C3 youth will be attracted by exercises 
of the kind used at Aldershot remains to be seen ; 
we can only wish all success to the efforts which the 
Minister of Health is about to make. 

Probably no one sort of exercise will appeal to 
everybody. Personally the suggestion for a swimming- 
bath always strikes a note of sympathy. Swimming 
can be, but need not be competitive; with diving 
it provides a great variety of exercise and of a very 
natural character, and as a leisure pursuit it has this 
to its credit, that it is more social in the sense that a 
“chap and his girl” can go together—a feature which 
puts it in a much stronger position than “ physical 
jerks ” to compete with the cinema. 


REACTION OF TARRED RABBITS TO THE 
INFECTIOUS FIBROMA VIRUS 
(SHOPE) 


By C. H. ANDREWES, M.D., F.R.C.P. Lond., AND 
C. G. AHLSTRÖM, M.D. Lund 
FROM THE NATIONAL INSTITUTE FOR MEDICAL RESEARCH ; AND 
L. Foutps, B.Chir. Camb., AND 
W. E. Gres, M.D. Edin. 


FROM THE IMPERIAL CANCER RESEARCH FUND 


Lesions produced on the skin of domestic rabbits 
by the Shope papilloma virus frequently become 
inant, but only after the lapse of many months. 
Rous and Kidd (1936) injected papilloma virus intra- 
venously into rabbits whose ears had been painted 
with tar and found that the virus. localised at the 
tarred sites and, furthermore, produced lesions which 
were often malignant from the beginning—a “ ful- 
minant carcinosis.” This observation prompted us to 
study the action of another virus—the virus of 
infectious fibroma (Shope 1932)—on tarred rabbits ; 
and since this virus affects mainly the connective 
tissues we injected the tar intramuscularly. 

When inoculated into the skin, subcutaneous 
tissues, or testes of domestic rabbits, the virus 
produces fibroma-like swellings which, commonly, 

after two to four weeks. The virus causes 
proliferation of fibroblasts but the lesions are not 
progressive and, in the general view, not neoplastic. 

This paper contains a preliminary account of 
modifications in the reaction of rabbits to the fibroma 
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virus produced by the action of tar for varying periods 
before injection of the virus. The results obtained in 
the two laboratories are complementary and are 
therefore reported conjointly. 


I—PRODUCTION OF A TRANSPLANTABLE 
FIBROMATOUS TUMOUR 


Two rabbits received four injections each of 
0:25 c.cm. of tar ‘into the muscles of the right leg 
over a period of four months. They were then 
injected ‘intravenously with 5 c.cm. of a filtrate of 
Shope’s infectious fibroma virus (OA strain, Andrewes 
and Shope 1936). The virus localised at the tarred 
site, producing large local swellings: thesé began to 
regress after six weeks. In one rabbit regression was 
complete, but in the other the swelling became 
stationary and then, three months after the virus 
injection, began to increase in size once more. Six 
and a half months after the virus injection the 
animal, which was much wasted, was sacrificed. The 
swelling consisted of creamy necrotic material, with a 
tumour-like mass at the side. Similar tumour-like 
masses with necrotic centres occupied the position 
of the inguinal and lumbar lymph-nodes, and there 
were small nodules, mostly necrotic, in the sub- 
cutaneous tissues and muscles. The masses in the 
thigh and abdomen were fibromatous tumours com- 
posed of closely packed fibroblasts, with abundant 
fibrils. Mitoses were rare. The tumours appeared 
more cellular than the ordinary infectious fibroma. 
There were many inflammatory cells around them. 

Transplantation of minced tissue from the mass in 
the thigh into the leg muscles of three rabbits pro- 
duced a small fibroma-like nodule in each animal, and 
serial propagation has now been successful through 
ll passages, made at intervals of 11 to 23 days. 
Some growth was palpable in thirty-eight out of 
forty-two rabbits ; in all but two, however, it was self- 
limited, regression beginning in 2 or 3 weeks when the 
nodule reached an average size of 20x10x10 mm. 
In one rabbit of the fourth ‘“ tumour-generation,”’ 
an intramuscular transplant continued to grow for 
over 2 months and had regressed but little after 
3 months ; in another, inoculated intratesticularly at 
the same time, growth is still continuing after 
3 months. 

The transplanted tissues proved to be bacterio- 
logically sterile and it has hitherto been impossible 
to demonstrate fibroma virus by inoculation of 
rabbits with centrifuged extracts. The transplanted 
fibromata had the histological structure of the parent 
growth; sometimes they contained many mitoses 
and often the inflammatory reaction was nearly 
absent, except around a central necrosis. : 


II—THE PRODUCTION OF A NON-TRANSPLANTABLE 
SARCOMA ` 


Six half-grown rabbits were injected in the right 
leg with tar on four occasions within twenty-one 
weeks, each dose being 0-2 c.cm. One week after. 
the last injection 0-5 c.cm. of an extract of dried 
fibroma tissue was injected intravenously into each 
of three rabbits, and a week later similar injections 
were made into the other three. The virus was of 
the original fibroblastic strain but its virulence was 
somewhat lower than that of the OA strain used for 
the other experiments. The first group of rabbits 
developed no tumours. In each rabbit of the second 
group a swelling developed at the site of the tar a 
few days after the injection of virus, but in two 
rabbits the swelling receded and did not recur. The 
swelling in the third rabbit decreased in size at the 
same time as the others but later resumed growth at 
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a slow rate. Four months after injection of virus 
the rabbit was killed. Its general condition had been 
deteriorating for several weeks without evident 
. acceleration of the growth of the tumour. The 
tumour, measuring approximately 5 x 3 x 3 cm., 
was situated in the region of the knee-joint and 
. invaded the muscles of the leg and thigh. Outlying 
nodules of growth extended along the course of the 


main vessels and nerves towards the pelvis. Within . 


the pelvis there was a growth not continuous with 
that in the thigh but probably the result of lymphatic 
spread.. It measured approximately 3 x 2 x 2 cm. 
and surrounded and invaded the lower end of the 
right ureter ; obstruction was evidenced by dilatation 
. of the proximal part of the ureter and: enlargement 

of the right kidney, with hydronephrosis. There 
were growths 1 to 4 mm. in diameter scattered 
throughout both lungs. None were found in other 
organs. The tumour in the limb was tough and 
fibrous and contained accumulations of tar and also 
areas of homogeneous yellowish-white tissue. The 
pelvic and lung tumours were white and firm but not 
tough or fibrous. In the microscopical preparations 
there was a corresponding excess of fibrosis in the 
limb tumour; it was, no doubt, a local reaction to 
the deposits of tar. Otherwise all the growths were 
similar and are best described as polymorph-celled 
sarcomata. Fibrous tissue was not prominent. 
Some of the tumour cells were elongated but most 
were round or oval and they had abundant cyto- 
plasm. The nuclei were large and mostly round 
or oval. There were, also, many giant nuclei and 
some multinucleated cells. Mitotic figures were 
numerous and many were atypical. The histogenesis 
is not established but the tumour is not certainly of 
fibroblastic origin and differs from the infectious 
fibromata and from the transplantable tumour 
described in the preceding section. 

The pelvic tumour was minced and inoculated 
subcutaneously and intramuscularly into three rabbits 
and into the testes of two rabbits. A saline suspen- 
sion of the tumour was injected intravenously into 
two other rabbits. None of the seven rabbits deve- 
loped a tumour. This contrasts with the high per- 
centage of “takes” obtained with the transplant- 
able fibromatous tumour, but reproduces the usual 
experience with spontaneous rabbit tumours. On 
account of its invasiveness, dissemination, and 
histological structure we conclude that the growth 
is a malignant neoplasm. 


III—GENERALISED FIBROMATOSIS IN TARRED RABBITS 


In subsequent experiments fibroma virus filtrate was 
given intravenously to nine rabbits ; four of these had 
been injected with tar over a period of 44 months ; five 
had received a single dose of tar intramuscularly 
5 days previously. All the rabbits developed a local 
fibroma lesion at the tarred site. All four animals 
which had received the longer tarring, and four out 
of five of the others developed generalised fibroma- 
tous nodules, a few millimetres to several centimetres 
in diameter, persisting for many weeks. They were 
present in different animals in the subcutaneous 
tissues over the back and flanks, particularly in rela- 
tion to the vertebral column, on the ears, nose, skull, 
in the liver, testis, and lymph-nodes. Four rabbits 
after progressive wasting were found moribund and 
were killed, and in two of these the nasal passages 
were obstructed by fibromatous masses. Such 
generalised fibromatosis had never been observed 
before in rabbits injected intravenously with fibroma 
virus, nor did it occur in four control animals injected 
with virus at the time of these experiments, but 
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receiving no tar. The generalised ‘“ pocks ” which 
sometimes appear on the skin of fibroma-infected 
animals are much smaller and quite transitory. We 
have succeeded in recovering fibroma: virus from 
generalised lesions in tarred animals, in one instance 
as late as 4 months after the inoculation. 


IV—EFFECT OF TAR ON RESOLUTION OF SKIN LESIONS 


Since this effect of the tar was evidently a general 
one, we injected 0-2 c.cm. intramuscularly into three 
rabbits and inoculated them, along with three untarred 
controls, intradermally with dilutions of virus 5 days 
later. The lesions appeared at the same time in all 
six rabbits and followed the same course for about 
3 weeks. Then regression began in the three controls 
and the lesions had practically disappeared after 
4 weeks. In the tarred rabbits, however, the lesions 
remained almost stationary for 5 to 6 weeks in all, 
but regression then set in, despite further injections 
of tar. In one animal’s skin lesions arè still present 
after 12 weeks. A second experiment on four rabbits 
gave similar results. Tar injections had a similar 
delaying effect on the regression of lesions produced 
by subcutaneous injection of virus. 

Benzpyrene has been found to affect the response 
of rabbits to intravenous or intradermal inoculations 
of fibroma virus, much as tar does, but it is still 
unknown whether the effect is a specific one for 
carcinogenic substances. 

Histologically the tumour nodules in the tarred 
animals described in Sections III and IV show in 
general the same picture. They are composed of 
fibroblasts, with production of a delicate network 
of intercellular fibrils. The cell-protoplasm is abun- 
dant and shows characteristically the presence of 
droplets, or many small granules, which stain deep 
blue with the aniline-blue of Mallory’s stain. The 
inflammatory reaction in and about the deeper 
nodules is very scanty. Traces of these inclusions 
can be seen in the ordinary fibroma. They are pre- 
sent in abundance in fibroma lesions in the cotton- 
tail rabbit. The epithelium overlying the skin 
tumours in the tarred rabbits shows hyperplasia and 
eosinophilic inclusion bodies in the cytoplasm similar 
to those in the fibroma of the cottontail. In this 
animal, which is the natural host of the virus, the 
fibromata persist for several months, as in some of 
our tarred rabbits. 


DISCUSSION 


Discussion of the implications of our results is 
premature and further investigations on the local 
and general effects of tar on the lesions produced by 
the fibroma virus are in progress. There is one 
point, however, which calls for comment. It might 
be argued that the true neoplasm produced in one 
experiment was the consequence of the action of 
tar alone and independent of the action of the virus. 
Against this argument must be placed firstly the 
fact that hitherto it has been found impossible to 
induce sarcomata in rabbits by tar; and secondly 
that the lesions produced in these experiments by the 
combined action of tar and virus form a series grading 
from lesions like those of infectious fibroma to a 
true malignant neoplasm. 


SUMMARY 


In rabbits injected with tar and subsequently 
with fibroma virus there was a generalised fibroma- 
tosis which was not found in rabbits without tar, 
and the regression of intracutaneous fibromata was 
delayed. Virus localised at the site of the tar pro- 


| 


THE LANCET] 


dueing, in one experiment, a transplantable fibro- 
matous tumour and, in another experiment, a poly- 
morph-celled sarcoma which was not transplantable. 
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THE USE OF PRONTOSIL IN THE 
TREATMENT OF GONORRHŒA 
By T. F. Crean, L.R.C.P.I. 


SURGEON-COMMANDER, R.N.; GENITO-URINARY SPECIALIST, 
ROYAL NAVAL HOSPITAL, CHATHAM 


Ur to the present the treatment of gonorrhw@a has 
been largely confined to the use of urinary antiseptics, 
irrigation of the urethra, and treatment of complica- 
tions as they arise. Of late we have had, in addition, 
vaccines and gonococcal antitoxin. None of these 
methods has made any notable change in the length 
of time it takes to cure even an uncomplicated acute 
case. It was thought that the introduction of anti- 
toxin for gonorrhea heralded the much sought-after 
specific, but, so far, the superiority of this product to 
vaccines is not obvious. Furthermore, universal 
treatment with antitoxin of a complaint so widespread 
as gonorrhea is, for many reasons, not practicable. 
It submits the patient to the risk of anaphylaxis at a 
later date if other serum treatment is found necessary, 
and it should not, in my opinion, be used, except in 
selected. complicated cases. | 

For the last few years drugs of the aulphaniianide 
group have been tried in the treatment of many 
conditions with varying success. The successes 
obtained in several cases of meningococcal infections 
suggested the use of this drug in the treatment of 
cases of gonorrhea, in view of the similar morpho- 
logical characteristics of the meningococcus and the 
gonococcus. The results in a preliminary series of 25 
cases so treated were so encouraging that the present 
controlled series of 100 cases was started, and as a 
result the efficacy of sulphanilamide in the treat- 
ment of gonorrhea, both acute and chronic, appears 
to have been proved. 

The following notes represent the findings in a 
series of 100 cases of acute and chronic gonococcal 
urethritis in which gonococci were demonstrated, and 
in a few cases of urethritis where no gonococci were 
found (so-called “‘ nol-gonococcal ” urethritis). 

Owing to the comparatively large doses required 
daily, it was found in the preliminary series that 
preparations given by mouth (Prontosil Album, 
Bayer ; Colsulanyde, Crookes) did not suffice by 
themselves, and it was therefore decided to 

ive Prontosil Soluble by injection supplemented 
with Colsulanyde (sulphanilamide) by mouth. This 
combination of oral and intramuscular therapy seems 
to have the additional advantage that the sulphon- 
amide level is kept up, and a continuous action of 
the drug maintained. 

The dosage used depended entirely on the reaction 
of the patient, but the minimum in most cases was 
27-5 c.cm. of prontosil soluble intramuscularly, com- 
bined with 8 oz. of colsulanyde. Toxic effects were 
noted in only 2 cases and each of these was of the 
“non-gonococcal ” form of urethritis. In these cases 
intense headache and vomiting occurred, and one 
‘of the patients became unconscious two hours after 
the intramuscular injection of 5 c.cm. of prontosil 
soluble. He had completely recovered next morning, 
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and no further effects were noted throughout the 
treatment. Dees and Colston! state that some of 
their patients complained .of dizziness and lassitude, 
but this toxic manifestation was not noted in the 
series under consideration. 

From these remarks it will be seen that, in the 
dosage used, the toxicity is extremely low and it is, 
therefore, surmised that the gastro-intestinal dis- ` 
turbances noted in the preliminary series when 
colsulanyde only was used were due more to local 
irritation of the gastric mucosa than to toxic effects 
of the drug. The only precaution taken was 
the withholding of sulphur or sulphur-containing 
compounds. 

TECHNIQUE 

The technique, as used now, differs slightly from 
that used in the preliminary series. The dose of 
prontosil soluble has been increased by 2-5 c.cm., 
so that, over a period of ten days, each case now 
receives 30 c.cm. intramuscularly, together with 8 oz. 
of colsulanyde. Local measures have also been 
adopted. Anterior or posterior irrigations with 
potassium permanganate, alternating with oxycyanide 
of mercury, in high dilutions have been used. From 
experience it has been found that each case must be 
treated on its merits: a rigid routine for all cases 
cannot be laid down. This will be apparent from a 
consideration of the cases reported. The routine 
carried out in all cases on first coming under treat- 
ment is as follows :— 


lst day.—Examination of direct smear and culture 
from urethral discharge. Irrigations twice daily with 
potassium permanganate. solution 1/20,000. Prontosil 
soluble 5 c.cm. intramuscularly. 

2nd day.—Irrigations twice daily with 1/20,000 solution 
potassium permanganate. Prontosil soluble 5 c.cm, 
intramuscularly. 

3rd to Tih day.—Irrigations as above. Prontosil soluble 
2-5 c.cm. intramuscularly. Colsulanyde 2 drachms four | 
times daily (oral). 

7th day.—Examination of direct smear from urethral 
discharge if obtainable. 

Tth to 10th day.—lrrigations changed to oxycyanide of 
mercury 1/20,000. Prontosil soluble 2-5 c.cm. intra- 
muscularly. Colsulanyde 2 drachms four times daily. 

10th day.—Examination of direct smear and culture 
from urethral discharge if obtainable. j 

llth day.—Test for cure. 


The above routine is added to as the particular case 
demands, and in some cases in the series two, and 
even three, courses of treatment have been found 
necessary. 

The test for cure is spread over two days and is 
carried out as follows :— 


lst day.—Urethroscopy. Injection of gonococcus 
vaccine 1 c.cm. subcutaneously (l c¢.cm. containing 
50 millions). Injection of 5 c.cm. of a 1 per cent. solution 
of silver nitrate into the anterior urethra. Microscopical 
examination and culture of any resultant discharge. 

2nd day.—Examination of urine (2-glass test). Examina- 
tion of prostate and vesicles and microscopical examina- 
tion of the prostatic fluid. Passage of a Clutton’s sound 
and further examination and culture of any discharge 
noticed or obtainable the following day. 


If, on the completion of the test for cure, the 
patient is free from any sign of urethral discharge, and 
the prostatic fluid is negative on culture, he is 
discharged to duty and 8 days’ quarantine. 


CONSIDERATION OF CASES 
Sixty-eight acute cases of gonorrhea, twenty-four 
chronic cases, and eight cases in which gonococci 


1 Dees, J. E., and Colston, J. A.C. (1937) J. Amer. med. Ass. 
108, 1855. 
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Prontosil 
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chronic.| 4 mount Days O 
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1 G. p 10 G. 
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13 G. P. 10 G. 
14 | G., seq P. 10 G. 
ost. C. 
15 G. p. 10 G. 
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18 G. p. 27-5 10 G. 
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31tl G. p. 27-5 10 > G. 
32 G. P. 27-5 10 5 G. 
-83 G. P. 27-5 10 P G. 
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36 a. a toy 6 ” Goma 
37 G. P. 27:6 10 . G. 
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Sot) G. P, 57-5 22 » Epid. 


Prontosil 
(c.cm.) and 
Colsulanyde 
(0z.). 
chronic.) amount | Days 
ven on. 
P. 30-0 10 
Cc. 8 
P. 57°5 22 
C. 16 
P. 30-0 10 
C. 8 
P. 30-0 10 
C. 8 
P. 30-0 10 
C. 8 
P. 30-0 10 
C. 8 
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C. 8 
P. 87-5 33 
C. 26 
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P. 20-0 11 
C. 9 
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O. 8 
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C. 8 
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P. 30:0 10 
C. 8 
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C. 8 
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C. 5 
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Days h 
on = 
AE 
ment.’ | & 
9 T19 
27 49 
6 16 
6 16 
6 16 
3 13 
11 21 
34 67 
10 20 
4 14 
2 22 
10 ‘| 20 
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17 27 
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4 14 
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15 (2)| 27 
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5 15 
7 
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4 14 
15 27 
9 21 
5 15 
32 54 
6 16 
8 20 
15 30 
: 7 
24 42 
59 85 
26 62 
17 27 
38 64 
25 45 
27 38 
9 19 
46 64 
84 (38)| 98 
4 14 
12 30 
5 15 
16 26 
25 (5)| 32 
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Failure. 


Cure. 
Collapse. 


Cure. 
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could not be demonstrated were treated in the 


series. Two relapses (3 per cent.) occurred in the 
acute cases. 


CasE 24 (see Table) returned to hospital suffering from 
a left-sided epididymitis 2 days after being discharged to 
duty. No discharge was present on examination, and 
gonococci could not be demonstrated in an artificially 
produced discharge either on smear or culture during the 
24 days he remained in hospital on the second occasion. 


_ CasE 83 did not react to prontosil therapy in the first 
instance for 27 days. He returned to hospital 9 days 
after discharge with a profuse urethral discharge contain- 
ing gonococci. Urethroscopy demonstrated a folliculitis 
and suitable local treatment was instituted. This man 
did not report for 14 days after he first noticed the 
discharge in the original infection. 


Among the twenty-four chronic cases there was only 
one relapse (Case 20). 


This patient had relapsed twice previously, and, before 
admission to hospital, he had been treated for 201 days by 
local measures only. With the first course of prontosil 
the discharge cleared up, and he was free from all signs 
of gonorrheea after 15 days. He did not relapse for 21 
days after return to duty. He stated that on the 21st 
day his left testicle suddenly became swollen, but not 
tender, and that there was no return of urethral dis- 
charge. On admission he was found to be suffering from 
a left-sided epididymitis, and had a fairly profuse urethral 
discharge containing gonococci. A further course of 
prontosil was given and he has now been free from any 
sign of either epididymitis or urethral discharge for 10 
days. A further test for cure and a complement-fixation 
test for gonorrhea will be done in this case before 
discharge to duty. 


Failure to respond to treatment has been recorded 
in six cases—all in the acute series (8-8 per cent. 


in acute gonorrhea and 6 per cent. in all types of 
cases) (Cases 58, 80, 85, 86, 89, and 93 in the Table). 


EXPLANATION OF TABLE 
(see opposite page) 


* In parentheses are given the number of days during which 
the patient remained under treatment after the course of 
prontosi) was concluded. 


G. = gonorrhea. Epid.= epididymitis. 
Prost. = prostatis. Urethr. = urethritis. 
coccal. Cowp. = Cowperitis. 


Phim, = phimosis. 
Non-G, = non-gono- 
Rheum. = rheumatism. 


T NOTES 


Case 3.—Under treatment 77 days prior to admission. 

Case 6.—Patient cured.10 days after prontosi] but remained in 
hospital 31 days for circumcision. 

Case 20.—Relapse after prontosil. Treated for 201 days prior 
to admission to hospital. (See Consideration of Cases.) 
Case 24.—Relapse after prontosil; but no gonococci found ; 

discharged after further 24 days. 

Case 31.—Fourteen days G.C.A. before prontosil. Case of epidi- 
dymitis, G.C.A. tried instead of shock therapy, &c. 

Case 34.—Two courses of prontosil. 

Case 44,—Hospital treatment prolonged for diathermy of 
venereal] warts. 

Case 50.—Two courses of prontosil; 11 days’ interval between. 

Case 51.—Cured with prontosil in 19 days having previously 
taleg to react to treatment by usual methods at another 
clin C. 

Case 62.—Two courses of prontosil; 
courses. 

Case 59.—Total includes 8 days’ quarantine. 

Case 66.—Total includes 8 days’ quarantine. (Admitted as a 
relapse after irrigations, &c.) 

Case 79.—Cured with prontosil in 15 days after being under 
treatment with irrigations, &c., for 5 months at another 
clinic. : 

Case 84,—Two months’ treatment with irrigations, &c., prior 
to admission to hospital. 

Case 86.—This patient concealed the disease for 21 days. 

Case 92.—Including 8 days’ quarantine. 

= oc tote includes 14 days’ massage before return to 

uty. 

Case 95.—Cured in 14 days, Patient became unconscious after 


second injection of prontogj le. Treatment co 
with colsulanyde only. toi] solub ntinued 


Case 98.—Including 9 days’ quarantine. 


11 days between the 


In all six cases, prontosil treatment was not started 
for several days after the discharge was first noticed 
and, in one case, disease was concealed for 21 days 
before the discharge was noticed on routine examina- 
tion. The patients themselves were in a low state 
of health and had lost weight. In this respect it is 
noteworthy that the only patients, other than the 
above six, who required more than one course to 
effect a cure were underweight, anemic-looking, and 
obviously incapable of putting up a resistance to any 
infection. The healthy type of man reacted uniformly, 
most of them in 10 days and a few in over 15 days. 
No failure occurred, in the chronic cases or in the 
‘““non-gonococcal ” series. 

The average number of days’ treatment in the acute 
cases was 20. This average is taken from 62 
successful cases, and though it represents the days 
in hospital it is, in fact, an over-estimate of the 
time necessary for cure, because in several of the 
cases other procedures were undertaken after the 
patient had been cured of gonorrhea, such as © 
diathermy of penile warts and circumcision, and 
this added considerably to the number of.days in 
hospital. From a consideration of the results, it 
can be taken that cure is obtained in favourable cases 
(91-2 per cent. in the acute cases) in a little over 
15 days. An average for the chronic cases is more 
difficult to compute as the number of days the 
patient has been under treatment ‘previously has to 
be taken into consideration. The average number of 
days on prontosil therapy in this series is 11-4 and this 
gives a fair estimate of the efficacy of the drug in 
the treatment of chronic cases (see Case 6). In the 
‘“‘non-gonococeal” types of urethritis, the average 
days’ sickness is 17. In the control series, however, 
the average was only 19 days, so the superiority 
of prontosil over other forms of treatment in this 
type of infection is not so marked. In this present 
series no case showing a persistent ‘‘ diphtheroid ” 
in the urethral discharge has been treated by pron- 
tosil, for in the preliminary investigation it was 
found that such cases were resistant to any form of 
treatment other than an autogenous vaccine. 

Controls were limited to 30 cases in all (27 cases 
of acute gonorrhea and 3 of chronic gonorrhea). 
The treatment carried out as a routine in all the 
control series was as follows :— 


Anterior irrigations twice daily with potassium per- 
manganate solution 1/20,000 changed after.seven days to 
oxycyanide of mercury solution, and after a further seven 
days to boric and methylene-blue solution, both in strengths 
of 1/20,000. During the whole period of treatment an 
alkaline diuretic mixture was used, and after the sixth day 
gonococcal vaccine was started with an initial dose of 
0-1 c.em. (1-0 c.cm. containing 50 millions) rising in four 
day intervals to 1-0 c.cm. Complications were treated 
by appropriate measures as they arose. All cases were 
subjected to the same bacteriological control and had the 
same test for cure as the cases treated with prontosil. 


In the 27 acute cases the average number of 
days under treatment was 43:4. . Individual cases 
showed a great variation in the number of days 
under treatment—some being cured in as little as 
26 days (four in all), whilst others remained in hospital 
for 70 days (two in all) before being discharged to 
duty. No relapses occurred in the control series but 
two became complicated by an epididymitis and 
10 of the 27 developed a posterior urethritis. 

The 3 chronic cases had been under treatment for 
64, 40, and 53 days respectively before admission to 
hospital. The average number of days these cases 
remained under treatment was 42. Except for the 
addition of prostatic massage and the use of posterior 
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instead of anterior irrigations the treatment in the 

chronic cases was the same as that used in the acute. 
The following records of a few cases illustrate the 

type of result to be expected from prontosil therapy. 


CasE 1.—This man was admitted to hospital with acute 
gonorrhea 9 days after exposure to infection. Treat- 
ment as detailed above was carried out and the patient 
was discharged to duty 12 days after admission. Follow-up 
records show no sign of relapse after 37 days at full duty. 


CasE 12.—A case of acute gonorrhea. This patient had 
@ very profuse urethral discharge containing gonococci 
after 14 days’ treatment with local irrigations and a 
diuretic mixture. Fifteen days after the start of pron- 
tosil therapy he was discharged to duty, and no relapse 
has occurred 44 days later. © 


A cursory glance through the Table will demon- 
strate that these two cases are typical of the results 
obtained in the large majority of acute cases of 
gonorrhea. The next. case well illustrates this 
efficacy of prontosil therapy in the treatment of acute 
infections. 


Case 98.—The patient was admitted to hospital with 
dysuria and a very profuse urethral discharge. He had 
been treated in hospital some time previously over a 
period of 5 months for gonorrhea complicated by 
prostatitis. In view of the previous history, it was thought 
that difficulty would be experienced in effecting a cure, 
but no sign of gonorrhea, was evident after 17 days’ treat- 
ment with prontosi]l. He was kept under observation 
in hospital for a further 9 days, and has now no sign of 
gonorrhea 66 days after discharge. 


a 


That prontosil is of value in the chronic and 
complicated cases is evident from the results obtained 
in the following cases. 


Case 6.—Admitted to hospital in March, 1937, with 
a right-sided epididymitis, this patient was treated by 
various methods including gonococcal antitoxin and 
shock therapy. In spite of treatment the condition 
progressed, and eventually the right epididymis became 
disorganised. A sinus developed on the right side of the 
scrotum leading down to the epididymis. Later, a left- 
sided epididymitis developed. After 88 days’ treatment 
the patient’s condition was worse than when admitted. 
Prontosil therapy was started, and after 10 days’ treat- 
ment, not only had the sinus healed and the left epididymis 
become normal, but no discharge could be obtained from 
the urethra. 
had occurred during the course of treatment, and during 
the time he was convalescent from this operation he was 
kept under observation. He was eventually discharged 
to duty, and on re-examination and a second test for cure 
42 days later, including a complement-fixation test for 
gonorrhea, no infection was demonstrated. 

Case 14.—The patient was admitted to hospital having 
been under treatment for 109 days previously. On 
admission he was found to be suffering from a profuse 
discharge containing gonococci and the prostate was 
enlarged. He was put on prontosil treatment, receiving 
in all 27-5 c.cm. prontosil soluble and 8 oz. colsulanyde 
over a period of 10 days. Six days later he was discharged 
to duty and follow-up records do not show a relapse after 
27 days. l 

SUMMARY AND CONCLUSIONS 

1. Treatment with Prontosil Soluble and sulphanil- 
amide, combined with irrigations, proved efficient in 
90 out of 100 cases of gonorrhea, acute and chronic. 
In favourable cases of acute gonorrhoa cure is 
obtainable in about 15 days. 

2. Bad health, giving rise to poor resistance in the 
patient, is an adverse factor to cure by any form 
of treatment, including treatment with prontosil. 

3. The dosage of prontosil should be adjusted to 
the needs of the individual patient, and other forms 
of treatment used as the occasion demands. 

4.. The shorter the time between infection and start 
of treatment the greater the success of prontosil 


Circumcision was performed as a phimosis . 


therapy. Cases which failed to report, or had been 
unable to get efficient treatment for 15-20 days after 
infection, did not react as well to prontosil as cases 
which were treated within 5 days of infection. 

5. It has been noted that cases which do not react 
to prontosil therapy within 18 days are not likély 
to react at all. It appears that these patients reach 
a stage where no further advance is made, and their 
powers of reaction to other forms of treatment is 
adversely affected. The dosage, therefore, should be 
limited to 40 c.cm. of the prontosil soluble together 
with 13 oz. of colsulanyde over a period of 15 days. 

6. A review. of the cases treated suggests that 
prontosil will revolutionise the treatment of gonorrhea 
It has reduced the days’ sickness to one-third, and 
from the economic point of view, has proved its value 
over and over again. 

My thanks are due to Surgeon-Commander W. P. E. 
McIntyre, R.N., for the various bacteriological tests 
carried out. 


ANAMIA AND AGRANULOCYTOSIS 
DURING SULPHANILAMIDE THERAPY 


By G. H. Jennies, M.B. Camb., M.R.C.P. Lond. 


FIRST ASSISTANT IN THE DEPARTMENT OF MEDICINE, BRITISH 
POSTGRADUATE MEDICAL SCHOOL, HAMMERSMITH 
HOSPITAL; AND 


G. SOUTHWELL-SANDER, M.B. Camb., D.P.H. 


SURGEON-LIBUTENANT, R.N. ; HOUSE PHYSIOIAN AT THE 
HAMMERSMITH HOSPITAL 


DourinG the past two years since the introduction 
of Prontosil by Domagk, various similar compounds 
have been employed, and have been used over an 
increasingly wide field. At present, there must be 
hundreds of medical men in all parts of the world 
using sulphanilamide—Prontosil Album, Prontosil 
Soluble, Proseptasine, and other allied compounds. 
These are used to combat not only the hæmolytio 
streptococcus, but all forms of streptococci, the 
typhoid bacillus, the meningococcus, gonococcus, and 
some types of pneumococcus. The dosage and period 
of administration are liable to vary widely in the 
hands of different workers, and in the treatment of 


. different infections. Thus Colebrook and Kenny 


(1936) employing the original prontosil and prontosil 
soluble in the treatment of puerperal infections, used 
up to 44 grammes of the two drugs over a period 
of 14 days. For Bacillus coli urinary infections, 
Kenny, Johnston, and von Haebler (1937) using 
sulphanilamide, gave up to a total 12-6 g. of the drug 
over a period of 7 days. In general it may be said 
that there is no fixed dosage as yet of these new drugs, 
and in establishing what constitutes safe therapy, 
there is inevitably a certain amount of trial and error. 
As the beneficial effects of the drugs have been 
further recognised, so has the tendency to use larger 
doses increased. Bayer’s pamphlets admit the 
possibility of starting with 90 c.cm. of the 2-5 per 
cent. solution of prontosil flavum (red prontosil) and 
six tablets (now 0:5 g. each) of sulphanilamide. 
The duration of the therapy is not indicated in the 
pamphlets. 

' Toxic Effects 


That insufficient warning was given of the possible 
toxic effects of these drugs is now becoming clear. 
There may occur cerebral disturbances—e.g., drowsi- 
ness, dizziness, headache, and disorientation. Also 
described are alimentary symptoms, such as vomit- 
ing; the signs of urinary tract irritation, and signs 
of peripheral sensory disturbance. An important 
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toxic effect of this group of drugs is shown in the 
blood picture. Sulphzsmoglobinemia and methxmo- 
giobinzmia are the best known features of this, and 
they have been well described (Archer and Discombe 
1937). For this reason we are confining the present 
account to the toxic effect of the drugs shown by the 
blood count, which revealed in one of our cases a 
complete agranulocytosis, and in three others some 
degree of anemia with evidence of abnormal marrow 
activity. 
AGRANULOCYTOSIS 


Already a few cases of agranulocytosis have been 


reported, all with fatal terminations. 


Borst’s patient (1937), who was treated for B. coh 
pyelocystitis for 39 days, received in 30 days 63:7 g. 
of prontosil flavum. This patient then developed a sore- 
throat and fever, and died two days later with an almost 
complete agranulocytosis and a hypochromic anemia 
(hemoglobin 70 per cent.) No angina was found at 
autopsy, but this was a feature in the cases of Young (1937) 
Plumer (1937), and Model (1937). In Young’s case there 
was fever, and the agranulocytosis was recognised on the 
22nd day. The patient died on the 23rd day, and the 
total dose of sulphanilamide was 54 g. given in eighteen 
days. In Plumer’s: case, 46 g. of sulphanilamide was 
followed by a similar sudden fatal result in a woman of 
46 with subacute bacterial endocarditis. In Model’s 
case, the patient was a young man of 20, who received 54 g. 
of proseptasine in 18 days. Again there was a fatal 
termination three days after recognition of the agranulo- 
cytic angina, in spite of administration of pentnucleotide 
and a blood transfusion. There was severe hypochromic 
anæmia at death (hemoglobin 45 per cent.). 


Our case, whose description follows, is of parti- 
cular interest in that it appears to be the only one 
to recover after agranulocytosis had been induced by 
one of these drugs. | 

CasE 1.—A housewife aged 39, a thin, but otherwise 
healthy woman until October, 1935. She then had 
symptoms of ulcerative colitis and was treated in hospital 
for two months. The symptoms recurred in July, 1936, 


TABLE I (Case 1).—Blood Count 


Differential count 


=A (per cent.). 
S| +3 
R.B.C b 3 g È ; ò 
IDO a fo) a é A 

Date. (per. |e! 5 z E Qol ga E E H 
, c.mm.). |88| & = S$ jas!e8|e/4/a¢ 

SS! d BEB Sel S| 8)e3 

a) a Bl R° Eo) Bi see 

| Š AAS 

June 26 | 5,300,000} — |106 | 5,000 161| 32 | — |212] 3 

July 26 — — | — | 2,000 | 2| 96 | — |—|— 
» 27 | 3,500,000 | 1-2 | 60 444 | — |100 | — |—|—| — 
„ 28 |3,600,000) 1:0 | 62 | 1,800 43% 52 | — | 1 |- —]| 4 
» 29 — — | — | 13,000 |53| 41 1 i — I=] 5 
x ‘| — — | — | 8,000 |53| 41/—]1);11| 3 
» ol — — | — 115,000 61) 36 | — j|—/ 1] 2. 
Aug. 3 , 4,000,000 — | 70 | 22,000 |66| 18 | 10 |; —j|—| 6 
> 9 | 3,400,000 | 0:7 | 66 | 8,500 z 37 | — | — 21 3 
» 16 | 4,800,000 | 2-6 | 88 | 10,000 56| 40 | — |1 |1| 2 
* Many young polymorphs. 


and at six weekly intervals subsequently. Each attack 
lasted about six weeks. In June, 1937, she had such 
severe diarrhea that she was admitted to Hammersmith 
Hospital. Bacterium dysenteria Flexner was cultured 
from the stools. Sigmoidoscopy showed a deeply congested 
and ulcerated mucous membrane. This condition of the 


mucosa was again seen on July 16th, but symptomatically 
the patient was much better. By July 22nd the stools 
were solid and were only just streaked. with blood. 

Sulphlanilamide, 1-5 g. thrice daily, was given for three 
weeks from June 30th, 94:5 g. of sulphanilamide in all. 
During this time the infection disappeared, and the 
patient seemed quite well. On July 22nd, the third day 
after ceasing therapy, there was slight dysphagia. In 
the evening the temperature rose to 101° F. Two days 
later the pharynx was very red and bore several patches 
of greyish-white exudate. There were a few similar 
patches inside the lips and cheeks. The temperature had 
risen to 103-5° F. A throat swab gave a growth of 
Staphylococcus albus, Streptococcus viridans, and a non- 
hemolytic streptococcus. In the direct smear fusi- 
form bacilli and spirochetes were also seen. The patient 
now looked very illand collapsed. Her colour was high and 
the pulse-rate rapid. During the next three days her 
throat and mouth became more inflamed and ulcerated, 
and the temperature remained at 103° F. The cervical 
glands were comparatively little enlarged. 

‘On the fourth day of fever and angina, blood count 
showed a total white cell count of 2000 cells per e.mm, 
and 2 per cent. polymorphs (Table I). The next day 
there was complete agranulocytosis with a total white cell 
count of 444 cells per c.mm. Pentnucleotide, 0-7 g. was 
given twice daily for three days by intramuscular injection, 
and then once daily for two days. Campolon 2 c.cm. 
was also given once at the start of this therapy. As can 
be seen from Table I, there was a rapid response. The 
temperature fell in the first two days from 103° F. to 
normal, and the patient felt much better. The throat 
and mouth were treated with potassium permanganate 
gargles, and were almost clear by the end of a week from 
the onset of throat symptoms. A definite degree of hypo- 
chromic anemia also developed, but responded well to 
large doses of ferri. et ammon. cit. (gr. 90 daily). 


AN ZEMIA 


Three cases in which there was a severe anemia 
produced by sulphanilamide have been reported by 
Harvey and Janeway (1937). They are described as 
cases of hemolytic anzmia. 


Two were in adult negroes, a man of 36 and a woman of 
26. Both were treated for hzmolytic streptococcal 
throats, the former with 22-8 g. of sulphanilamide in five 
days, and the latter with only 6-5 g. in two days. Severe 
anemia, with high reticulocyte counts, appeared and 
progressed in both. The first had 1,570,000 red cells per 
c.mm., with 20 per cent. reticulocytes and 30 per cent. 
hemoglobin ; the second 2,000,000 red cells with 12-5 per 
cent. reticulocytes and 18 per cent. hemoglobin. Both 
cases showed a pronounced leucocytosis and circulating 
immature white cells. The third case, a ten-months 
baby with meningococcal meningitis, received just over 
16 g. of sulphanilamide during a week. The temperature 
then rose, the hemoglobin fell to 40 per cent. and the red 
cells to 2,020,000 per c.mm. Again there was a reticulo- 
cytosis (12 per cent.) and a leucocytosis (32,400 per c.mm.). 
Only in the second case was there icterus. All cases 
recovered with transfusions. 


The importance of variability of tolerance of these 
drugs is emphasised, though to a less extent, in 
our own, experience. 'Three cases are described 
which developed anzemia during treatment with 
sulphanilamide. 


CasE 2.—A farrier, aged 45, of fair physique, and pre- 
viously a healthy man. He was admitted on the 2nd 
day of a meningococcal meningitis, and was almost 
comatose. 

Lumbar punctures were performed twice on the first 
day, and 20 c.cm. of antimeningococcal serum was given 
intrathecally and 40 c.cm. intramuscularly. That day 
also 80 c.cm. of prontosil flavum was given and 40 c.cm. 
the next day, when lumbar puncture was repeated. The 
following day he was able to take 2 g. of sulphanilamide 
thrice daily by mouth, and lumbar puncture was again 
performed. This procedure was followed for four days, 
and then on what was the 7th day of the illness the cerebro- 
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spinal fluid was sterile for the first time; it then also 
attained its maximum concentration of sulphanilamide, 
3 mg. per 100 c.cm. On each of the next two days 1 g. 
of sulphanilamide was given thrice daily, and as the fluid 
was then macroscopically clear the sulphanilamide was 
stopped. He was by now symptom free, and the last 
cerebro-spinal fluid taken 11 days after the cessation of 
sulphanilamide was clear and sterile. In eight days 
30 g. of sulphanilamide and 6 g. of prontosil flavum had 
been given. 


TABLE II (Case 2) 


Differential count 


3 g, (per cent.). 
3 ES 
Day ee i SA a a “lo 
o per - | ¢ 3 A 
il- | ¢c.mm a E E E- EP = 3 g es 
ness . ZA Sel ap] 3] 3 | os 
ain &s| ES] 2] 3 | ge 
! H =| | Q a E re) 
fa A 
2nd | 3,050,000 | 65 | 0-3 | 13,500 | 80-0 9-0 — | 6-0 
3rd | 3,600,000 | 60 | 2-4 | 13,000 | 79-0 | 18-0 — | 3-0 
8th | 2,500,000 | 50 | 1-8 | 15,000 | 70-0 | 26-5 SS aS 
9th | 2,800,000 | 50 | 1-6 | 20,000 | 58-5 | 37-0 0:5 | 0°5 
13th | 2,300,000 | 40 3-0 14,000 | 68-0 | 26-0 05) — 
15th | 2,400,000 | 40 | 4-0 | 13,000 | 63-5 | 32-5 15) — 
19th | 2,500,000 | 42 | 7-2 | 16,000 | 49-0 | 51-0 — | — 
22nd | 2,500,000 | 42 | 3-4 | 15,000 | 56-5 | 22-0 — | — 
30th | 1,700,000 | 36 | 3-3 | 16,000 | 54-5 | 32-5 0:5 | 1:0 
33rd* — — | — — — — — | — 
37th | 2,700,000 | 46 | 2-2 | 12,000 | 40:5 | 46-0 | 1-5 | 0:5 | — 


42nd | 2,700,000 | 52 


* Blood transfusion : 600 c.cm. given. 


TABLE III (Case 2). Abnormal Cells 


Myelo- ence . scabies Megalo-| Normo- 

Day of | Plasts. | cytes. | Neutro- | Eosino- | >J@sts. | blasts. 

illness. phils, phils. ae 

Per cent. Per 200 W.B.C. 
8th — — 2-0 — 1 — 
9th — — 2-0 = 2 eg 
13th = — 3-0 — 3 — 
15th — — 1-5 — — — 
22nd 3-0 2°5 13°5 1°5 2 — 
30th 3-0 4:5 2-5 0-5 4 — 
35th 1:5 5:5 25 | — 3 — 
37th 1:5 5:5 3:5 1:0 4 — 
42nd 1:0 4-0 1:5 — 2 1 


The patient had some degree of anæmia on admission, 
the red cells being 3,000,000 per c.mm. and the hæmo- 
globin 65 per cent. The white cell picture was normal, 
On the 8th day of treatment the red cells had fallen to 
2,500,000 per c.mm. and the hæmoglobin to 50 per cent. 
There were a few immature cells of both the red and white 
cell series in the peripheral blood (Tables II and III). 
The character of the anemia was not altered although 
there was an improvement of 16 per cent. in the hæmo- 
globin and a slight rise in red cells following iron therapy 
and a blood transfusion (Table II). The patient felt 
perfectly well throughout the period of anemia, and 
remained quite afebrile. No evidence was found of sulph- 
or methemoglobinemia, neither was there clinical or 
laboratory evidence of hemolysis or icterus. The patient’s 


spleen became palpable on the 19th day of the illness, 
and on the 44th day was still 1 in. below the costal margim 
in deep inspiration. l 

Case 3.—A nurse, aged 25, came to hospital with a 
recurrence of a B. coli infection, which had previously been. 
cleared for six months by a course of mandelic acid. 
The relapse had lasted two months when she was admitted ~ 
She had a rather frail physique and weighed 91 lb. The 
urine contained abundant pus and B. coli, and there was 
no evidence of tuberculous infection. A pyelogram was 
normal; but she had much colic from the right ureter 
and often vomited. f 

Sulphanilamide was given for 17 days from May 22nd, 
1:8 g. being given daily and 30-6 g. in all. At the end of 
this time the urine was sterile and there were no symptoms. 
But ureteric symptoms returned on June 19th and pus 
was again foundinthe urine. A further course of sulphanil- 
amide was given, 4:5 g. daily being given over 27 days up 
to July 16th. In spite of sterile urine towards the end of 
this time, the symptoms of pyelitis persisted. B. colz 


TABLE IV (Case 3) 


Differential] count 
(per cent.). 


ae 
e] ' 
B.C. E ha Q B ‘ = . 9 
Date (per Baul 8 iz. ‚2j 9al a a om 
omm.). |83| > ze ISA ES] 2! elas 
2°) ¢ GEIRE 

| o| g 

a AIA ae 
May 15 | 4,900,000 | — | 90 | 10,000 | 62 | 36 B 2 
July 1 | 4,800,000 | — | 88 | 5,000 | 61 | 37 | — |— | 2 
» 17 | 4,400,000*|20-2| 82 | 8,000 | 57 | 39| 3;—] 1 
» 18 | 4,400,000*|18-6| 74 | 9,000 | 48 | 48 | —]| 2] 2 
» 20 | 3,760,000*|15-4| 72 | 5,300 | — | — | — | — | — 
» 21 | 3,480,000 | 5:5] 72 | 6,200 | — | — | — | — | — 
» 22 | 3,975,000 | 7:8| 75 | 5,400 | —|—]}]—| — | — 
» 23 | 4,100,000 | 7-0] 78 | 6,000 | 35 | GO} 1| 1| 3 
» 26 | 4,160,000 | 7-5} 80 | 3,300 | — | — | — | — | — 


29 | 3,700,000 | 7-1} 75 | 5,000 | — | — į —]|—|— 
4,100,000 | 0-6; 82 | 9,000 | 47 | 47 | — | 1 
4,500,000 | 1-8; 90 | 10,000 | 68 | 30 3 | — 


* Marked anisocytosis and polychromasia. 


reappeared in the urine soon after the termination of 
therapy, and persisted until mandelic acid treatment 
was given, i 

The blood picture on admission was normal. On the 
day after the termination of heavy sulphanilamide therapy, 
152 g. in all, a reticulocytosis of 20 per cent. was found. 
Subsequently, as shown in Table IV, a hypochromic anemia 
developed which reacted well to large doses of ferri. et 
ammon. cit. (gr. 90 daily). There was no great effect 
on leucopoiesis and no icterus or increase in the serum 
bilirubin was evident. 


CasE 4.—A child aged 9. Again with frail physique, 
weighing only 49 Ib. She was treated for a B. coli urinary 
infection in December, 1936, with mandelic acid; but 
the condition relapsed and she was chronically ill and 
failed to gain weight. At the end of June of this year 
she was readmitted with a heavy B. coli infection of the 
urine. She was given l g. of sulphanilamide thrice daily 
for five days from July 9th. At the end of this time the 
urine was sterile. She appeared a little cyanosed on July 
14th, but no evidence was found of alteration of the 
hemoglobin. On July 16th sulphanilamide was given 
again, but after 3 g. on the first day had to be stopped ; 
for on the following day the child vomited and was drowsy. 
She seemed definitely paler. Her blood count showed a 
hypochromic anemia which became more severe for a 
few days, and then slowly disappeared (Table V). Reti- 
culocytes were a feature of the films and the leucocytes 
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were diminished. No icterus was present. There was 
fewer (99°—100° F.) for four days. 

The B. coli infection persisted, but yielded later to 
mandelic acid treatment. The anzemia was treated with 
iron—ferri. et ammon. cit., gr. 10—thrice daily and 
responded well. 

TaBLE V (Case 4) 


Differential count 


g E (per cent.). 
‘R.B.C bi 8 d | alè 
Date. | Ge, |358] 2 [adie] | 2 (88 
38) a SSEB 8 | 2 | gs 
m 83°] 3] g |a 
a 4 
July 10 | 6,500,000 — jus 12,000 62 38 — | — 
» 19 | 4,200,000 |52 | 80| 5,000 | 35 | 56| 6|—| 2 
» 21 | 4,080,000 | 4-9] 72| 4,200 | — | —|—|— | — 
» 26 | 4,180,000 | 4-8] 75] 5,300 | —;—|—]—]— 
» 29 | 4,450,000 | 5-9| 78| 5,000 | — | — | — | — | — 
Aug. 4 | 4,800,000 |0-6| 86|10,000 | 26 | 72 | — | 2|— 
» 16 | 5,400,000 | 1-8 |100| 6,000 | 45 50 | 1 = 4 

Discussion 


As is suggested. by its chemical structure, p-amino- 
benzenesulphonamide (sulphanilamide or prontosil 
album) is a potential marrow poison. , Benzol and 
toluol, and in particular their nitro- and amido- 
compounds have long been well known as producing 
this type of toxic action. The experience of others 
suggests that the new drugs related to sulphanilamide 
are likely also to have a similar action on the marrow. 
Both erythropoiesis and leucopoiesis may be depressed 
by sulphanilamide, and as is true of other of the 
nitro- and amido-compounds just mentioned, it may 
act to a different degree on these two functions m 
the same individual. This is instanced by a temporary 
complete suppression of leucopoiesis in one patient, 
who at the same time only became moderately 
anæmic (Case 1); and by Case 2, on the other hand, 
who developed a severe anæmia of leuco-erythro- 
blastic type without any striking decrease in the 
number of circulating normal leucocytes. In con- 
sidering possible reasons for this variability of drug 
action, it is noteworthy that Case 2 was anæmic 
before sulphanilamide treatment, though abnormal 
red and white cells were not then present. 

In contrast to these two cases, a case of subacute 
bacterial endocarditis which showed an initial normal 
red count and a leucocytosis (15,000 per c.mm.) only 
suffered a transient depression of erythropoiesis in 
spite of prolonged and heavy dosage with sulphanil- 
amide. 

No change in the leucocyte count occurred beyond a 
temporary fall to a normal figure (8500 perc.mm.). This 
patient, a man of 27 with a Streptococcus viridans infec- 
tion on a congenital cardiac lesion, received about 310 g. 
of sulphanilamide in just over three months. There were 
intervals of six and eleven days in the treatment during 
this time. The patient, whose bacterizmia persisted, 
showed clinical improvement, and there was neither 
methzemoglobinemia nor sulphemoglobinemia at any 
time. The red cell count after two months’ therapy fell 
from 5,000,000 per c.mm. to 4,000,000, and the hæmo- 
globin from 100 per cent. to 66 per cent., but with iron 
therapy the count returned to normal although the 
sulphanilamide was continued. | 


The tolerance to sulphanilamide shown by this 
patient encouraged us to use large doses in the others 
described. All our cases in which marrow activity 


1 


. counts. 
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was affected had heavy doses of sulphanilamide, and 
so differed from the second case described by Harvey 
and Janeway in which, anemia followed a small dose 
of the drug. It is probably true to say of sulphanil- 
amide as of amidopyrine, that it is impossible to state 
the exact amount that is a dangerous dose. With 
amidopyrine, attacks of agranulocytosis have been 
produced by as little as gr. 3, or have followed 
continued and daily use of the drug over long periods 
(Kracke and Parker 1935). In our cases the actual 
size of the total dose would appear to have been the 
important factor ; for only after prolonged treatment 
did blood changes occur in two of the cases. In a 
third case, one of meningitis, the treatment was 
intensive ; and in the fourth the patient was a child 
who received an adult dose of the drug. Children 
are said to tolerate the drug well, but evidently a 
a ada reduction of the drug is advisable for 
them. 

In considering treatment with these drugs, certain 
facts must be borne in mind. ‘“ Idiosyncrasy ” may 
be present and result in the appearance of symptoms 
after the administration of a very small quantity of 
the drug. Apart from any such dramatic abnor- 
mality in the response, symptoms of toxicity may 
appear after prolonged or intensive administration : 
the size of the dose required to cause such symptoms 
is variable. The general health of the patient may 
be of importance. We feel that anæmic, debilitated, 
or aged patients require especially careful treatment 
with these drugs. There would ordinarily seem to be 
little danger in giving an adult of about 140 Ib. 
weight, a daily dose of 1-5 g. to 2:0 g. of the drug 
for up to a fortnight ; but after such a period, a rest 
would seem advisable in all cases. From our experi- 
ence and from that of others whom we have quoted 
it is evident that the treatment should be guided 
wherever possible by blood counts. The appearance 
of immature erythrocytes or a leucopenia is an 
indication to pause in the therapy. Such control of 
the blood picture is particularly desirable where 
intense or prolonged therapy is projected. The 
dangers of out-patient treatment with this group of 
drugs is evident, and should be permitted only when 
the toxic effects of therapy can be recognised imme- 
diately they appear. 

The therapeutic results in our cases make dis- 
appointing reading. In the case of subacute bacterial 
endocarditis, as might have been expected, there 
was no real improvement, although the temperature 
was normal during therapy and the patient felt 
better for many weeks. Both the B. coli urinary 
infections relapsed after more than adequate dosage. 
In the two cured cases other factors in treatment 
make it impossible to assess the effect of sulphanil- 
amide. ý 


We wish to take this opportunity of thanking Prof. 
F. R. Fraser and Dr. Janet Vaughan for helpful sugges- 
tions. We are alsọ most grateful to Dr. J. E. S. Carmichael 
and Mr. D. L. Hughes for the results of many of the blood 
We are indebted to the chief medical officer of 
the London County Council for permission to publish the 
case reports. 
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SOURCE OF ANDROGENIC AND 
CSTROGENIC SUBSTANCES OF 
THE URINE 


By A. S. PARKES, Sc.D., F.R.S. 


(From the National Institute for Medical Research, 
London, N.W.) 


THE discovery that androgenic* and estrogenic 
substances are excreted in the urine of non-pregnant 
subjects aroused the hope that examination of the 
quantities present might help in the diagnosis of 
hypo- and hyper-function of the gonads. The fact 
that men and women both excreted about the same 


amounts of androgens and cestrogens suggested that ' 


there would be difficulties of interpretation, but the 
known ambisexual activity of the gonads made it 
still possible to suppose that the substances were of 
gonadal origin and might indicate the general level 
of gonadal activity. 

A large amount of work on “‘ hormone analysis ” 
has been based on this assumption, but in the course 
of time two complications have become, evident. 
The first is that large excesses of the substances have 
- so far been found in the urine of non-pregnant sub- 
jects only when there is adrenal disturbance. Simpson, 
de Fremery, and Macbeth (1936) found up to 500 
unitst per day of androgenic material in cases of 
adrenogenital syndrome, as compared with normal 
values of 10-50 units. Slot (1936) and Kenyon et al. 
(1937) have recorded male hormone excretion of 
2200 I.U. per litre and 480 I.U. per day respectively 
by women with malignant tumours of the adrenals. 
Out of a large number of urines examined at the 
National Institute, the greatest excretion of andro- 
genic material found was also associated with malig- 
nant growth of the adrenal. In this case the maximum 
value observed was about 3500 I.U. per litre. During 
the earlier stages, when the amount excreted was 
about 500 I.U. per litre, much of the excess androgen 
was isolated and characterised as dehydroandro- 
sterone, which was present to the extent of at least 
110 mg. per litre (Callow 1936). The converse condi- 
tion is recorded by Burrows, Cook, Roe, and Warren 
(1937), who found a great excess of cstrogenic 
activity (about 3000 I.U. per litre) in the urine of a 
man showing feminisation as the result of an adrenal 
tumour. 

The second complication is that large amounts of 
the gonad hormones can be administered without 
much affecting the quantities of cstrogens and 
androgens excreted. One aspect of this subject was 
dealt with in THE LANCET last week by Kemp and 
Pedersen-Bjergaard (1937), who found that increased 
estrogenic activity of the urine accounts. for only 
3-12 per cent. of administered cstrone. This con- 
clusion is in keeping with the results obtained by 


other workers, to whom reference is made by the. 


Danish authors, and with our own results on the fate 
of administered androgens. The work of Steinach 
and Kun (1937), which suggests that administration 


* Substances having the power to cause development of the 
male accessory organs and characters, usually tested on the 
atrophic comb of the capon; otherwise known as ‘‘ male hormone.,’’ 

t“ Unit” or B.U. (bird unit) of mae hormone roughly 
correspond to the international unit (I.U.). R.U.=rat unit of 
cestroge M.U.=mouse unit of costrogen. The ‘equivalent in 
international units (I.U.) is given in parentheses where there is 
enough data to make the conversion. The international unit 
for androgenic activity is the specific activity of 0:1 mg. of 
the international standard of androsterone; that for free 
the specific activity of 0-6001 mg. of the 
international] standard of estrone. 


of androgens may result in an increased excretion of 
estrogens, offers prospects of further complications. | 

Observations of this kind throw doubt on the 
assumption that the gonads are the source of the 
excreted androgens and cstrogens, and have stimu- 
lated interest in the examination of the amounts of 
“ gonadal’? hormone excreted after gonadectomy or 
in cases where the clinical picture of hypogonadism 
is indisputable, The results of the various investiga- 
tions have been somewhat conflicting. 

Womack and Koch (1932) failed to find androgenic 
activity in the urine of an ovariectomised woman, 
but of two eunuchs examined by Koch (1936) one 
excreted 4 B.U. of male hormone per day, and the 
other 3-5 B.U. of male hormone and 5-3 rat units 
of wstrogen daily. The normal output was found to 
be 16-72 B.U. of androgen and 5-28 rat units of 
estrogen. Recently Koch and his co-workers (Kenyon 
et al. 1937) have reported that a eunuch excreted 
1 I.U. of androgen per day and 30 I.U. of estrogen, 
and another one 3:5 I.U. and 45 I.U. respectively. 
The authors point out, however, that the observa- 
tions are not beyond criticism, since one subject was 
schizophrenic and the other approaching senility. 
Eng (1936) found 2-15 mouse units per litre of cestro- 
genic activity in the urine of three castrated women, 
and similar quantities in that of four castrated men. 
Frank, Goldberger, and Salmon (1936) found that 
every one of twelve ovariectomised women excreted 
estrogenic material, in amounts between 15-200 M.U. 
per litre. McCullagh and Renshaw (1934) failed to 
detect any androgenic activity, in the urine of eleven 
eunuchs, but their method of chloroform extraction 
does not seem to have been very efficient (see McCul- 
lagh, McCullagh, and Hicken 1933). Dingemanse, 
Borchardt, and Laqueur (1937) found up to 12 units 
of male hormone and 60 units of cstrogen per litre in 
the urine of an ovariectomised woman. Kemp and 
Pedersen-Bjergaard (1937) found that two ovariecto- 
mised women produced less than 8 M.U. (40 I.U.) 
and a third less than 15 M.U. (75 I.U.) per day. 
Work being carried out by Dr. Callow at the National 
Institute shows that substantially normal amounts 
of androgens may be found in the urine of gonadec- 
tomised subjects of both sexes as well as in that of 
patients with a complete clinical picture of hypo- 
gonadism. The possibility that the excretion of 
active material in such cases is due to its ingestion 
in the food was excluded by Eng and is considered 
most unlikely by Laqueur and his co-workers. It 

must be concluded, therefore, that substances having 
biological activity typical of the gonadal hormones 
may be elaborated and excreted in the absence of 
the gonads. The excesses of the substances which 
occur in the urine in cases of adrenal disturbance 
are probably of adrenal origin, and, considering all 
the known circumstances, it is likely that the normal 
androgen and œstrogen content of the urine of non- 
pregnant subjects is also derived, at least in part, 
from the adrenals. As pointed out by Parkes (1937) 
and Kenyon et al. (1937), such a conclusion is in 
keeping both with the occurrence in the adrenals of 
many substances related to the gonadal hormones, 
including at least one androgenic steroid, adreno- 
sterone (Reichstein 1936), and with the cstrogenic 
activity of adrenal extracts (Callow and Parkes 1936). 
It is further supported by Davidson’s (1937) remark- 
able observation that some development of the 
atrophic prostate and seminal vesicles of castrated 
rats may be caused by the administration of adreno- 
tropic hormone. 

It is probable, therefore, that quantitative esti- 
mations of the gross ostrogenic or androgenic activity 
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of the urine will not necessarily provide information 
about the functional state of the gonads. Further ` 
progress, however, may be made (a) by considering 
the androgen/cstrogen ratio, as suggested by Koch, 
(b) by estimating the ratio between various androgens 
or various oestrogens, or (c) by the isolation and 
characterisation of new substances in the urine, 
which may be of diagnostic value, whether or not 
they have biological activity. In considering these 
lines of attack, it must be remembered that very 
little is known as to the chemical nature and relative 
amounts of the substances which confer wstrogenic 
and androgenic activity on the urine of non-pregnant 
subjects, and that the urgent need is for further chem- 
ical study of the problem. Research on this subject, 
now in progress at the National Institute as part of 
a larger scheme of work on hormone analysis of 
blood and urine, is being retarded by the difficulty 
of obtaining urine from castrated males, and Dr. 
R. K. Callow, National Institute for Medical Research, 
Holly Hill, London, N.W.3, would be most grateful 
for information as to eunuchs from whom the 
collection of a 3-day sample of urine might be 
possible. 


The work in progress at the National Institute alluded 
to in this review has been greatly facilitated from the 
clinical side by the generous coöperation of Prof. Arthur 
Ellis and Dr. A. C. Crooke, London Hospital, and of 
Dr. S. Levy Simpson. 
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CLOSED VENTRICULOGRAPHY 


By E. Fretson SKINNER, M.D. Camb., 
F.R.C.P. Lond. 


SENIOR PHYSICIAN TO THE SHEFFIELD ROYAL HOSPITAL 


VENTRICULOGRAPHY 18 now a recognised routine 
procedure as an aid in localising cerebral tumours in 
selected cases. Generally it is performed by a surgeon, 
but Sir James Purves-Stewart introduced a simple 
hand drill that enabled ventriculography to be 
carried out by a physician in the ward. I saw a 
demonstration of this apparatus about twelve years 

and used it for some time afterwards. I found 
however that, not having the manual dexterity of its 
inventor, I was never able to get the drill tripod to 
stand comfortably on the skull, and it appeared 
to me that the same type of drill might be adapted to 
some form of apparatus that could be held in the 
hand and which could also be operated mechanical]y. 


TECHNIQUE 


After various trials the technique described below 
was finally adopted and has been used for the last 
ten years. 

Apparatus.—This consists of a dental engine driven 
electrically together with the ordinary dental hand-piece 
(a in Fig. 1). The drills that I have had made fit this 
dental hand-piece and are little larger than the ordinary 
dental drill; they are made of hard steel, lance-pointed, 
with a groove running almost to the point (B). These 


omen te — 


o 1i 2 3 4 5 6.7 8 CM. 


P. Grooved drill _ 


D am E 
i a ” aeaenenmeme nanan 
u Cannula Trocars 
FIG. 1.—The apparatus. 


drills make a hole about 1 mm. in diameter, and it is 
possible to carry out the operation without any anes- 
thetic other than a local one for the scalp. The rest of 
the apparatus consists of one or two cannule (o) fitted 
with trocars, a long one (E) that projects about } in, 
beyond the end of the cannula and a shorter one (D) 
of exactly the same length as the cannula, These 
cannule are provided with a tap at the end so that as 
soon as the ventricles are entered the flow of cerebro- 
spinal fluid can be regulated as also the amount of air 
subsequently to be introduced. These taps are of such a 
size that they will fit the nozzle of the record syringes. 
Procedure.—The drill having been driven through the 
skull in the required position and direction, the hand- 
piece is detached by a simple pressure on the end leaving 
the drill in situ. The cannula, which is about 8 cm. long, 
threaded with the longer trocar, is directed into the hole 
made by the drill by engaging the projecting trocar in 
the groove in the drill and pushing the whole forward 
until the cannula is felt to enter the hole in the bone. 
When this occurs the drill is withdrawn, leaving the 
cannula still threaded with its long trocar in place. I find 
in practice that it is perfectly easy to feel when the drill 
has perforated the bone, and I cannot recall a single 
instance in which the drill has gone through the dura © 
mater. After the removal of the drill, the next step is to 
push the trocar and cannula gently forward until the dura 
is pierced. This again is quite easily felt by the sudden 
loss of resistance. When the dura has been perforated 
the long cannula is removed and the shorter one sub- 
stituted. The cannula is now gently pushed forward, a 
centimetre at a time, the trocar being withdrawn every 
now and then to ascertain when the ventricle is reached, 
which information is conveyed by the escape of cerebro- 
spinal fluid. As soon as the ventricle is tapped it is as 
well to close the tap and prevent any sudden loss of fluid. 
I have known a sudden escape of fluid to be followed by 


\ 


‘the opposite side. 


t 
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rather troublesome symptoms of collapse. In a few 


moments, however, it is usually quite safe to proceed to 


withdraw fluid and this is done by opening the tap at the 


end of the cannula and allowing the fluid to fall into a 


sterile test-tube marked in c.cm. so that the amount of 
fluid taken off can be readily ascertained. When the 
required amount of, fluid has. been withdrawn, air is 
introduced by means of a record syringe whose piston 
has been pulled out to its fullest extent and having been 
attached to the cannula is gently pushed down, expelling 
its contained air into the .ventricle. Any number of 


syringefuls of air can be introduced by simply closing the 


FIG. 2. —Vantrioulogtam showing distortion of righi ventricle . 


and displacement of third ventricle to the left. 


tap on the cannula and detaching the syringe, pulling out 
the piston, and applying to the cannula once more. 


The points on the surface of the scalp at which 
the drill may be entered are marked out on the 
shaved scalp before the patient, is taken to the 
theatre. 


A. line drawn in the sagittal plane of the head’ from the 
external occipital protuberance to the nasion is measured 
and divided, and from this mid-point a site of 4-5 em. in 
front and on the line is determined and then two points 
at right angles to this line and at a distance of 4:5 cm. 
from the first marked site. These two points to right and 
left of the midline give the surface markings for tapping 
the anterior horns of the ventricles. 


Although this route is convenient for the operator 


‘since the subject is lying on the back, I do not use 


it as a rule unless I have failed to find the ventricles 
by the posterior route, which is the one usually 
chosen since it gives access to the vestibule of the 
ventricles, the widest part of the system. If the 
anterior route is to be used the drill should be placed 
vertically on the skull and then directed downward 
and inwards towards the angle of the mouth on 
The posterior approach is the 
easier and is the one I always attempt first. The 
markings for this are usually given as those defined 
by Keen or Jenkins; both of which are based on 
Reid’s base line—a line running from .the outer 


angle of the orbit through the centre of the auditory 


meatus. 
Keen’s point is 1} in. vertically above the centre of 


the auditory meatus and lf in. behind, and he directs _ 


the drill towards the tip of the opposite ear. This route 


| is at times a little close to the lateral sinus and for this 
“reason Jenkins chooses & point a little higher—namely, 


2-in. above the meatus and 4/5 in, behind. 


I have found both these measurements rather difficult 


to determine at times on the scalp and I use another 
method which is generally much easier to make out 
and successful in most cases. 


On the sagittal line I mark a sine 3-5 cm. up irom the 
external occipital protuberance, an easily defined land- 
mark, and.from the point marked I make two others one 
on each side right and left at right angles at a distance of 
3:5,cm. from the midline. The drill is directed forwards 
and a little inwards and the vestibule of the ventricle is 


usually found at a depth of about 6 or 7 cm. The night 
ventricle is tapped first with the patient lying well over: 


on the left side, and having introduced a reasonable amount 
of air and with the cannula still in position, with the tap 
closed, the subject is turned completely over on to the 
right side to allow the air to make its way into the ventricle 
of the opposite side through the foramen of Monro. After 
@ minute or so in this position he is turned back on to the 
left side again and the cannula tap opened. Quite often 
some further fluid will escape, having been displaced from 
the ventricle of the opposite side, and if this happens a 
little more air is introduced. When it is judged that 
sufficient air has been put into the ventricles the cannula 
is withdrawn, the small wound closed with a little square 
of gauze soaked in collodion, and the pangot is sent for 
X ray examination. 


If the skiagram, examined in the wet state, is satis- 
factory, nothing more is done, but if the films are 
not likely to be-of. help, another attempt is made to 
find the ventricle on the opposite side. 


ak PRECAUTIONS 
. Although the procedure of ‘ventriculography is 


generally considered to lie within the field of the 


surgeon the simple technique described above, which 
is merely a modification of that of Sir James Purves- 
Stewart, is sufficiently safe to be considered as part 
of the examination that can be carried out by the 
physician. There are, however, one or two pre- 
cautions that it is advisable to adopt. The first is 
that the whole procedure should be carried out under 
strict aseptic conditions, for which reason I always 
beg the use of a theatre. 
advisable for the surgeon of the unit to see the case 
just before ventriculography so that should it become 
necessary to proceed to immediate trephine this can 
be- done without loss of time. k 

The following case illustrates the value of this 
procedure and is of some intrinsic interest. 


A man of 38 prosented himself with the history that in 
February, 1937, he became ill with what was diagnosed. 
as influenza, which laid him up for a week after which 
he returned to his work (that of a school teacher), but 
never felt quite fit. A few weeks later he noticed that 


he had some difficulty in walking. This was ascribed to 


rheumatism and various lines of treatment were tried 
without much success. As he did not improve he was 
put off work again by his medical adviser who began to 
consider the case one of early disseminated sclerosis. 

I was asked to see him early in June and by this time 
he had very definite signs of increased intracranial pressure, 
intense headache, some vomiting, and bilateral papill- 
cedema. He complained of vertigo and his wife said that 
he had a tendency to walk to one side, generally the right, 
and that at times he staggered in his walk.: I found that 
he was deaf on the right side and I thought there was 
some slight dysdiadokokinesia on this side also. With 
these signs I ventured the opinion that he was suffering 
from an intracranial tumour situated in the right cerebello- 
pontine angle, and advised his admittance to hospital. 

He was admitted and after a few days it became clear 
that the above diagnosis could not be upheld. On careful 
observation the walk did not appear to veer to one side, 


there was no staggering, nor could any dysdiadokokinesia 


Secondly, I think it 
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be elicited, and it was found that his deafness had been 
present since the age of three! Incidentally I may remark 
that I feel sure that some of the “ localising ’’ signs were 
the result of suggestion on my part. He was a South of 
Ireland man and with all the native politeness of his country- 
men he did not wish me to be disappointed in finding the 
symptoms I was looking for, so he produced them, I have 
met this acquiescence before, and though it shows a 
pleasant spirit it does not make for reliability of history 
notes. After he had been in the ward for a week he 
became suddenly unconscious and was found to have a 
left hemiplegia. He recovered from this attack in about 
four days, and on being told that in all probability it 
would become necessary to trephine he decided to go 
home, and this he did against our advice. At home he 
appears to have become violent and strange in his 
behaviour, and after about another four days his wife 
asked that he might be readmitted. 

On readmission I punctured the right ventricle and 
introduced about 20 c.cm. of air. In view of the left 
hemiplegia noted before I had asked my surgical colleague 
to be ready to trephine over the right fronto-temporal 
region as I suspected that the growth would be in this 
situation, but on examining the X ray films of the 
ventriculogram I was astonished to find that there was a 
complete obliteration of the left ventricle with displace- 
ment and some distortion of the right and third ventricles. 
This suggested that the lesion was probably on the left 
side and I explained the previous left hemiplegia as being 
due to displacement of the right ventricle. He was 
therefore decompressed on the left side. He did not 
recover, and a large tuberculoma was found in the left, 
fronto-temporal region. 


The ventriculogram (Fig. 2) shows the distortion of 


the right ventricle and the rightward displacement 
of the third ventricle. 


SUMMARY 


Ventriculography is of considerable assistance in 
certain cases of intracranial neoplasm. It may give 
invaluable evidence in doubtful clinical observations. 
The ‘ closed” method* may be carried out con- 
veniently by the physician. The posterior approach 
is the best and the surface markings are easily deter- 
mined from the external occipital protuberance. The 
technique described provides a simple operation in 
which the cutting tool is held like a pencil, and there- 
fore its travel is easily controlled. 


_ Clinical and Laboratory Notes 


PERFORATION OF THE DIAPHRAGM BY 
PEPTIC ULCER 
WITH ACCOUNT OF A CASE 
By T. G. FAULKNER Hopson, M.D., M.R.C.P. Lond. 


MEDICAL REGISTRAR AND TUTOR, ST. THOMAS’S HOSPITAL 


GASTRO-THORACIC fistula is a rare complication of 
peptic ulcer. When such a fistula occurs it usually 
follows a subphrenic abscess, but occasionally it 
arises directly, the ulcer floor becoming adherent to 
the diaphragm. When the diaphragm is perforated 
by a collection of pus beneath it, the left pleural sac 
is almost always involved, but when the fistula arises 
directly the pericardium or heart may be affected. 
As S. Fenwick? has pointed out, an ulcer can 
only become adherent to that part of the diaphragm 
with which it lies in-contact, and the disease being 
more common on the lesser curve than at the fundus 
of the stomach, the pericardial portion of the dia- 


rE 
* This method has been filmed and is inthe Kodak Medical 
Library. 
i Fenwick, S., and Fenwick, W. S. (1900) Ulcers cf Stomach 
and Duodenum, London, ? i 
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phragm may as likely be perforated as the pleural. 
Rarely the ulcer may penetrate the central and 
posterior part of the diaphragm and thus open into 
the mediastinum. 

The results of perforation of the diaphragm by peptic 
ulcer in 21 cases collected by Fenwick have been 
summarised by Hurst? and are shown in the Table. 


Perforation of Diaphragm in Twenty-one Cases 


| 
Left Peri- Medias- 
Position of ulcer. pleura. abit, | Heart. tinim. 
Fundus (6 cases) s 5 1 | 0 0 
Lesser curvature 
(15 cases) 6 4 | 4 1 


Total (21 cases) .. | 11 | 5 | 


The case recorded here was one of direct diaphrag- 
matic perforation by a simple ulcer and the correct 
diagnosis was not made during life. 


The patient, an ex-policeman aged 58, was admitted 
to hospital suffering from abdominal pain. He had been 
treated 34 years previously for two months on account 
of dyspepsia; a diagnosis of duodenal ulcer was made., 
He had always been well except for this and had had no 
dyspeptic symptoms recently. For 12 months he had 
felt abnormally tired and had lost 1} st. in weight. 
Increasing frequency of micturition also noticed lately, 
and three months ago catheterisation for acute retention 
was necessary. No cough or dyspnoea. Increasing con- 
atipation, very troublesome for the last two months. 
When sitting down, 8 hours before admission, rapidly 
increasing pain developed in the left hypochondrium, 
where it remained constant with occasional exacerbations. 
There had been no vomiting. 

EHaxamination.—Poor physique with sallow complexion ; 
very slight cyanosis of lips; tongue dry and furred. 
Temperature 100°F., pulse-rate 108, respirations 24. 
Abdomen: no distension or muscular rigidity, marked 
tenderness in left hypochondrium, left loin, and over left 
lower ribs. At intervals of one to three minutes the 
patient was seized with exacerbations of already severe 
pain; during these exacerbations, which lasted a few 
seconds only, the left rectus muscle and left leaf of the 
diaphragm contracted strongly, the trunk being drawn 
to the left side. Between the spasms the abdomen was 
soft, and a small mass, thought to be fecal, was felt in 
the region of the descending colon. The rectum was full 
of feces and the prostate was moderately enlarged. 
Chest: increased resonange, weak breath sounds, and 
absent fremitus and resonance over left lower chest. 
Apex-beat not displaced. Blood pressure 90/55 mm. Hg. 
Nervous system: very small pupils; right pupil reacts 
sluggishly to light, the left not at all; abdominal reflexes 
absent ; very brisk knee- and ankle-jerks; deep pain sensa- 
tion in calves absent ; plantar reflexes ‘‘ extensor’’; some 
sensory loss over face and chest. Urine: alittle albumin and 
a few pus cells present ; blood-urea 117 mg. per 100 c.cm. 

Diagnosis.—A small, spontaneous, left-sided pneumo- 
thorax, probably due to a ruptured, emphysematous 
bulla with diaphragmatic pleurisy was diagnosed; the 
urinary symptoms and signs with a raised blood-urea were 
attributed to his prostatic enlargement. The nervous 
signs suggested taboparesis. 

Progress.—Until he died, 48 hours later, the patient 
continued to have left-sided pain, relieved by morphia, 
with diaphragmatic spasm. The pulse-rate remained 
between 100 and 120 per minute and the temperature 
between 99° and 101°. At no time did vomiting occur. 
The respiration-rate rose steadily, and four hours after 
admission well-marked signs of a left pneumothorax 
were present, with shifting of the heart to the opposite 
side. The left chest was needled on three occasions and 
three litres of air in all were withdrawn. There was never - 
any clinical evidence of the presence of fluid in the chest, 
and presumably the fluid found at autopsy had collected 
at about the time of death. 


joe A, F., and Stewart, M. J., Gastric and Duodenal Ulcer, 
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Post-mortem examination.—The left chest contained 
several pints of thick, turbid, blood-stained fluid and the 
left lung was completely collapsed. High up on the 
lesser curvature there was a chronic gastric ulcer which 
had become adherent to the left leaf of the diaphragm. 
The ulcer had perforated into the left pleural sac, the 
opening being circular, }in. in diameter. The pericardium 
was not involved. There were adhesions between the 
fundus of the stomach, spleen, and diaphragm. No 
localised or generalised peritonitis was seen. 


My thanks are due to Mr. B. W. Williams for 
allowing me to publish this case, and I am indebted 
to Dr. J. O. Oliver for particulars of the post-mortem 
examination. 


ADULT PHTHISIS IN A CHILD 
By J. 8. Cooxson, M.B. Camb. 


ASSISTANT COUNTY MEDICAL OFFICER, HOLLAND, LINCOLNSHIRE 


Ir is well known that adult phthisis may occur in 
childhood, but the following case has unusual features 
which may serve to draw attention to the fact that 
ae ey healthy young persons may have advanced. 

ease. . 
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The child, a girl of 13, was seen at school medical 
inspection. The disease had given rise to no symp- 
toms, but in view of suspicious physical signs 
she was referred for observation in the Holland 
Sanatorium. 


On admission on August 31st, 1937, the tempera- 
ture was 990° F. and pulse-rate 96 per minute. 
She was of fair physique and nutrition, and the only 
abnormal physical signs elicited were post-tussive 
crepitations at the apex of the left lung. The sputum 
however contained tubercle bacilli. The erythrocyte 
sedimentation rate was 74 mm. in one hour, 12 mm. 
in two hours. Radiography. showed infiltration 
throughout the left lung with an area of exudation 
in the right middle zone. 

The interesting features of this case are: (1) the 
age of the patient ; (2) the absence of symptoms, and 
the paucity of signs considering the extent of the 
lesion; and (3) the fact that the condition would 
not have been discovered at this stage without routine 
medical inspection. 


I am indebted to Dr. W. a. Booth, county medical 
offcer of health, for permission to publish this report. 


MEDICAL SOCIETIES 


MEDICAL SOCIETY OF LONDON 


ArT a meeting of this society on Oct. llth 
Mr. J. E. H. Roserts delivered his presidential 
address on 


Sick Nursing: Past, Present, and Future 


The nursing of the sick, he said, is a subject of the 
greatest interest and importance to medical men. 
The causes of and remedies for the present difficulty 
in providing trained nurses in adequate numbers had 
become the subject of much correspondence in the 
daily press, and the Minister of Health had announced 
the formation of a Commission to review the whole 
subject. While the food, the clothing, and the 
housing of the working man fell far short of the 
standard attained by the well-to-do, when he was 
admitted to a voluntary hospital (and this was 
rapidly becoming true of municipal hospitals also) 
the working man had at his disposal medical, surgical, 
and nursing facilities with an immense array of 


ancillary services which in many ways were superior 


to those at the disposal of the well-to-do in their 
own houses or in private nursing-homes. To show 
that this was not always so, the President outlined the 
history of nursing from 540 B.C. to the present time, 
making it clear that as social conditions had altered 
the type of organised nursing had changed too. 
At one time what nursing there was was undertaken 
by professed monks and nuns living mostly in com- 
munities, though here and there, as at St. Bartholo- 
mew’s, the hospital was a separate foundation 
though staffed by religious nurses under perpetual 
vows. Later nursing was extended to orders who 
were not cloistered, and who nursed the sick in their 
own homes as well as in hospitals. Then, accompany- 
ing the increase in population and the rise in the general 
standard of living and of education, nursing became 
secularised though still somewhat hedged about 
with restrictions and with the conception of a 
vocation still strongly held, especially by the elder 
nurses. 

To-day a still greater revolution in social customs 
had happened. Woman had everywhere emerged 
from the home. Innumerable occupations were 


open to her. The less highly educated went into 


factories and shops where their hours of freedom 


were greater than in domestic service. As a result 
of the consequent shortage of servants, their condi- 
tions of service and rates of pay have risen considerably, 
Families were smaller and occupations in which 
an educated girl could earn her own living with 
satisfaction became more numerous every year. 
In consequence there had been for some years a 
great shortage of really suitable candidates for the 
nursing profession. Various attempts had been 
made to analyse the causes of this shortage and to 
suggest remedies. The report of THE LANCET 
Commission issued in 1932 was a very exhaustive 
one, and gave an admirable review of the whole 
subject with many weighty recommendations. Thé 
continuance of the hospital system and indeed of the 
health services as a whole was dependent on the 
supply of a sufficient number of trained nurses and 
the demand was continuously increasing. For 


` instance the number of nurses employed ‘by the 


L.C.C. had doubled in the 10 years 1927-37. 


CONDITIONS OF TRAINING 


The conditions of training and employment of 
nurses needed to be brought more in harmony with 
modern social conditions; the changed mental 
outlook of the modern girl had to be taken into 
account and the conditions in other occupations 
which competed for her attention. Of the types of 
candidate offering themselves for training girls 
educated up to or beyond school certificate standard 
were the most desirable recruits ; but the President 
had known admirable nurses who had received their 
primary education in an elementary school. Nowadays 
the ladder from elementary to higher schools was not 
difficult to reach for any girl who was capable of 
scaling it, and the rest were probably nat capable of 
attaining ‘the standard required for State registration. 
In any case her education would have to be continued 
by some means beyond the point reached at 14 before 
she was fit to begin her training. If a lower grade 
of “assistant nurse’ was to be perpetuated it was 
from this group that the candidates would largely 
come. As to tests of preliminary education for 
nurses aspiring to State registration a candidate 
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should give proof of having attained a high enough 
standard of general education to enable her to take 
advantage of the training; but to demand too high 
a standard of literary education would involve the 
loss of many potentially excellent nurses, for it would 
not only lead to failures in the examination but would 
deter entrants. 

One of the major reasons for the shortage of candi- 
dates was said to be the gap between leaving school 
and entering hospital. At present the probationer 
received her training in anatomy, physiology, and 
hygiene while working in the wards. The Associa- 
tion of Headmistresses had said that for girls staying 
at school courses could be arranged in these subjects 
if the General Nursing Council would accept them 
in preparation for the preliminary State examination. 
Various education authorities had already started 
courses designed for intending nurses, the one most 
recently established being that of the Middlesex 
county council at the Kilburn Polytechnic. There 
were great advantages in getting this preliminary 
work out of the way before a girl entered hospital, 
but no one scheme would meet the needs of all types 
of candidate. A National College, supported by 
the State, had been suggested but such a college 
would have to be split up into many regional units. 

The training for the final examination of the 
General Nursing Council took the form in this country 
of an apprenticeship combined with instruction by 
means of lectures, demonstrations, and text-books. 
Mostly this instruction was given pari passu with the 
ward work. The “ Block ” system now under trial 
provided for three periods of study, each lasting 
from 3 to 4 weeks, separated by periods of ward work 
during which little or no theoretical instruction was 
given. This system involved the need for more 
nurses, but had the great advantage of allowing the 
nurse to learn her work when she was feeling fresh 
and to spend her off-duty time when on ward 
duty in rest or recreation. 

Discussing the extent and nature of the instruction 
given, the President found no fault with the syllabus 
but deplored the tendency to demand in the final 
examination a knowledge of purely medical subjects 
such as the diagnosis, prognosis, and treatment of 


disease, though we had not yet reached the standard © 


of some American centres where practical laboratory 
work, such as the actual performance of differential 
blood counts, was expected of the student nurse. 
He concurred heartily with Recommendation XLIV 
of THe Lancet Commission: ‘ Questions in the 
final State examinations for all parts of the register 
should be confined to nursing treatment, and should 
not involve systematic medicine, surgery, gynæco- 
logy, or psychiatry.” The provision of special 
post-graduate diploma courses in both technical and 
administrative subjects offered scope for the ambitious 
and more capable nurse. It was improbable that 
degree courses would be started in this country ; 
such courses must tend to produce women who would 
not be satisfied to perform only the duties required 
of the vast bulk of nurses. 


CONDITIONS OF WORK 


No serious criticism was made of discipline during 
the hours of duty, but in off-duty hours, though in 
many hospitals rules had been relaxed, the whole 
atmosphere of tutelage was still often repellent 
to the modern girl. Even to-day in most hospitals 
a nurse could not go out when off duty in the evenings 
without asking permission. It was odd that a girl 
to whom responsible work was entrusted in the wards 
should be considered to become irresponsible the 


MEDICAL SOCIETY OF LONDON 


[ocr. 16, 1937 907 
moment her day’s duty was over. A hospital was 
concerned that a nurse should arrive punctually on 
duty not overtired and in a fit state to carry out her 
work, but was no more concerned with her private 
life than a doctor was with that of his secretary. 
Both. had the right to demand that conduct off 
duty should not bring discredit on the employer. 
Though most’ nurses would probably always prefer 
the communal life and the amenities of the modern 
nurses’ home, some would always value personal 
freedom more than comfort. To have a proportion 
of nurses living out would solve the difficulty in 
many hospitals of finding accommodation for them, 
and it was probable that in the long run it would 
not cost more as the number of domestic servants 
required would also be diminished. The need for 
reduction of hours of work was exercising the 
authorities of most hospitals. Nurses seemed to be 
opposed to the three-shift system, which would 
simplify many problems though it would necessitate. 
more nurses. Many of the arguments against it were 
fallacious, for instance that it prevented a patient 
from being under the care and observation of one 
nurse; under the present off-duty system a given 
patient was attended by several nurses in 24 hours. 
The nursing world disliked the enforcement of rigid 
rules by legislation, and without legislation hospitals 
with long working hours would be bound to come into 
line with those with short ones. 

The importance of settling holiday and oft- 
duty times in advance and not altering them at 
short notice was obvious, since the fear of being 
unable to make arrangements to meet friends and 
relatives was another deterrentto entrants. The desira- 
bility of raising the salaries of qualified nurses rather 
than of probationers and of securing interchangeability 
of superannuation schemes as well as their universal 
adoption were also emphasised by the President. 

The employment of untrained or partly trained 
women to perform simple nursing duties under the 
supervision of the trained staff was now widespread 
in institutions for the chronic infirm, and in some 
special hospitals and sanatoria where the shortage 
of trained nurses was most acutely felt. This 
practice must not be allowed to undermine the hard- 
won status of a trained nurse and to make it still 
more difficult than it already is for the public to 
know whether they are employing a trained nurse 
when a woman in uniform is sent to them. The 
British Medical Association had recently suggested 
that such “nursing assistants ” should be given a 
practical training of two years mainly in wards 
for the chronic sick, should not be made to pass 
examinations, but should be given what amount to 
testimonial letters. They recommended that she 
should not be formally enrolled or admitted to any 
form of State register. 

The uniform worn by nurses was a survival from 
the times when nursing was carried out by professed 
nuns and showed that the nurse of to-day still regards 
herself as having a vocation, and not merely as a 
professional woman. It was an anachronism like 
the copes and chasubles of the ecclesiastics and the 
costume of the Blue-coat schoolboy, and like them 
was unsuited to the needs of modern life. It was 
expensive in washing and in time and worst of all 
it was insanitary. A nurse on duty took off her 
starched cuffs, rolled up her sleeves, and then pro- 
ceeded to make patients’ beds, to wash them, to 
give them bedpans ; then she rolled down her sleeves, 
put on her cuffs, and went away to her dinner in 
these same clothes. A nurse should on arriving in 
the ward put on a clean overall, fastening at the back, 
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with a low collar, and remove it before leaving the 
ward. In this country it was common for such a 
costume to be worn by a masseuse, and in other 
countries it was almost universal. 


CONFLICTING INTERESTS 


Who was to decide what course to take when so 
many conflicting interests arose ? The lay boards were 
concerned with administering the funds available, 
whatever their origin, as economically as possible 
in the interests of the patient. The matrons were 
concerned not only for the patients but also for the 
nurses; and although they had fought strenuously 
in the past’ and still continued to do so for the improve- 
ment of the standard of education, of status, and of the 
conditions of work of the nurse, yet being directly 
responsible for discipline they were unlikely to 
suggest such radical changes as might occur to more 
detached outsiders. The nurse spoke through her 
associations, to the councils of which she in the main 
elected matrons, ex-matrons, and in some cases lay 
-or medical hospital administrative officers, so that 
her views as put forward by these bodies came to 
bear singular likeness to those expressed by the 
matrons when speaking for themselves. The doctors 
were interested in getting as efficient a nursing service 
as possible and did not always evince great zeal for 
economy. They had in the past shown a conserva- 
tive attitude, and a tendency to put up with things 
as they are, but became active critics when one of 
their daughters took to nursing. The educational 
authorities spoke through the headmistresses and 
local education authorities. The girls themselves 
and their parents did not speak, they acted—by 
choosing other careers and leaving nursing severely 
alone. It was only by the pressure of an informed 
public opinion that action would be taken to attract 
them to a profession where they were badly needed. 


SOUTHAMPTON MEDICAL SOCIETY 


At the opening meeting of the session on Oct. 6th, 
with Dr. J. H. PENDERED, the president, in the chair, 
a paper on the 

Tobacco Problem 


was read by Dr. J. D. ROLLESTON (London), who 
maintained that the subject of tobacco-smoking 
should be quite as much a concern of public health 
as the acute exanthemata, diphtheria, the continued 
fevers, and other forms of infectious disease—a 
view which appeared to be gaining ground in Germany, 
where many public health authorities were of opinion 
that the damage due to nicotine was as great as that 
caused by alcohol. In this country, however, the 
tobacco problem like that of alcohol did not seem to 
have received any recent recognition in public health 
circles. Apart from the Society for the Study of 
Inebriety and Drug Addiction, the subject of smoking, 
of which the late Prof. W. E. Dixon of Cambridge had 
said that the medical profession could occupy itself with 
none more important to the nation, like until recently 
any aspects of the sexual question, had been taboo in 
medical societies. Dr. Rolleston dealt with the inci- 
dence of smoking in different countries and religious 
denominations, and drew attention to the prevalence of 
the habit in school-children on the continent, especially 
in Holland and Soviet Russia. He was inclined to 
regard smoking as an addiction, if Dr. E. W. Adams’s 
recent definition of addiction be accepted as “a 
state of bondage to a masterful drug, manifested by 
craving, tolerance, intense discomfort of a specialised 
character on withdrawal of the drug and a tendency 
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to relapse.” In a survey of the pathological effects 
of the tobacco habit, in which he quoted the late 
Prof. Lewin’s statement that ‘‘ there are hardly any 
chapters of pathology which are not connected in 
some way with the abuse of tobacco,” Dr. Rolleston 
pointed out that though little harm was as a rule 
likely to ensue from a mild degree of smoking, some 
smokers even of several years’ smoking were liable to 
develop toxic symptoms after only a small amount 
of tobacco, while a considerable number of tobacco 
consumers smoked to excess and did not hesitate to 
confess it. The speaker admitted that addiction to 
tobacco was often associated with other injurious 
factors such as alcoholism, syphilis, tuberculosis, 
and diabetes which might be wholly or in part 
responsible for various conditions occurring in 
smokers, but he maintained that there was ample 
justification for regarding tobacco as responsible for 
any symptoms which ceased on abstention from smok- 
ing and recurred on resumption of the habit. Other 
subjects discussed in the paper were the causation 
of the tobacco habit, smoking in hospital wards, 
tobacco and training, and the foundation in 1926 
of the National Society of Non-Smokers numbering 
over 1300 members with an organ entitled Clean Atr 
‘for the maintenance of the right of every non- 
smoker to clean air unpolluted by tobacco smoke, 

in which to take his or her food, to travel, to do 
business, or to seek entertainment.” 


ROYAL MEDICO-CHIRURGICAL SOCIETY 
OF GLASGOW 


Ar a meeting of this society on Oct. Ist, with 
Prof. J. Saaw Dunn in the chair, Mr. G. H. EDINGTON 
delivered a presidential address on 


Embryology and Clinical Surgery 


as illustrated in certain congenital lesions in the 
cephalic and caudal ends of the ‘body. He stated 
that these lesions arose from embryological faults 
or departures from the normal course of development. 
The faults were of different types, and occurred as : 

(1) Defect or absence of closure of embryonic clefts. 
Such deficiencies would result in the fœtus in persistent 
clefts, or in cysts or fistule, all of which might be found in 
the face, the external ear, or in the external genitals. 

(2) Persistence of embryonic pouches (thyroid, branchial) 
giving rise to cysts or fistulæ in the neck. 

(3) Abnormal development of the external ear, exempli- 
fied in accessory tragus and in the accessory auricles found 
in the cheek and in the neck. A further example of 
abnormal development was found in the lymph system— 
viz., in cases of cystic hygroma, either the polycystic 
condition found at birth, or the large multilocular or 
unilocular ‘‘ hydroceles ’’ of the neck. 

(4) Derangement, in the caudal end of the body, in the 
complicated processes consequent on the evolution from 
the embryonic cloacal state. Such derangement resulted 
in lesions in the external genitals, and in the anal region. 
Clinical illustrations of the results of these faults 
were to be found in such lesions as supra-orbital 
cyst, buccal cleft (macrostoma), and in the external 
ear; thyreo-glossal and branchial cysts with or 
without fistule ; cervical auricles ; irregularities and 
cysts in the genitoperineal raphe, defective com- 
pletion of the urethra, and atresia ani with or without 
abnormally placed external openings. It was essen- 
tial for a right understanding of such lesions to recall 
the embryology of the parts. Unfortunately, embryo- 
logists sometimes differed a good deal about develop- 
mental details. Clinically, however, support should be 
given to those views that best explained the anatomy 
of malformations met with in actual practice. 
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REVIEWS AND NOTICES OF BOOKS 


Atlas of Hematology 

By Epwin E. Oseoop, M.A., M.D., Assistant 

Professor of Medicine and Head of Experimental 

Medicine, University of Oregon Medical School; 

and CLARICE M. AsHwortTH, Medical Illustrator, 

University of Oregon Medical School. San Fran- 

cisco: J. W. Stacey, Inc.; London: H. K. Lewis 

and Co. 1937. Pp. 255. 45s. 

HERE is good news for hematologists. A dictator 
has assumed power and the battle between monists 
and dualists shall rage no longer. The cells of the 
blood and of the marrow are now regimented and 
numbered. In future there will be no need to wonder 
if a cell is a monoblast or a myeloblast; all the 
obedient will have to do is to state ‘‘ the cell resembled 
cell No. 34 or 44 in the Osgood and Ashworth Atlas 
of Hematology. Hail, Osgood!” As befits the 
totalitarian state the illustrations in this book are 
magnificent in size, in colour, and in accuracy of 
presentation. To prevent further petty bickering 
over nomenclature some of the old names are dis- 
carded, and an entirely new system is intro- 
duced. It must be conceded that the philosophy of 
the hzematological leader as expressed in the letter- 
press of his atlas is admirable in ‘its clarity and 
common sense. 

The book is designed to help the physician and 
medical student to make an accurate hematological 
diagnosis and to enable anyone to learif to identify 
correctly the cells of the blood and bone-marrow. 
The first chapter gives the important points to be 
obtained from the history, physical examination, and 
laboratory study of patients thought to have disease 
of the blood, and indicates by a chapter number 
where to find a detailed description of these condi- 
tions. The following nine chapters picture and 
describe in detail the cells of the blood and marrow. 
For convenience of reference each cell and its accom- 
panying description is numbered in sequence in bold 
face type. The last seven chapters discuss the 
general principles of the diagnosis of hematological 
disorders, and give a concise description of the 
characteristic picture of each disease. An excellent 
chapter on the differential diagnosis of sore-throat and 
stomatitis is included. There appear to be regret- 
table omissions in the diagrammatic scheme repre- 
senting the histogenesis of blood-cells, certain 
characteristic cell types figured in the main text 
being left out, especially in the erythrocyte pedigree. 

While maintaining the right to differ from the 
dictator all interested in hematological problems will 
want to own this atlas. 


Materia Medica, Pharmacy, Pharmacology 
and Therapeutics 

Twenty-third edition. By Sir WILLIAM HALE- 

WuirtrE, K.B.E., M.D. Lond., M.D. Dubl., LL.D. 

Edin., Consulting Physician to Guy’s Hospital. 

Revised by A. H. Doutuwalre, M.D., F.R.C.P., 

Physician to Guy’s Hospital, Physician to All 

Saints’ Hospital. London: J. and A. Churchill. 

1937. Pp. 562. 10s. 6d. 

Ir is easy to understand why this comprehensive 
work has been popular with the medical student for 
nearly half a century. In an introductory. section 
pharmacy is briefly but adequately considered, and 
the doses of preparations are classified in such a 
way as to make them easy to memorise. The greater 
part of the book is devoted to pharmacology, which is 


fully but somewhat dogmatically treated, and to 
the therapeutic application of the different drugs. 
By modern standards the amount of information 
given on pharmacognosy and on details of prepara- 
tions is rather excessive, and though valuable for 
reference purposes, this inheritance from previous 
editions has obviously made it difficult to compress 
the rapidly increasing sciences of pharmacology and 
therapeutics into the space available. Thus separate 
descriptions of all the volatile oils takes up 40 pages 
of text, while only 16 pages are allocated to the endo- 
crine glands and extracts of stomach and liver, which 
are now of much greater pharmacological and thera- 
peutic interest. The section on vitamins is also rather 
poor and takes up only as much space as the unofficial 
and little used alkaloids aconite and veratrine. 
Apart from this lack of balance the book can be 
warmly commended to the practitioner who wishes 
to brmg his pharmacology up to date. It is sur- 
prisingly complete, and makes mention of many new 
drugs such as Cardiazol, Coramine, Protamine 
insulin, Benzedrine, and Digoxin, which are not always 
to be found in the indices of larger text-books. A 
particularly useful feature is a list of 28 barbiturates 
with their proprietary names and chemical composi- 
tion. The essential changes brought about by the 
publication of the Addendum 1936 to the British 
Pharmacopeia 1932 have been incorporated. <A 
few minor emendations are still necessary. The method 
here given for the assay of insulin is now obsolete, 
and the table of alcoholic content of beverages 
requires revision. To state that whisky contains 
between 51 and 59 per cent. of alcohol by volume is 
to mislead the post-war generation. 


The Larynx and its Diseases 


By CHEVALIER JACKSON, M.D., Sc.D., LL.D., 

F.A.C.S., Professor of Bronchoscopy and Esophago- 

scopy; and CHEVALIER L. Jackson, A.B., M.D., 

M.Sc. Med., F.A.C.S8., Professor of Clinical Broncho- 

scopy and Esophagoscopy, Temple University, 

Philadelphia. London: W. B. Saunders Company. 

1937. Pp. 555. 35s. 

THE most notable feature of this book is that it 
describes the opinions and methods of its authors 
while taking little account of other workers in this 
sphere. The work opens with a description of the 
physiology of the larynx and of the methods of 
examination ; anatomy is not discussed. As might 
be expected direct laryngoscopy occupies the most 
prominent place; and the authors have moreover 
come to the point where they believe that as a rule, 
to which there are exceptions, both radiological 
examination and direct laryngoscopy should be done 
in every case of suspected laryngeal disease. Since 
the technique of direct laryngoscopy here described 
involves the help of two trained assistants, it is 
clear that endoscopy, while of the greatest value in 
particular cases, is not practicable as a routine method 
for laryngologists less fortunately situated than are 
the Jacksons. The senior author has had exceptional 
opportunities for seeing rare diseases, and his accounts 
of such uncommon conditions as blastomycosis and 
of unusual types of neoplasm will be greatly 
appreciated by laryngologists, especially as many 
of them are beautifully illustrated. The discussion of 
some of the commoner affections seems to suffer by 
comparison, notably that on tuberculous laryngitis, 
of which only one picture is included. Neurosis is 
defined as a functional disorder, while any nervous 
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disorder associated with a demonstrable lesion is 
termed a neuronosis. Functional, as distinguished 
from hysterical, aphonia is not mentioned here, but 
seems to be included in the description of myasthenia 
laryngis, of which the authors say that they find no 
mention in the literature. Under the term “acute 
infective laryngotracheobronchitis in children,” a 
condition is described, in which the entire upper air- 
passages are inflamed. It must be distinguished from 
laryngeal diphtheria and from broncho-pneumonia ; 
the importance of its recognition lies in the facts 
that early tracheotomy is often called for and that 
bronchoscopic removal of thick secretions may be 
necessary to save life. Even under the best possible 


conditions not more than 60 per cent. of the children © 


recover. 

The last part of the book is occupied by careful 
and thorough descriptions of endolaryngeal and 
external operations. Local anesthesia is recom- 


. mended both for laryngofissure and for laryngectomy. 


In the account of laryngofissure the modification 
devised by the senior author is explained; the 
cartilage is divided without section of the underlying 
tissues, so that a growth in the anterior commissure 


is not cut through; the procedure does not involve 


tracheotomy. The method of laryngectomy described 
is that from above downwards through a transverse 
incision at the level of the thyroid notch. 

The book is written in an incisive and dogmatic 
style, and embodies the extensive experience of an 
expert of world renown. 


Weight Reduction Diet and Dishes 


By E. E. Craxton, M.B., B.S., D.T.M. & H. 
London: Wiliam Heinemann. 1937. Pp. 199. 
8s. 6d. 

Dr. Claxton makes it clear that the basis of all 
treatment of all types of obesity must be dietetic ; 
and then he proceeds to show that the diet ordered 
need be neither monotonous nor unpalatable, and 
that normal food can be enjoyed. The first half 
of his book deals with the principles of dietetics ; 
the second half consists of tables and recipes. The 
importance of perseverance with the prescribed diet, 
and of the avoidance of sugar, sweets, and alcohol 
in all forms, is emphasised. Substances, such as 
sauces and condiments, which increase appetite are 
likewise to be avoided. In advising brisk walks, 
golf, tennis, rowing, and physical exercises, Dr. 
Claxton points out that the patient must be careful 
not to undo the good that the increase in exercise 
will do by taking more food than is prescribed. 
Hunger is kept away first by care not to restrict the 
carbohydrates below 100 g., and secondly by giving 
bulky articles of food such as salads and green vege- 
tables. Saline aperients should not be allowed since 
they lead to the consumption of larger amounts of 
water, making weight reduction more difficult. 

The food tables supplied in this book are of the 
greatest use, and are ingeniously arranged ; the food 
value of 15 biscuits in common use and the same 
number of cheeses is set out. It is useful to know 
that two cracknel biscuits represent a lower calorie 
value than one Vita-Weat biscuit, and that half an 
ounce of cream cheese provides 71 calories whereas 
half an ounce of Dutch cheese provides only 39. 
The notes for the kitchen and recipes in the second 
part of the book are the work of Lucy Burdekin, 
who deserves congratulation not only on the excellence 
of more than 250 recipes but also for such sugges- 
tions as orange and lemon ice of no food value, made 
with water and saccharin. She points out that 


medicinal liquid paraffin can be used instead of fat, 
that sugarless jam and marmalade and unsweetened. 
chocolate are easily obtainable from many firms, and 
that a sugar substitute can be made by grinding 
kaolin with saccharin. 

Both doctor and patient will appreciate the prac- 
tical information here set out. The dietetic treat- 
ment of gross obesity will always fail unless the 
patient is given printed instructions stating in precise 
detail what he is to eat. The busy practitioner 
will seldom take the time to sit down and work 
out a suitable diet for each individual patient. Instead 
he gives vague general instructions which the patient 
does not fully understand and soon ignores. It is 
time this was altered, and this book points the 
way. ee ee 


Out of My Life and Work | 

By AucustE FOREL. London: George Allen and 

Unwin. 1937. Pp. 352. 16s. 

Auguste Forel had a passion for social righteous- 
ness, and in a long and very busy life he gave 
expression to his dominant interest in a variety of 
directions. He was first and foremost a student 
of ants, chiefly of their habits and the organisation of 
their communities, though he did enough systematics 
to describe abput 3000 new forms. He spent twenty 
years of his active life as the director of a large mental 
hospital, and partly as neurologist, partly as psycho- 
logist and hypnotist tried to make out why mad 
people behaved as they did. He hated prostitution, 
and becamé a leader of teetotalism which he sharply 
distinguished from ‘“‘ temperance.” He must have 
been an impressive man as he certainly was effective. 
Unfortunately, at any rate in his old age, he had 
little art in telling a tale, and this autobiography is 
not as interesting to read as it might have been. But 
it is worth an idle hour or two. 


Clio Medica 

A Series of Primers on the History of Medicine. 

XIX. Pathology. By E. B. KRUMBHAAR, M.D. 

New York: Paul B. Hoeber (Medical Book Depart- 

ment of Harper Bros.). 1937. Pp. 206. $2. 

For some years there have been appearing small 
books in this series on the history of various aspects 
of medicine. The editor of the series, Dr. Krumb- 
haar, has now written one on the history of patho- 
logy. In textual arrangement it corresponds with 
previous volumes and covers the whole life story 
of the subject. Beginning with the theoretical 
pathology of the ancients and the various schools of 
pathological philosophy, the rise of morbid anatomy 
and histology is then followed to its peak in Virchow’s 
concept of cellular pathology, and from this the: 
diverging lines of the modern aspect of the subject 
are traced. There is far more information in Prof. — 
Krumbhaar’s book than in Long’s “ History of Patho- 
logy’? which appeared a few years ago, but its two 
hundred pages are so packed with facts that it is 
not easy to read. As a separate volume on the history 
of bacteriology is to appear in this series it is under- 
standable that there should be practically no mention 
of this subject, but hematology and the evolution 
of technical processes employed in pathology might 
well have been given more space. There are interest- 
ing appendices on the early chairs of pathology and 
a chronological list of “ pathologic milestones ” but 
nothing on paleopathology. For those who want 
a historical digest of pathology and are not unduly 
sensitive to American etymology and style this book 
can be commended, 
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TREATMENT WITH SULPHANILAMIDE 


We publish this week two further contribu- 
tions to the study of sulphanilamide, one concerning 
its therapeutic effect and the other illustrating 
some of its dangers. Experience is mounting 
rapidly in each of these directions, and in spite 
of the constantly expanding scope of the remedy, 
precise indications for its efficient and safe use 
should soon emerge. 

On the side of therapeutic effect interest is 
concentrated for the moment in a new sphere. 


The value of sulphanilamide is established for ' 


infections by hemolytic streptococci, for the 
majority of urinary tract infections, and in 
meningococcal meningitis. There is experimental 
evidence that sulphanilamide is bactericidal in vivo 
for the meningococcus, and it has naturally been 
hoped that a similar action might be exerted on 
the closely related gonococcus. As this micro- 
organism is not pathogenic to animals, experimental 
test of this possibility has hitherto appeared 
impracticable; but Levapit1 and Vatsman’ 
now claim to have produced true gonococcal 
infections in mice by the device, already found 
of service in work with the meningococcus, of 
mixing the inoculum with a solution of mucin. 
In this medium proliferation of the cocci takes 
place in the peritoneal cavity, and in mice so 
inoculated the French investigators have found 
that several compounds closely related to sulphanil- 
amide are in fact of therapeutic value. There is 
thus some experimental backing for the present 
attempts to treat gonorrhea with this drug, as 
well as the argument by analogy with the meningo- 
coccus. One of the earliest reports of success in 
these attempts was that of Ders and CoLsToN,” 
who were much impressed by the efficacy of the 
treatment and indeed appear to have contem- 
plated its results with astonishment, if not awe. 
In face of this it was perplexing to read a state- 
ment by an English authority on venereal diseases, 
Dr. ANWYL-Daviss,’? that in his experience the 
treatment was wholly ineffective. 
clinical results, unless these happen to be capable 
of expression in unusually exact terms, is liable 
to have a somewhat variable outcome, but so 
flat a contradiction as this is exceptional. Dr. 
ANWYL-Daviss’s conclusion was challenged by 
workers at Guy’s Hospital,4 and the two latest 


1 Levaditi, C., and Vaisman, A., Pr. méd. Sept. 29th, 1937, 


f 1. 
P Does J. E., and Colston, J. A. C., J. Amer. med. Asg. 
1937, 108, 1855. 

è Anwyl-Davies, T., Brit. med. J. Sept. 11th, 1937, D. 553. 

‘ Erskine, D., Johnson, A. G. and Lloyd, V. E., Ibid, Sept. 18th, 
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reports are likewise in favour of the treatment. 
Tant® has treated 14 cases in Brussels and 
obtained complete cessation of discharge in an 
average period of less than five days. Surg.- 
Commander CREAN, who describes his results on 
p. 895, has treated a much larger series and con- 
cludes that if the treatment is begun early and the 
patient is otherwise healthy, sulphanilamide is 
capable of reducing the usual period of disability 
from gonorrhea by two-thirds. Here is reason 
enough for the even more extensive employment 
and study of this new remedy in gonorrhea— 
a study that will enable us to define more exactly its 
capacity and limitations. 

It was hardly to be expected that so useful and 
powerful a drug, given in large amounts and often 
dependent for its effect on the maintenance of a 
certain concentration in the blood for several days, 
should never prove toxic. Sulphemoglobinzemia 
as a sequel to its administration is now familiar, 
and we must now recognise that it can also disturb 
the bone-marrow, since several cases of agranulo- 
cytosis apparently due to its use have already been 
reported. Dr. JENNINGS and Dr. SOUTHWELL- 
SANDER describe on p. 898 four cases in which 
alarming cytological changes were produced in the 
blood, in one an agranulocytosis and in the 
remainder an anemia. It is perhaps noteworthy 
that all these patients—except the one whose 
anzemia was leuco-erythroblastic in type—were 
in poor physical condition when the treatment 
was begun. Several other complications have 
recently been reported, chiefly in the United 
States, and the Journal of the American Medical 
Association for Sept. 25th, which is largely devoted 
to this subject, contains descriptions of cases 
in which the treatment apparently caused acute 
hemolytic anæmia, optic neuritis, and a skin 
eruption. “Sulphanilamide rash” is also des- 
cribed by SCHWENTKER and GELMAN,? and the 
late fever which accompanies it by HAGEMAN and 
BLAKE.” These manifestations develop on about 
the seventh day after treatment is begun, and the 
rash is apparently accentuated by the rays of the 
sun : some of the patients described in these papers 
were under treatment for gonurrhcea and were 
evidently leading normal lives, since the rash 
followed exposure to the sun on a bathing beach. 
In such reports there are clues, perhaps, to the 
avoidance of these complications. It might be 
going too far to suggest that only patients at 
rest in bed and under observation should receive 
this treatment, but on the other hand the old 
practice of sending a patient away with a week’s 
supply of medicine will not do at all when the 
medicine is a highly active drug like sulphanil- 
amide—or, we may add, mandelic acid—the effect 
of which needs to be carefully observed and 
controlled. It also seems likely that serious 
trouble is more to be expected in wasted or other- 
wise debilitated patients, and in these, if not in 


5Tant, E., Brux. méd. Oct. 3rd, 1937, p. 1716. 
€ Schwentker, E r: and oman; S. G., Bull. Johns Hopk. 
Hosp. August 28th, 1937, p. : 
t Haceninn, . O., and Blake, F. G., J. Amer. med. Ass. 
August 28th, 1937, p. 642. 
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others, blood counts should be done frequently 
so that marrow damage may be detected at an 
early stage. Apart from this, idiosyncrasy doubt- 
less exists, and unexpected and unpleasant effects 
must be encountered from time to time. Since 
the drug is by no means harmless, it should only 
be given for clear indications, and these include a 
definite bacteriological as well as clinical diagnosis. 
It is doubtful whether the prophylactic use of 
sulphanilamide after childbirth—now a very 
common practice—is justifiable in any but excep- 
= tional cases where a woman has been exposed to 
an unusual risk of infection. Finally, the dangers 
of the treatment might well be reduced by shorten- 
ing the period of administration. The action of 
sulphanilamide is to kill bacteria in the body, 
and after it has achieved this it will do only harm. 
This curative effect is sometimes secured surpris- 
ingly quickly, and the policy of shorter periods 
of administration, repeated if necessary, might well 
reduce complications without prejudice to the 
ultimate result. " | 


THE MEDICAL STATE OF: INDIA 


Tue difficulties that have to be faced by the 
medical administration in India are much the same 
as those in any poor country; but the vast size 
of this subcontinent, ‘with its varied climate and 
heterogeneous population numbering little short 
of 400 million, makes them so formidable that 
they might well engender despair. Nor are these 
difficulties diminished by the fact that a single 
senior administrative officer, with one assistant 
and a small clerical staff, has to do for the whole 
of India what the Ministry of Health with its vast 
organisation has to do for Great Britain—a country 
climatically more or less homogeneous, with a 
population no bigger than that of one of India’s 
provinces. The central government and the 
provinces together spend each year only one anna 
per head of population on public health activities. 
At the end of the last century the cry in India was 
for medical relief.and for men qualified to provide 
it. Universities and medical schools were estab- 
lished, and the result to-day is that the supply of 
doctors, though well below the absolute needs of 
the country, is in excess of the number who can 
find reasonable salaries; so that very many are 
unemployed. Later, at the beginning of this 
century, the necessity for medical research became 
more apparent, and some of the best medical 
brains of the country were directed towards solving 
the problems presented by the major tropical 
diseases, such as malaria, cholera, and plague. 
Though there is still enormous scope for medical 
research, it has been realised during the last decade 
that much of the knowledge already gained by 
medical investigators is not being used to advan- 
tage; and in order to lessen the gap between 
discovery and application a few medical centres 
have organised post-graduate training in preven- 
tive medicine. The number of men with diplomas 
of public health turned out by these institutions 
is still remarkably small—there are only a few 
hundreds—and yet there is so little demand by 
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local bodies for their services that already some 
are failing to find suitable employment and are 
turning back to general practice for their living. 
This is one of the most alarming features of the 
present situation, and the decentralisation that is 
now taking place must inevitably exaggerate it. 
A purely parochial outlook is distressing in most 
forms of government but it is never more disastrous 
than in preventive medicine. Interdepartmental 
jealousies and parsimonies have always been con- — 
spicuous in India and unfortunately the heritage 
is one that will very readily be accepted by the 
new administrations, especially the local bodies 
that will become responsible for taking public 
health measures. To be effective these measures 
cannot be limited to a small area; the public 
health outlook must not be provincial, or even 
national, but world-wide. It is very important 
therefore that the central health organisation 
should be strengthened, and it is to be hoped that 
something corresponding to our own Ministry of 
Health, and commensurate with the needs of 


\ India, will eventually be formed. 


The latest report of the public health com- 
missioner? Colonel A. J. H. Russert, I.MS., 
shows that despite the difficulties steady, if very 
slow, progress is being made. Almost throughout 
the country the death-rate is showing a down- 
ward tendency and the principal epidemic diseases 
are being controlled. But this state of affairs, 
satisfactory as it seems to be, is satisfactory only 
by comparison, and we need look at the appalling 
infantile and maternal mortalities to see how much 
has yet to be achieved. In India 43 per cent. of 
the total deaths were among children under the age 
of five, and maternal mortalities ranging up to 
130 per 1000 births—the average figure in 
this country last year was 3:8—are mentioned. 
The public health commissioner has much to say 
on the subject of nutrition, but his object is to 
emphasise its importance, in a land where a large 
proportion of the population are grossly under- 
nourished, rather than to report actual achieve- 
ments. He says that “no preventive campaign 
against malaria, against tuberculosis or against 
leprosy, no maternity relief or child welfare activi- 
ties are likely to achieve any great success unless 
those responsible recognise the vital importance 
of this factor of defective nutrition and from the 
very start give it their most serious attention. 
Abundant supplies of quinine and the multiplica- 
tion of tuberculosis hospitals, sanatoria, leprosy 
colonies and maternity and child welfare centres 
are no doubt desirable, if not essential, but none 
of these go to the root of the matter.” Organised 
research on nutrition has only just begun in India, 
but it has been started, and during the last two 
years the foundations of nutrition research laid 
by Sir Ropert MoCarRison have been consider- 
ably strengthened by Dr. W. R. AYKROYD and his 
co-workers. The part that the medical profession 
can play in the nutrition “ drive ” is a limited but 


1 Annual Report of the Public Health Commissioner with the 
Government of India for 1985. Vol.I. Published by the Manager 
of Publications, Delhi, Pp. 276. Rs, 4.4 or 7s. 
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a very vital one; for it rests with medicine to 
show that certain sections of the population are 
actually suffering from nutritional defects and to 
propose means by which these can be prevented. 
However, even this valuable information will achieve 
little or nothing unless it leads to action, and this 
depends on the education authorities and the propa- 
ganda departments on the one hand and on the 
agricultural department on the other. Conscious 
direction as well as good intentions are required 
if a country like India is to produce—and consume 
—food in the necessary quantities and with the 
necessary qualities. 

Let us hope at least that medical education in 
India will not be curtailed just because at present 
the profession is ill distributed and the majority 
prefer to remain idle in the large towns rather 
than migrate to the villages where they are urgently 
needed but would earn little more than the wage 
of a poor clerk. In his interesting report to the 
council of the British Medical Association, of 
which a summary is given on p. 933, Dr. G. C. 
ANDERSON sets out the difficulty of getting any 
grade of qualified practitioner to live in the rural 
areas, without being able even to suggest a solution 
ofthe problem. Furthermore medical research must 
not be stopped just because in the past full advantage 
has not been taken of the important discoveries 
made. But public health organisation throughout 
the country must be brought into line, so that 
medicine in India can make a steady advance 
on a straight front, with its important allies, 
education and agriculture, on either flank. 


FACTORS IN CARCINOGENESIS 


WB are accustomed to think of viruses in terms 
of bacteria, that is to say as living pathogenic 
agents differing from bacteria mainly by their 
smaller size but resembling them in their general 
biological behaviour. Considered as pathogenic 
agents bacteria are characterised by a high degree 
of specificity—a given pathogenic bacterium will 
produce a specific lesion; and viruses—especially 
the viruses associated with neoplastic diseases— 
appear to possess a similar specificity, perhaps even 
of higher degree. Thus the virus of a filtrable 
fowl sarcoma, on injection into another fowl, will 
produce not only a sarcoma but a sarcoma of 
exactly the same histological structure and the 


same biological behaviour as the one from which | 
` the virus was 


obtained. The rule has keen 
regarded as absolute. It now appears, however, 
that the reaction of an animal to a certain non- 
neoplastic virus can be so profoundly modified by 
preliminary treatment of the animal with a chemical 
carcinogenic agent that true neoplasms may 
develop. This observation is recorded on another 
page in a joint communication by C. H. ANDREWES 
and C. G. AHLSTRÖM from the National Institute 
for Medical Research and L. Founs and W. E. GYE 
from the laboratories of the Imperial Cancer 
Research Fund. 

The “ infectious fibroma ” of Shope has a rather 
misleading name, at any rate to those accustomed 
to draw a fundamental distinction between tumours 


that are essentially inflammatory lesions (classified 
as granulomata) and true neoplasms. The infec- 
tious fibroma is essentially a specific inflammatory 
reaction to a virus, characterised by the prolifera- 
tion of fibroblasts which leads to the formation of 
a tumour. This tumour is localised at the site of 
infection and resembles histologically a fibroma 
but differs from it in one important biological 
feature : unlike a true neoplasm it grows only for 
a time and then always regresses spontaneously. 
It is generally accepted that the infectious fibroma 
is not neoplastic. By the injection of its specific 
virus into rabbits, which have previously been 
given an intramuscular injection of tar, ANDREWES 
and Gye and their co-workers have succeeded 
in obtaining a graded series of lesions in rabbits, 
beginning with an infectious fibroma (series IV) 
and ending with a polymorph-celled sarcoma 
(series II). It is noteworthy that tar, though 
known to be carcinogenic for both epithelium and 
connective tissue of the mouse and the rat, and 
for the epithelium of the rabbit’s skin, has not 
hitherto been known to produce a .sarcoma in 
rabbits. The experiments were conducted in 
four series. 


In series IV, where the virus was introduced 
intradermally, the lesions obtained were “ infectious 
fibromata ” which still regressed spontaneously but 
the regression was greatly delayed in the tarred 
animals. Though the tar was injected intramuscularly, 
in this series its action was not localised to the site 
of injection. The next stage is represented by 
series III where the virus was injected intravenously 
into tarred rabbits. In this series fibromata appeared 
but did not regress and a general fibromatosis was 
produced. The fibroma virus could be recovered 
from these generalised lesions. A further stage was 
reached in series I where the virus was localised at the 
site of injection of the tar, resulting in the formation 
of a fibromatous tumour which could be transplanted 
by inoculation of the living cells but could no longer 
be transmitted by a cell-free extract ; that is to say, 
the virus could not be recovered from the fibroma. 
The “infectious fibroma ” had in the tarred rabbit 
been transformed into a true neoplastic fibroma. In the 
last stage (series II), the virus also became localised 
at the site of the tar injection. and a polymorph- 
celled sarcoma was obtained which could not be trans- 
mitted to other rabbits by cellular transplantation. 


What is the interpretation of these findings ? 
The authors’ view is that they have produced by 
a virus, which in a normal animal elicits a non- 
neoplastic inflammatory lesion in the connective 
tissue, a true fibroma and a true sarcoma in animals 
suitably sensitised by preliminary treatment with 
tar. ,That the sarcoma could not be transplanted 
is no argument against its truly neoplastic nature, 
since the transplantation of spontaneous tumours 
of undoubtedly malignant nature is not always 
successful, especially in the larger animals. Success- 
ful cellular transplantation is proof of the neo- 
plastic character of a tumour, but an unsuccessful 
transplantation by no means excludes it. But 
that is not the major difficulty. One interpretation 
of these new observations is that the virus is 
the direct cause of the neoplasms. If this is 
accepted it would follow that there is no specific 
virus for neoplasia, but that a virus capable of 
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eliciting a non-neoplastic proliferation of a certain 
type of cell can also produce in these cells a neo- 
plastic proliferation, provided that they are in a 
suitably abnormal functional state. The part 
played by carcinogenic substances such as tar in 
the development of malignancy would thus be 
to bring about in a cell a specific functional state 
in which the entrance of a virus, non-specific for 
neoplasia, would elicit the phenomenon of malig- 
nancy. But even then the cellular condition 
would remain at least as important a factor for 
the ætiology of cancer as the presence of a non- 
specific virus. The high degree of specificity 
exhibited by the viruses found in the filtrable 
tumours of the fowl, to which reference has been 
made above, would then appear as an additional 
property imposed upon an originally non-specific 
virus by the cell into which it has entered and 
which it has rendered malignant. On the other 
hand it may be argued that, since the virus could 
not be recovered from the two neoplasms, there 
is no conclusive evidence that it was present in 
the cells of these growths and that, therefore, 
it cannot be said to have “caused ” them. And 
since tar is known to be a carcinogenic agent it 
may also be said that the virus has sensitised the 
connective tissue of the rabbit, normally resistant 
to the carcinogenic action of tar, to this agent. 


THE EPIDEMIOLOGY OF TUBERCULOSIS 
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At present, then, the meaning of these most inter- 
esting results is a problem lending itself to great 
ingenuity in speculation and dialectic skill. Pro- 
gress will not be made that way, but only by further 
experimental work. Can sensitisation to neoplasia 
by the fibroma virus be brought about by other 
chemical substances than tar, and if so, is this 
sensitising property limited to chemical substances 
which are carcinogenic ? Can tar sensitise tissues 
in such a way that the introduction of viruses, 
other than the virus of the infectious fibroma, but 
capable of producing transient non-neoplastic 
proliferation of certain types of cells, will bring 
about the formation of true neoplastic growths ? 
These are some of the questions still to be answered. 
We know already from the work of Rous and 
Kipp, quoted by ANDREWES, GYE, and their 
collaborators as having stimulated their experi- 
ments, that the virus of the infectious papilloma, 
which by itself produces in the skin of rabbits a 
papillomatous epithelial proliferation, will on 
intravenous injection into tarred rabbits bring 
about a fulminating carcinosis at the tarred site. 

Whatever the real significance of these ingenious 
experiments proves to be they are important 
in opening up a new technique that will certainly 
lead to a deeper understanding of the factors 
determining the development of malignancy. 


ANNOTATIONS 


THE EPIDEMIOLOGY OF TUBERCULOSIS 


TUBERCULOSIS is a disease of respectable antiquity. 
Clearly recognisable descriptions of the pulmonary 
form are to be found in the writings of the Greek, 
Roman, and Arabian physicians. But of its quanti- 
tative importance as a cause of death we have 
extremely little idea until very recent times. Even 
as late as the eighteenth century and the early years 
of the nineteenth we have only such scanty material 
as is provided by the death registers maintained by 
the clergy. It seems likely from these data that the 
mortality from tuberculosis in urban areas was 
extremely high. The vital statistical systems of even 
the most advanced countries do not allow us to go 
back with any degree of accuracy more than a hundred 
years, and in the greater number we are limited to 
some fifty or sixty years. Over this period there has 
been, with few exceptions (of which Japan is one), a 
profound decline in the death-rate from tuberculosis, 
a decline too well known to need remark. The 
reality of that trend is not in dispute; the causes of 
it have given rise to much discussion and to some 
differences in emphasis and interpretation. An 
interesting analysis of these causes was made by 
Dr. Georg Wolff of Berlin in some lectures given last 
week at the London School of Hygiene and Tropical 
Medicine, in which he ably argued the case for accept- 
ing the standard of living as the predominant factor. 
The involuntary experiment of the war years, and in 
Germany of the subsequent years of inflation, show 
that the disease can flare up, given the necessary 
social conditions. In England and Wales the mor- 
tality-rate in 1917-18 was. some 20 per cent. above 
the pre-war rate, in Prussia it was as much as 
50-70 per cent. in excess. In England and Wales 
the rate fell steadily with the cessation of hostilities, 


in Prussia it again rose—to 12 per cent. above the 
pre-war years—in 1922-23, the years of inflation. 
Natural inoculation, Wolff concludes, is far less 
important than social factors. That densely populated 
areas show relatively high rates of mortality is also 
an argument against the importance of immunisation. 
In London, Berlin, and Paris very close associations 
between tuberculosis mortality and measures of social 
well-being have been demonstrated repeatedly, by 
Wolff himself and others. The effect of housing may, 
he believes, be exaggerated for in spite of housing 
scarcity in post-war Germany the rate continued to 
fall. As a general rule, too, tuberculosis is less rife 
in highly urbanised states than in agrarian countries. 
The special occupational and industrial risks are more 
than offset by the higher standard of living and 
hygiene of the industrialised countries. Wolff 
believes that a factor of substantial importance, 
leading to the same result, is the nearly universal 
decline in the birth-rate in countries of western 
civilisation. The reduction in size of family gives a 
higher family income per head with, in consequence, 
an improvement in diet and in the general standard 
of living. According to some German statistics the 
impoverished middle classes have shown less favour- 
able tuberculosis figures than the lower but, socially 
insured classes. Thus there is a considerable amount 
of evidence in favour of the social well-being explana- 
tion of the trend. But despite the general advance in 
real wages in the past half-century tuberculosis is 
still a formidable cause of death. From the point of 
view of racial biology and political economy it is, 
Wolff argues with some substance, a more serious 
evil than cancer ; for not only does it take its victims 
largely in the prime of life but it can, as the war 
experience shows, assume an epidemic form if 
conditions of life deteriorate. 
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RESEARCH ON HORMONES: A REQUEST 


Two important papers have lately appeared from 
Koch of Chicago and his collaborators, on the 
hormone content of the urine of men and women in 
health and disease, and in our last issue we published 
a paper by Kemp and Pedersen- Bjergaard of Copen- 
hagen dealing with the fate of injected cestrone, 
and incidentally with the cestrogen excretion of 
ovariectomised women. This week, on p. 902, 
Dr. Parkes reviews the significance of these and 
similar observations in relation to the source of the 
androgenic and estrogenic material found jn normal 
urine. The facts at present available lead to the 
conclusion that at least a part of the substances that 
give cestrogenic and androgenic activity to the urine 
are derived from the adrenals, and may therefore not 
be of diagnostic value in relation to the gonads. The 
extent to which this generalisation can be applied 
to particular types of cases, and the extent to which 
the various complications can be overcome, clearly 
depends on the results obtained in further work. 
It is obviously of high importance to accelerate such 
work, but progress here requires coöperation, since 
the laboratory worker is dependent on the clinician 
for supplies of appropriate urine, collected under 
conditions which preserve its initial properties and 
activities. Dr. Parkes’s review indicates the practical 

cance of a research superficially so academic 
as the study of the excretion of “‘ gonadal ” hormones 
by eunuchs and ovariectomised women, and we hope 
that clinicians who are able to assist this research 
in the manner requested will not ‘hesitate to 
communicate with Dr. Callow. 


AN IMPROVED TANNIC ACID TREATMENT 
FOR BURNS 


THE aim of the tannic acid treatment of burns is 
the production of a tightly adherent, rather rigid 
crust over the burnt surface. Whether it is correct 
to regard toxic absorption or profuse loss of serum 
as the main factor in collapse and death from burns, 
the formation of this firm crust seems to be the most 
effective method yet devised of decreasing mortality. 
While accepting the value of the tannic acid treat- 
ment, Bernard Fantus and H. A. Dyniewicz? draw 
attention to several disadvantages of the simple 
tannic acid solution, and recommend a solution with 
important modifications. The three most obvious 
defects of tannic acid are that its solution is unstable, 
that it lacks antiseptic power, and that it is not 
isotonic. The solution recommended by Fantus and 
Dyniewicz is a 10 per cent. solution of tannic acid, 
to which is added potassium chloride 0-42 part, 
calcium chloride 0-84 part, and sodium chloride 
10-50 parts per thousand, and salicylic acid 1 part 
per thousand. The result is a 10 per cent. solution 
of tannic acid in Ringer’s solution, with addition 
of salicylic acid. They claim that this solution keeps 
well, does not grow fungus, produces a dense coagu- 
lum, and has a bacteriostatic action which is absent 
from the plain tannic acid solution. The strength 
has been chosen after careful experiment on the 
action in vitro on defibrinated dog’s blood of various 
strengths of tannic acid. Precipitation of the defi- 
brinated blood was most marked with a 10 per cent. 
solution. The higher concentrations are known to 
be more stable and to have antiseptic action. The 
use of Ringer’s solution as the vehicle for a solution 
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to be applied directly to a large raw area has a 
theoretical appeal; actually it was shown that such 
a vehicle increased the precipitating action of the 
tannic acid. The purpose of the salicylic acid is two- 
fold: it preserves the solution by inhibiting the 


growth of moulds, and it is antiseptic. One drop 


of the solution in the centre of a culture of Staphylo- 
coccus aureus on a Petri dish gave a definite halo 
of inhibited growth. Other antiseptics might be 
used, but salicylic acid is non-toxic, and this is an 
important consideration in an application designed 
for burnt surfaces. Fantus and Dyniewicz do not 
recommend the neutralisation of the acid, for they 
have found that precipitation of defibrinated blood 
is more pronounced at the normal pH of the tannic 
acid solution. The application, by means of cotton 
swabs, of a 10 per cent. solution of silver nitrate to 
the crust formed by the tannic acid is a further 
protection against bacterial action. Blebs occurring 
in the first 12 to 24 hours are treated as for the first 
application. 

A..G. Bettman? also recommends the application 
of silver nitrate to the burn, immediately after the 
tannic acid. The result, he says, is a much more 
rapidly formed coagulum, which at once stops leakage 
of plasma and is more supple than the ordinary tan, 
and the tendency to. infection is much reduced. 
The technique is simple and the silver is said to do 
no harm. 


ONYALAI 


A DISEASE characterised by the sudden onset of 
bleeding from blood-filled bullz forming in relation 
to mucous surfaces occurs in various parts of Africa 
under different native names, the most widespread 
of which is onyalai. Dr. Blackie‘ has collected 
the information available about this interesting con- 
dition and has added to it his own careful laboratory 
studies of a group of typical cases. The disease 
develops suddenly ; it is most common among 
young adults, especially in robust subjects, but 
children are not immune. Cases occur at all times of 
the year and there is no evidence that the disease 
is either infectious or contagious. Dietary deficiency 
has been suggested as an zetiological factor but no 
evidence on this point is available. Prodromal 
symptoms include malaise, headache, and pain in 
the chest and bones. The temperature usually rises 
though not dramatically. Fatal cases show a per- 
sistent subnormal temperature. Bleeding follows 
within 4-6 hours, usually from nose and mouth, and 
also from the renal and gastro-intestinal tracts ; while 
there may be bleeding into the brain. The bleeding 
is due to the formation of hemorrhagic bulls which 
vary in size. 

Physical signs of broncho-pneumonia, probably 
attributable to the formation of small hemorrhagic 
areas, may be found in the lung. Some patients 
recover rapidly and show only a mild hypochromic 
anemia; others finally die from hamorrhage 
or have a prolonged convalescence. Laboratory 
examination has shown severe degrees of ortho- 
chromic anæmia with little sign of blood regeneration 
until convalescence. The white cells are hardly 
affected. Platelets are greatly reduced and bleeding 
time is prolonged; coagulation time is normal. 
What evidence is available suggests that capillary 
resistance is reduced. The most effective line of 
treatment was introduced by Dr. R. M. Morris 
in 1926 and consists in the intramuscular injection 
of 18 c.cm. of donor’s blood in 2 c.cm. of 10 per cent. 


3 Ibid, 1937, 108, 1490. 
* Blackie, W. K., Trans. R. Soc. trop. Med. Hyg. 1937, 31, 207. 
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sodium citrate. -The total number of injections 
varies from case to case; in moderate attacks two 
are sufficient, in more severe attacks five or ‘six 
injections may be necessary. Blood transfusion is 
rarely necessary. At autopsy hemorrhages into dif- 


ferent organs and into all cavities present a striking ~ 


picture. Dr. Blackie concludes that onyalai must 
be classed among the purpuras showing a quanti- 
tative deficiency of platelets, but suggests that there 
is also some defect in the capillary endothelium. The 
occurrence of bullæ, the recovery following small 
intramuscular injections of blood, and the relatively 
acute nature of the condition which apparently does 
not recur in, the same patient, all present interesting 
differences from idiopathic thrombocytopenic pur- 
pura seen among white races. Dr. Blackie has raised 
absorbing new problems for the hematologist. 


AN ORTHOPAEDIC COLONY 


Durine the past year the new Silver Jubilee 
treatment centre at the Treloar Cripples’ Home and 
College, Alton, has been completed and occupied 
which will afford greatly increased facilities, and a 
new X ray department is now in full working order. 
In his annual report Sir Henry Gauvain records a 
decrease in bone and joint tuberculosis, but a relative 
increase in the glandular forms, possibly due to 
better diagnosis. Conservative treatment of surgical 
tuberculosis is still the method of choice, but opera- 
tive correction of deformities is increasingly employed 
when the active stages of the disease are over. Work 
among non-tuberculous cases increases both in variety 
and quantity. The hospital now serves ten out- 
patient clinics in London, Hampshire, and the Isle 
of Wight where children with orthopedic and pos- 
tural defects detected at welfare centres, at school 
medical inspections, or by private practitioners may 
be sent for advice before serious deformity or dis- 
ability has developed, and where they may receive 
treatment by suitable exercises and be provided 
with apparatus where required. The danger of epi- 
demics is always present in such a hospital popula- 
tion, but routine immunisation of patients and staff 
against diphtheria has reduced the incidence of this 
disease to an occasional mild case. A small outbreak 
of dysentery due to Sonne’s bacillus of unknown 
origin occurred in the Portsmouth block in May, 
1936, but precautionary measures were successful 
in limiting its spread. This type of dysentery is 
probably not uncommon in the country in general, 
though usually unrecognised, and a small proportion 
of cases no doubt remain carriers. of the organism 
long after the attack, usually a mild one, is forgotten. 


AUSTRALIAN WORK ON CANCER 


THE eighth Australian cancer conference, of which 
a report has reached us, was held in Canberra last 
April and was attended by medical and scientific 
representatives from all parts of the Commonwealth. 
On the recommendation of the previous conference 
the Commonwealth Government had set up in 
September, 1936, a National Health and Medical 
Research Council. An annual sum of £30,000 has 
been suggested for the purpose of establishing a per- 
manent and reliable system of medical research. 
The further recommendation to appoint an Australian 
Cancer Commission was not acted upon, although 
there are many indications that a lively interest is 
being taken officially by Australia in the subject of 
cancer. This is reflected not only in far-reaching 
public action but in certain recent publications. 
Dr. ©. E. Eddy, physicist in charge of the Common- 
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wealth X ray and radium laboratory at Melbourne, 
has with the help of Mr. T. H. Oddie prepared for 
the health department a booklet éntitled Physical 
Aspects of Radium and Radon Therapy, intended 
more especially for the use of radiotherapists and 
officers of local physical services. Within 60 pages 
an extremely good account is given of the general 
physics of the substances and radiations used in 
radiotherapy, together with an account of the many 
precautions necessary in using them. The advantages 
and drawbacks of radium ahd radon, from both 
technical and dosage points of- view, are clearly 
described, 


PIRQUET OR MANTOUX? 


WHILE in theory medicine is independent of 
geographical boundaries, certain national preferences 
tend to persist. The Pirquet test is preferred by the - 
French and the Norwegians, the Mantoux test by 
the Swedes and the Danes. The inability of such 
close neighbours as the Danes and the Norwegians 
to agree over this matter is seemingly the more 
paradoxical for their possession of many common 
denominators such as language and scientific standards. 
Dr. O. Scheel! of the Oslo Ullevaal Hospital has 
recently drawn attention to a common mistake 
committed when the Mantoux test is accepted as the 
standard by which to examine the Pirquet test. For 
if both tests are on trial, to set up one as the judge 
of the other is absurd. Dr. Scheel has tried to avoid 
this difficulty by the introduction of a third factor, 
radiological evidence, in the light of which both tests 
can be judged impartially. He has compared the 
radiological findings in 1697 students with the 
Pirquet and Mantoux findings in the same material, 
and he has grouped the students according as the 
reactions to the two tests were negative or positive 
in varying degrees, and according as a radiological 
examination showed (1) only pleural changes, (2) 
lung shadows, or (3) shadows indicative of calcifica- 
tion in lung or hilus. One of the many conclusions 
to which he comes from this study is that the Pirquet 
test is quite reliable in disclosing past tuberculous 
infections of a character to provoke radiologically 


‘demonstrable lesions in the chest, whereas the Mantoux 


test, when positive, is apt to indicate a non-existent 
infection. To supplement his statistical argument 
by an illustrative example, Dr. Scheel records the 
case of an Ullevaal probationer who was Pirquet- 
negative on two occasions but who gave a positive 
Mantoux reaction to the intracutaneous injection of 
1 mg. of tuberculin. The facts that she subsequently 
developed erythema nodosum and a high sedimenta- 
tion-rate, as well as becoming strongly Pirquet- 
positive, are interpreted by Dr. Scheel as signs of 
a primary tuberculous infection which had taken 
place after the probationer had given a positive 
reaction to the Mantoux test. 

In Denmark, where only about 60 per cent. of 
Mantoux-positive persons give a positive reaction 
to the Pirquet test, students of the Copenhagen 
University have for some three years been tested with 


the Mantoux reaction, up to 1 mg. of international 


standard tuberculin being injected. All the positive 
Mantoux reactors were radiologically examined, a 
suspect finding on screening being an indication 
for radiography. Dr. J. Holm,? who gives an account 
of these examinations, states that they dealt with 
1608 medical students, 1192 of whom proved to be 
Mantoux-positive. Among these positive reactors 
were 1161 in whose lungs nothing radiologically 


1 Nord. med. Tidskr. 1937, 13, 761. 
2 Ibid, 1937, 14, 1466. 
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abnormal could be found. During an observation 
period of 1554 years none of these 1161 students 
developed pulmonary tuberculosis. On the other 
hand, among the 416 originally Mantoux-negative 
students observed over a period of 683 years there 
were as many as 19 who developed pulmonary tuber- 
culosis. Dr. Holm concludes that all the 1192 
Mantoux-positive students must actually have already 
been infected with tubercle bacilli, for otherwise 
some of them would surely have subsequently 
developed pulmonary tuberculosis in the period under 
revigw to judge by the fate overtaking the 19 above- 
mentioned students. It is to be hoped that this 
controversy over the respective merits of the two tests 
will promote further investigations which will not 
only decide the question at issue but also throw 
new side-lights on the whole problem of tuberculin 
reactions. 


GOATS, COWS, AND ABORTION 


From time to time, at meetings of learned societies 
and in the medical press, the question is asked: 
What justification is there for the belief of many 
of the older farmers that a goat running with a herd 
of cows protects them from abortion? The answers 
have been numerous, varied, and unsatisfying. 
Scientific workers have generally looked for an 
immunological explanation. It has been supposed 
that Brucella melitensis, which causes natural infec- 
tion in the goat, is able to immunise cows against 
Brucella abortus, which is the organism chiefly respon- 
sible for contagious abortion. Though ingenious and 
superficially attractive, this explanation will not 
hold water. In the first place goats in this country 
have never yet been found to be infected with Br. 
melitensis ; and in the second place numerous obser- 
vations have shown that Br. melitensis, so far from 
being harmless to cattle, often sets up in them a 
very active infection, sometimes accompanied by 
abortion and by excretion of the organisms in the 
milk. An explanation of quite a different character 
has recently been put forward in the correspondence 
columns of the Times. It has been pointed out that 
certain weeds, such as ragwort, the autumnal hawk- 
bit, and woody nightshade, which are poisonous to 
cows and are supposed at times to cause abortion, 
are non-poisonous to sheep and goats. It is sug- 
gested that these latter animals, whether from 
preference or from their habit of feeding in certain 
situations, eat up these plants before the cows can 
get at them. This explanation, even if correct, can 
apply only to non-contagious abortion which, so far 
as our present knowledge goes, constitutes but a 
small proportion of the total amount of abortion 
among cows in Great Britain. It follows that the 
protection afforded by the goat is likely to be local 
and sporadic rather than widespread and frequent. 
For this reason it is unlikely to be observed by more 
than a relatively few farmers. Perhaps this is why 
so many of them disbelieve in it. 


DEVELOPMENT OF TOOTH GERMS IN VITRO 


AMONG the papers read at the annual meeting of 
the British Dental Association at Cambridge last 
August, there was one by Miss Shirley Glasstone 
describing the growth of tooth germs in vitro.1 Her 
work was done at the Strangeways Research Labora- 
tory and this is, we believe, the first successful attempt 
to grow tooth germs artificially. Molar and incisor 
teeth from mammalian embryos were dissected out 
under sterile conditions and grown in the same way 


1 Brit. dent. J, Sept. 15th, 1937. 
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as other tissue cultures. These explanted teeth 
continue to develop both histologically and morpho- 
logieally. Where molar tooth germs have been — 
explanted before cusp-formation has begun, deep 
cusps form which are approximately normal in size, 
number, and arrangement. The pulp cells differentiate 
into odontoblasts and deposit dentine and the 
ameloblasts show the beginning of enamel-formation. 
It has long been believed that the shape of teeth is 
determined by the enamel epithelium and that even 
in animals in which enamel is normally absent, such 
as the edentata, tooth-formation depends on the 
presence of specialised epithelium. This is borne 
out by the result of Miss Glasstone’s work. In 
cultures where the dentine is formed in contact with 
the epithelium it is deposited in a regular sheet; 
but in the absence of epithelium the odontoblasts 
merely give rise to irregular bands of dentine. Further, 


_ the odontoblasts differentiate in vitro only in the 


presence of ameloblasts. If, for instance, in an 
explant devoid of epithelium the original odonto- 
blasts degenerate, they are not replaced by any 
further differentiation of pulp cells. This suggests 
that the enamel epithelium exerts some influence 
on the pulp tissue. In addition to this work Miss 
Glasstone has collaborated with Prof. R. Robison, 
F.R.S., of the Lister Institute, in a study of the 
calcifying mechanism in normal embryonic teeth. 
They have obtained evidence that the process of the 
calcification of dentine is similar to that of bone. 
Early embryonic teeth of rats and rabbits have a 
high phosphatase activity equal to that of embryonic 
bones. Even more interesting is: the fact that 
uncalcified dentine can be partly calcified by immer- 
sion in salt solutions like those that effect calcifica- 
tion of hypertrophic cartilage and osteoid tissue. 

Miss Glasstone is to be congratulated on her 
successful application of tissue culture methods to 
tooth germs. They seem likely to help us with some 
of the unsolved problems of tooth development and 
calcification. 


SPANISH REFUGEES 


THE number of refugees so far evacuated from 
northern Spain exceeds 100,000. Of these Great 
Britain has accepted 4000 children on condition that 
they are wholly maintained by private subscription. 
The French Government is at present supporting 
about 50,000, and the conditions under which they 
live have lately been described by Commander H. 
Pursey, R.N.1 When the first refugees arrived it was 
possible to find them suitable quarters near the 
coast, but later this was out of the question, and now 
there are nearly a thousand camps and centres scat- 
tered all over France. The cost of feeding is borne 
by the French Republic, which allows 20 francs for 
an adult and 7 francs for a child per day; but the 
other expenses fall on local, mainly voluntary, 
funds, “and the supply of such requirements as 
clothes depends on whether local organisations and 
people are sympathetic to the refugees or not.” In 
August the Government of France announced that 
it could not undertake to provide for any more 
refugees, and could accept them only for transit to 
other countries. In practice this almost always 
means transit to Government Spain, and as immigra- 
tion from Gijon and other Asturian ports continues 
France is pouring refugees by thousands into Cata- 
lonia over the only remaining safe railway line at 
Puigcerda. The number of homeless people who 
have already found refuge in Catalonia—mostly 


1 Manchester Guardian, Sept. 30th, 1937, p. 11. 


918 THE LANOET] 


from Madrid and the south—is variously estimated 
at between half a million and “ nearly a million,” ? 
and as the food situation in Madrid is deteriorating, 
this extra population is likely to increase. An 
appendix to Dr. Ellis and Dr. Russell’s report gives 
details of particular camps and houses where these 
people are living: they include such sentences as 
“the condition here as regards food, clothing and 
housing could hardly be worse”; ‘‘ very short of 
blankets—no winter.clothes and shoes ” ; ‘ nutrition 
appalling, especially of children—thin, pale, wizened, 
dirty, ragged clothing, broken canvas shoes.” All 
this is the by-product of war, and the question must 
arise in many minds whether the League of Nations 
organisation could not be used to mitigate the 
suffering it has so far failed to prevent. ‘There is 
some possibility,” we are told,? “‘of the formation 
of an international relief scheme organised through 
the League,” and we have no doubt that if the will 
were there the League instrument could usefully be 
employed to this end. 


“ MEDICINE TODAY AND TOMORROW” 


On Tuesday appeared the first number of the 
official organ of the Socialist Medical Association ; 
it is to appear monthly and offers expression to all 
forms, of progressive thought. This issue contains 
an excellent article on the municipal hospitals of 
London with a suggestion for the development of 
out-patient departments, without which it must be 
impossible to run them economically and efficiently. 
Mr. F. Le Gros Clark deals with the malnutrition 
controversy, posing the twin questions: can we 
conceive of a rational food policy for the nation ? 
shall the distribution of certain essential foodstuffs 
be made a public service? Dr. D. S. Greig describes 
the enterprising Bermondsey film unit at work. 
There are two pages of medical news of the world ; 
‘from our own correspondents ” it is headed, but 
not all of these, perhaps, reside in the country of 
which they write. The correspondence columns are 
to be an absolutely open platform, and a critical 
letter addressed personally to the editor (Dr. D. 
Stark Murray) is an earnest of this intention. In the 
near future will appear a series of articles on 
the medical service of the future. The policy of the 
journal is summed up in the hope expressed at the 
end of the leading article, that it may be of some 
assistance in shaping the medical system of to-day 
into a better and more complete system. Medicine 
Today and Tomorrow is published from 5, Johnson’s- 
court, London, E.C.4; the subscription price is 5s. 
a year, post free (single copies 4d.). 


THE EXPERIENCED BENEFACTOR 


THERE are three ways of giving: one is to present 
a large capital sum for buildings and leave to the 
recipients the embarrassment of finding means for 
staffing and maintenance. This is a primitive method 
adopted by those who have little experience of the 
anxieties such a gift may entail, and has led to white 
elephants in more than one community. It is perhaps 
from vision out of disillusionment arising from such 
gifts that there has been born a more cautious way 
of giving now often adopted by private benefactors 
as well as by central governments anxious to stimu- 
late the activities of local ones—the offer of a gift on 
condition that a similar sum is raised from other 
sources. This has the disadvantage of presupposing 
that the vision of the recipients is as clear and their 
perception of the benefits to be obtained as acute as 


2 Bulletin of National Joint Committee for Spanish Relief, 
October, 1937. 
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that of the donor, and this is not always so. There 
remains a third way—an expensive one it is true— 
but carrying no other apparent disadvantage. It is 
this way that Lord Nuffield has chosen at Oxford. 
Starting with the million pounds—and more—devoted 
to the fostering of post-graduate medical research, 
he is himself adding to this gift as it becomes clear 
what is needed fully to implement his original pur- 
pose. One of the doubts that has been expressed on 
the wisdom of his choice of Oxford rather than a 
larger centre for the original endowment was con- 
cerned with the paucity of hospital accommodation 
in the surrounding district. The critics have been 
confounded. We have already recorded a series of 
additional gifts to local hospitals, and during last 
week it was announced that Lord Nuffield had given 
£300,000 to. the Radcliffe Infirmary and the hospital 
associated with it to form an endowment fund, the 
income from which will go towards raising the stan- 
dard of hospital services in the district. The trustees 
of the endowment fund will include the chairman, 
vice-chairman, and secretary of the Joint Hospitals 
Board. As we go to press comes the further announce- 
ment of a donation of £200,000 to the University of 
Oxford to be applied to meeting or contributing to 
(1) certain costs already incurred by- the University 
in the erection of hospital buildings ; and (2) the cost 
of erection of any further buildings required at any 
hospitals solely or partly by reason of their associa- 
tion with the scheme for the development of the 
school of medicine. The buildings actually specified 
as being among those to be paid for include two new 
wards at the Radcliffe Infirmary (for the use in the 
first instance of the Nuffield professors of surgery 
and obstetrics and gynecology), together with operat- 
ing and X ray theatres and office accommodation, 
and a new wing of the maternity home. This clinical 
benefaction is one of three new ones, all designed 
still further to extend the facilities for study avail- 
able for the University of Oxford. £100,000 is given 
to the erection and equipment of a new laboratory 
of physical chemistry, and a million pounds is offered 
for the building and endowment of a new graduate 
college to be devoted to the collaboration, particu- 
cularly in social studies, of theoretical students and. 
practical men of affairs. 


Sir JoHN Moore, doyen of the medical profession 
in Ireland, died in Dublin on Tuesday at the age of 
nearly 92. Sometime professor of the practice of 
medicine at the Royal College of Surgeons in Ireland 
he had been president of the Royal College of Physi- 
cians of Ireland and of the Royal Academy of Medicine 
in Ireland. 


THREE national prizes for art and science were 
offered to Germans this year by their Government 
in place of the Nobel prizes which they are no longer 
allowed to accept. The second of these prizes for 
1937 has been divided between Geheimrat August 
Bier and Staatsrat Ferdinand Sauerbruch, both 
professors of surgery in the University of Berlin. 
Each will receive 50,000 RM. 


THE London Medical Exhibition—the 25th of 
the series—will be held in the new hall of the Royal 
Horticultural Society, Westminster, from Monday 
to Friday of next week. Admission is confined to 
the medical profession and is by ticket only. The 
exhibition is open each day from 11 to 6.30. The 
prganisers state that a large number of substances, 
preparations, and instruments are being exhibited 
for the first time. 
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OPENING OF THE MEDICAL SCHOOLS 


Our last issue contained extracts from four 
inaugural addresses given at London medical schools 
at the beginning of the winter session. The following 
are taken from addresses since delivered at Newcastle- 
upon-Tyne by Lord Eustace Percy, at the Birmingham 
medical school by Prof. Leiper, and at the Royal 
Dental Hospital, London, by Sir Cuthbert Wallace. 
Lord Eustace Percy spoke as first rector of King’s 
College, newly formed by the amalgamation of 
Armstrong College with the College of Medicine, 
Newcastle. 


MEDICINE AND GOVERNMENT 
By Lorp Eustace Percy, P.C., LL.D. 


RECTOR OF KING’S COLLEGE, UNIVERSITY OF DURHAM 


I KNOw little of medical science, but as an ex-poli- 
tician with some experience of the Ministry of Health 
and a fairly large experience of the Board of Educa- 
tion, I do know something of what I may call medical 
politics. I know what doctors think of statesmen— 
but most of that is scarcely quotable. I know, too, 
what statesmen owe to doctors and (more important) 
what they expect from doctors—and it is on that 
subject that I should like to say a few words. For 
these expectations seem likely to affect profoundly 
the future of the medical profession. 


Already, within the lifetime of a man of fifty (which 
happens to be my age) the profession has undergone 
almost a social revolution. I was twenty months 
old when (as I have subsequently learned) the Pasteur 
Institute was opened by the President of the French 
Republic; my school years coincided with the 
culminating researches of Ross in India and of Reid 
and Agramonte in Cuba; I went to Oxford in the 
year that General Gorgas was appointed medical 
administrator of the Panama Canal Zone. In those 
first seventeen years of my life the researches of two 
generations had, it seemed, suddenly borne fruit ; 
scientific knowledge had been transmuted into social 
power. As the physician’s knowledge had grown, as 
his attention had been increasingly directed, not 
merely to the cure, but to the prevention of disease, 
his social function had changed. The family adviser 
had become suddenly a State counsellor ; he had been 
called on to formulate State policies and to administer 
great communities. Moreover, great communities 
had learnt to put money at his disposal. The founda- 
tion of the Rockefeller Institute in 1901, and the 
appropriations of the American Congress to medical 
administration in Panama and the insular possessions 
of the United States, gave the physician for the 
first time command of resources on a scale hitherto 
enjoyed only by the manufacturer and the soldier. 

And this was only the beginning of the social revolu- 
tion. These earlier victories of preventive medicine 
were won by the physician in the field of tropical 
disease, on the outposts of European civilisation, 
over fantastic enemies either unknown to Western 
Europe or already driven out by improved sanitation, 
quarantine services, and a rising standard of living. 
To the ordinary Englishman bubonic plague was only 
a creepy story of the distant past, yellow fever only 
a soldier’s tale brought back from garrison duty in 
the West Indies, malaria an extinct ague of which 
curious survivals might be found in some local pockets 


of marshland, even cholera only a nightmare of his 
father’s youth. But since then research has been 
pushing its way frem the abnormal to the normal. The 
microbe-hunters have found a new quarry in the 
vitamin ; the psychologist will measure the ordinary 
citizen’s intelligence, the physiologist will chart his 
metabolism, with as much assurance as the medieval 
astrologer used to cast his horoscope ; medical science 
has begun to talk, not merely of preventing disease, 
but of raising normal human health and normal human 
activity to an altogether higher power. 

The politician has followed this lead—both the 
democratic politician on the look-out for new election 
programmes and the dictator following his dream of 
a new German nation or a new Marxian humanity. 
The focus of social reform has shifted from the drain- 
pipe and the sanatorium to the gymnasium and the 
dinner table. At this very moment it is hardly an 
exaggeration to say that the chief plank in our 
Government’s domestic programme is a mammoth 
publicity campaign, launched with the sole object 
of advertising the doctor as the saviour of society— 
and incidentally, of course, the Government itself 
as the doctor’s chief patron. 

Obviously this exaltation of the medical profession 
has its dangers. It will always be true, even of 
doctors, that “‘ the expert should be on tap and not 
on top.” It will always be difficult “to talk with 
crowds and keep your virtue ’—especially, perhaps, 
for the man of science. Nothing is more exasperating 
to such a man than to hear his provisional hypotheses 
broadcast to the public as if they were a ready-, 
made gospel, his carefully guarded statements quoted 
without qualifications for political purposes. On the 
other hand, nothing can be more intoxicating. Like 
cheers at a public meeting, such publicity may sweep 
the most honest of us off his feet and goad him to 
exaggerate truth into falsehood. 

But it is, after all, useless to dwell on these dangers. 
The new responsibilities of the medical profession 
are inevitable. If new, they were not unforeseen. 
Not long before the epoch-making event of my birth 
Huxley had predicted that medicine would become the 
most important of the social sciences, the focus and 
interpreter of all the rest. That is what is happening 
in our day. And surely we could not wish it to be 
otherwise—especially we who work and learn here 
on Tyneside. In such a region, the need for the 
physician’s leadership is evident enough and it is 
for such leadership that a great university school of 
medicine like this must consciously train its students. 

And this brings me to what I have had in mind 
to say to you who are matriculating to-day. 

This new call to the medical profession is not a 
call away from the old traditions of the profession. 
On the contrary, it is, as I see it, a call to realise afresh 
what those traditions are, and to bring them to bear 
with new force upon the public life of this nation. 
It is because the doctor is what he has been that the 
world is asking for his leadership. 

The call is first and foremost a call to the medical 
practitioner. The world does not want to be led by 
research workers, still less by medical journalists. 
Research is vital in all forms of human endeavour, 
and above all in medicine; but what is even more 
vital to-day, because it is more neglected, is the 
application of research. In industry, the time-lag 
between laboratory discovery and intelligent applica- 
tion by the works manager is often enormous; in 
medicine it tends perhaps to be even greater. Research 


920 ‘THE LANCET] 


is not specifically the business of the doctor; his 
specific business is to supply to the laboratory worker 
the field data of unsolved problems and to apply the 
results of research. For that purpose he must know, 
so to speak, the geography of research and he must 
know how to value its results: the difference between 
hypothesis and proof, the difference between a 
successful laboratory experiment and the successful 
treatment of a human being, the difference between 
both and successful health legislation for a whole 
population. Above all, he must be trained to grasp 
eagerly at new knowledge, whether (may I say it ?) 
the discoverer possesses a medical degree or not. 
But all this will not make him a good doctor. Unlike 
all other scientists, his skill consists in the advice he 
gives to the individual human being who comes to 
him for help. That is the test of his success or failure ; 
that, and that alone, is his qualification for social 
leadership. 

In fact, the whole accumulating results of physio- 
logical and of social research are but driving home 
two truths which the general practitioner has always 
known: that the treatment of a patient must be 
treatment of the whole man, and that hardly any 
patient can be treated solely as an individual, without 
consideration of his environment and his associations. 
The wise doctor has always known that his field of 
diagnosis cannot be narrower than the family, that 
his treatment must vary with his patient’s wife and 
children, with his work and wages, with his character 
and even with his religion. How often must he 
diagnose diseases like hyper-infantitis (as exemplified 
by the Old Woman who lived in a Shoe) or conjugal 
boredom (as described by Canning in the ae :— 


“Yeot must one man with one unceasing wif 
Play the long rubber of connubial life.’’) 


Two-thirds of his advice has always been based, 
not on scientific knowledge, but on pure human 
judgment: when to let a restless patient get out of 
bed, when a devoted nursing daughter has got on 
her mother’s nerves, and so on. It is because the 
doctor’s human judgment has been thus exercised 
in a way unknown to the pure scientist or the 
economist or the philosopher that the ordinary 
citizen like myself has been able to regard his medical 
adviser as his personal friend ; 3 it is for the same 
reason alone that the doctor is qualified to advise 
on and to administer social policy. 

And in at least one respect his training is superior 
to that of the politician. Human judgment is 
the good politician’s essential weapon, but he can 
never be certain whether his judgment on any 
particular issue has been right or wrong. He is 
dealing with too many uncertain factors ; even when 
he fails most signally he may have done the best in 
the circumstances. No doubt that is true also of the 
doctor, but not in the same degree. Over and over 
again the best doctor has suffered defeat when he 
knows afterwards that he might have won a victory. 
That experience gives a man the one supreme qualifica- 
tion for governing men: the quality of humility. 
True, by no means all doctors are humble ; like other 
men they sometimes talk great nonsense; but it 
ought to take a bigger dose of natural toughness to 
make a cocksure doctor than to make a cocksure 
politician. 

But, if these have been the traditions of the medical 
profession, how are they to be preserved to-day ? 
That is the great question of medical education. In 
many ways, modern organisation must make it more 
dificult to train the medical student’s judgment. 
Increasingly he studies the sick man in the hospital, 


knowing little, if anything, of his character, his - 
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family, or his means of livelihood. Increasingly, 
when he enters on practice, he finds himself applying 
to a stream of panel patients the methods of the 
hospital out-patients’ department. How is medical 
education to counteract these tendencies ? As such 
education rightly becomes more scientific, more a 
training in technical skill and in the command of 


immense reserves of technical equipment, how is it - 


to teach the student to be a human counsellor ? 

I am not qualified to answer that question; I 
can only suggest the thought to you who are entering 
upon that education. It is the most arduous course 
of training that a man can undertake. You will for 
years be immersed in drudgery: learning the 
geography of vast territories of human knowledge, 
mastering an enormous accumulation of facts, 
acquiring systematic habits of thought, high technical 
skill, and the faculty of quick decision. All this is 
essential to your power of rendering effective service 
in the future, either to your individual patient or to 
the State. Yet all will be useless, unless you can go 
out into the field of practice with a power of human 
understanding fortified, but not harshened, by your 
scientific knowledge. To-day when we talk so much 
of human rights and social equality, it is well to 
remember that a man’s first and fundamental right 
is to be treated as an individual, that the greatest 
social inequality is the poor man’s lack of privacy. 
If I were a manual wage-earner, I think the disability 
which would irk me most would be the difficulty of 
getting the busy poor man’s doctor to tell me explicitly 
what is the matter with me and what are my chances 
of recovery. Therefore the call to you as future 
social scientists is the same as the call to you as 
personal advisers, but even more insistent: get 
knowledge, but above all things, get understanding. 
Remember that, in the words of Sir Philip Sidney, 
one of the best definitions of learning is the “ enabling 
of judgment.” 


MEDICAL CAREERS IN THE TROPICS 
By R. T. LEereer, M.D., D.Sc., F.R.C.P., F.R.S. 


WILLIAM JULIEN COURTAULD PROFESSOR OF HELMINTHOLOGY IN 
THE UNIVERSITY OF LONDON 


It is natural, and indeed inevitable, that most 
medical graduates should seek to make their future 
careers in this country; either in general practice 
or in whole-time medical service under the State in 
one form or another. If I may use a motoring simile 
they take the broad trunk road and they have their 
security. But while its surface is smooth it is becom- 
ing increasingly crowded, the pace is slower, and the 
journey more monotonous and exasperating. There 
are, however, secondary roads ‘and by-paths which, 
leading to the same destination, enable one to make 
a quieter journey and enjoy a wider horizon. As it 
has been my lot to make my own professional life’s 
journey along oné of these by-paths of medicine, I 
should like to tell you something about it. Although 
in recent years it has become a good secondary road, 
it has increased, rather than lost, its original attrac- 
tion; for the road has become smoother and the 
prospects widened. This is the road which runs 
through the tropics. 

It is necessary first to stress the fact that nowadays 
overseas work is no hazardous adventure. The 
amenities of life in the tropics have greatly improved. 
Indeed medical science has transformed them during 
the last quarter of a century. “ White man’s grave ” 
is an almost forgotten epithet for West Africa. No 
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longer do families assist their relatives with passages 
there in the hope that they will soon cease from 
troubling. 

The type of Englishman acceptable to-day in our 
sphere of life in the tropics is the good all-round man 
with a sound body, a sound mind, and a good record— 
a good mixer of the social, not the alcoholic type. 
For persons with poor nervous outfits, the tropical 
climate and environment are particularly unsuited. 

With the general improvement of health conditions, 
vast areas in the tropics have been developed and 
Europe is drawing from them ever-increasing quanti- 
ties of foodstuffs and raw materials. The capital 
invested for these purposes must be enormous, and 
the leaders of industry now realise that the best 
method of conserving their interests in these regions 
lies in the prevention of disease. Consequently a 
rapidly growing demand for medical men is coming 
from the great industrial concerns as well as from 
colonial governments. The men who take up these 
appointments are given greater responsibilities and 
greater opportunities of acquiring medical experience 
at an earlier age than at home, while the financial 
outlook is, to say the least, certainly not less favour- 
able. Some of you have probably felt that you 
have a flair for surgery, but have realised how beset 
with difficulties is the fulfilment of such an ambition 
in this country. In the tropics, minor and major 
surgery may be said to be a matter of almost every- 
day routine, and there are many occasions on which 
the doctor has necessarily to embrace all the special- 
ties. JI quote the following from a recent address by 
Sir Frank Powell Connor on “‘ The Surgical Aspects of 
Tropical Disease.” In India a morning’s work might 
well include : 

“Fifteen to twenty eye operations (mostly cataract 
extractions), two herniotomies, and perhaps a hydrocele 
or elephantiasis scroti, an amputation or sequestrotomy, 
one or more abdominal sections, a litholapaxy, and half 
a dozen short operations for abscess, cellulitis, &c.”’ 


In the tropics there is the usual surgery of temperate 
countries, but in addition there are many compli- 
cations due to tropical environment and diseases, 
to the effects of heat, of flies and dust, and of biting 
insects. 

For those, however, to whom the strenuous life of 
a surgeon does not make an appeal, there is the more 
ordinary life of the district medical officer, or of the 
officer in charge of a tea or rubber estate; where 
he is responsible with the nursing and other sub- 
ordinate staff for the health of say 40 to 70 Europeans 
and a labour force of from 5000 to 15,000. His work 
is varied, for the ordinary diseases met with at home 
occur, as well as those peculiar to the tropics, and 
he has, also, to organise the practical application of 
measures for the control of malaria, ankylostomiasis, 
and other preventable diseases, and to supervise the 
maintenance of water-supplies and conservancy. 
Whatever may be the special nature of their appoint- 
ment and duties opportunities for research are open 
to all, for there are many diseases still awaiting 
investigation and, fortunately, their solution, in 
many cases, does not require that elaborate equip- 
ment which is now considered necessary for research 
at home. 

Of this essential difference between research 
methods into disease at home and in the tropics I 
was not aware when I first went to the Gold Coast 
in 1905, and I still recall with a sense of humiliation 
that I brought back, unopened, a large number of 
the cases of scientific equipment which I took out 
with me on that occasion 
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It is still possible to select from’ among the out- 
standing problems in tropical medicine some. which 
can be solved in a corner of a bungalow in a tropical 
out-station ; not as a part of one’s official duties but 
solely as a subject of personal scientific interest. In 
such a way, and under similar circumstances did 
Manson, as a private practitioner, in Amoy in China, 
and Ronald Ross, as a member of the medical service 
in India, solve two of the fundamental problems of 
tropical disease, and there are other notable examples. 


Having outlined generally the nature of medical 
work overseas, you will expect me to say something 
more specifically about the opportunities and life 
there. 


THE OPPORTUNITIES 


There are five main types of medical service in the 
tropics :— l 

(1) The Indian Medical Service ; 

(2) the Colonial Medical Service ; 

(3) independent private practice ; 

(4) subsidised private practice; and 

(5) medical service with big commercial and industrial 
i e eee we may call the Unofficial Medical 

ervice. 


Of the Indian Medical Service I propose to say little. 
In the past it was probably the greatest medical 
service in the world, and many are the famous names 
in its records. It still holds out great opportunities, 
but the imminent changes in the form of government 
in India are bound to react seriously on the prospects 
and work of English entrants in the near future. 
Moreover, a large number of Indians are seeking 
medical qualifications in this country with a view to 
civil medical employment in their own country. 


There seems every probability that the Indian Medical 


Service will become more and more a purely military 
service, 

But while the medical prospects are diminishing 
in India, those in the colonial possessions of the 
Crown are rapidly widening and becoming increasingly 
attractive. There is every likelihood that before 
long the Colonial Medical Service will be generally 
recognised as the premier medical service overseas. 

Until recently colonial governments had their 
own independent medical services, but these have 
now been unified as one Colonial Medical Service, 
with headquarters at the Colonial Office in London. 
To-day its staff of medical officers numbers over 1000 ; 
all of whom have been recruited in this country. 
Its members, with their own consent, may be trans- 
ferred or promoted from one colony to another. Men 
are encouraged to specialise and facilities are given 
for study-leave at home, to enable them to acquire 
higher qualifications. 

In the larger colonies the service has three main 
branches: medical, public health, and laboratory. 
In many of the bigger centres in these colonies there 
are well-equipped hospitals with fine wards, fine 
operating-rooms, and an excellent nursing service. 
To many there are attached medical schools, and the 
training of native auxiliary staffs is an important 
part of the local medical officer’s duties. In smaller 
centres the hospitals are necessarily less well equipped, 
and in remote places are still primitive but are steadily 
improving. In Ceylon, Hong-Kong, Malaya, Fiji, 
Uganda, and Nigeria, the medical schools issue 
diplomas to practise medicine, while recently the 
General Medical Council has recognised those 
in Hong-Kong and Ceylon and their diplomas are 
registrable in this country. S. 

The great discoveries which have already been 
made as to the mode of transmission and prevention 
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of most of the important tropical diseases have 
provided a scientific basis for their control or eradica- 
tion, and there are now in the Colonial Medical 
Service a large number of specialist posts in public 
health. Time only permits me to mention, without 
elaboration, the success which has attended the 
efforts of these public health specialists in reducing 
the incidence of malaria, yellow fever, ankylostomiasis, 
plague, and sleeping-sickness, which formerly took 
so heavy a toll of life. 

There are, moreover, highly ‘equipped laboratories 
in many of these colonies, staffed by whole-time 
research workers selected from the Colonial Medical 
Service. In the Malay States there is the Institute 
for Medical Research at Kuala Lumpur, while in 
Africa there are magnificent laboratories at Nairobi 
and Lagos, and at Dar-es-Salaam one in which 
Robert Koch worked. for some time. 

In the Colonial Medical Service the basic salary, 
as a rule, is from £600 to £700 rising to £1000; with 
promotion to super-scale posts, of which the highest 
paid to-day is that of director of medical services in 
Nigeria, which carries a salary of £2000 per annum. 
All appointments are pensionable, and the retiral 
age in West Africa is 50 and in East Africa 55. In 
most cases free furnished quarters are provided and 
free return passages are given to officers and wives 
for purposes of leave in this country. 

Quite recently the Medical Research Council, in 
conjunction with the Colonial Office, initiated a scheme 
of medical scholarships for tropical research, which, 
I believe, will in years to come develop into a great 
Imperial Research Service. Fortunate are those who, 
casting their bread on the waters, are about to 
pioneer this latest by-path in medicine. 

There are opportunities for independent private 
` practice in many of the larger towns in the tropics. 
This type of medical work has advantages and dis- 
advantages similar to those of private practice at 
home. The life is strenuous but the financial 
compensations are greater—at least they have been 
so in the past. Many of these private practitioners 
have been among the ablest men in our profession. 
Manson was for many years a private practitioner in 
China. As in India, however, fully qualified native 
practitioners are now competing with the European 
practitioner in most of our colonies and this competi- 
tion is likely to affect the English private practitioner 
in the tropics in an increasing degree. 

There is another type of practice in the tropics— 
it is really a subsidised practice. The Europeans in 
a district guarantee the medical officer a small sum 
annually and establish him in a centre, and he charges 
fees to subscribing members on an agreed scale. He 
may treat non-members at a higher fee. Such practices 
are sometimes worth between £2000 and £3000 
annually. 

I now come to medical service under the great 
industrial companies which operate in the tropics. 
Permanent and semi-permanent employment is to 
be found on tea estates and rubber plantations, on 
oil-fields and mines. Medical officers are also required 
temporarily on large engineering works such as the 
building of bridges, barrages, and hydro-electric 
schemes, The construction of these may occupy two 
or three years and give employment to 20 to 200 
European officials and from 5000 to 6000 native 
labourers. Obviously the climatic conditions under 
which such great undertakings are carried out are 
such that their completion is entirely dependent on 
the maintenance of the health of the workers. 

You are all familiar with the historical disaster 
which overwhelmed the French attempts to build 
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the Panama Canal at a time when the mode of pre- 
vention of malaria and yellow fever was unknown, 
and the no less remarkable success which attended the 
later American effort, based on the application of 
recently acquired knowledge. Yellow fever was com- 
pletely wiped out, and malaria was reduced by 
95 per cent. Since then there have been many 
similar, although less well known, triumphs within 
the British Empire. One recent example must 
suffice. | r 


When the Cleveland Bridge and Engineering Company 
accepted the contract to build over the Lower Zambesi 
the largest railway bridge in the world, they were aware 
that Dr. Livingstone, at the conclusion of his first great 
African exploration, had described the region of the 
Lower Zambesi as perhaps the most malarious he had 
ever seen. They therefore took special care to combat 
this disease, and the efforts of their medical staff were so 
successful that in the three and a half years during which 
the bridge was under construction there were only six 
cases of malaria, and the number of days off duty amounted 
only to nineteen. 


In’ these positions of enhanced responsibility with 
important commercial undertakings the less competent 
members of our profession, who in the early days filled 
many of them, are no longer wanted. The British 
Medical Association has carefully studied the position 
of these unofficial services recently and has, with the 
coöperation. of some of the principal industrial concerns, 
drawn up a model form of agreement, as a guide both 
to employers and to medical men in arranging their 
contracts. The Ross Institute of Tropical Hygiene 
in London is now the centre to which industries in the 
tropics generally send inquiries for their medical 
officers, and it is through that institute that medical 
men, wishing to go overseas, apply for these appoint- 
ments. The Ross Institute follows their careers 
with close attention, welcomes them when they come 
home on leave, and uses all its powers to forward their 
interests and to help them in their work. Unsatis- 
factory men are being weeded out. The standard 
required and the conditions of service offered are 
steadily being raised. 

These appointments are period contracts, but 
the conditions of service are now in many respects 
equal to those enjoyed under colonial governments. 
The contracts are renewable but the security of tenure 
is, in practice, a sound one; for the great industrial 
companies know the risk of losing a good man who 
is familiar with their interests. Although these posts 
are not pensionable the salaries are higher, and the 
chances of having a home in the same district for a 
long period are often greater than in government 
service. Moreover, a man is not restrained by pension 
rights from changing tg another place or from return- 
ing home if he should so desire. There is a continual 
demand for able men, and to some the sense of 
independence, which a temporary renewable contract 
gives, is one of its attractions. The average com- 
mencing salary is about £1000 per annum, with a 
free bungalow, often with electric light and water- 
supply, and with certain allowances. The contract 
is usually for three or four years, with leave on full 
pay for at least six months at the end of each term, 
in addition to local leave. Some of the more senior 
men are paid anything from £2000 to £3000 a year. 
Sometimes there is an allowance for one or two 
servants. Car transport is provided, or an allowance 
is made to the man who keeps his own car. First- 
class passages are given both ways. 

Sir Malcolm Watson, director of the Ross Institute, 
to whom I am indebted for these particulars assures 
me that, in the Middle East, if a man lives quietly 
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and reasonably, he and his wife can live on half the 
initial salary ; and that in Africa, where the oppor- 
tunities of spending money are fewer, the relative 
saving is greater. In Africa too, for climatic reasons, 
these contracts usually run for periods of from twelve 
to fifteen months, with three months’ leave on full 
pay at the end of each contract. 


THE LIFE 


So much then for the professional aspects. 
what of life in these tropical lands ? 

Strangely enough, it is the fear of heat and not of 
disease which is often the chief deterrent from a 
tropical career. Yet I personally know of no one 
who has left the tropics on that account. The summer 
heat of London can be more trying than that of 
Central Africa, where dress and mode of living are more 
suitably adjusted to climatic conditions. 

Even in small communities games and amusements 
are organised, and there is far more frequent and 
general participation in them than at home; for 
there is a pressing sense of need to compensate for 
enforced banishment and the severance of home ties. 
Usually there are tennis and golf and in many places 
cricket, football, hockey, polo, and racing. The 
club, with its rooms for billiards, cards, and dancing, 
is the chief social centre. 
frequent occasions for the exchange of hospitality 
than here. Wireless brings news and music; open- 
air cinemas are springing up in many places. If 
there is abundant rain or where water is available, 
a garden can be made as deeply satisfying as at home. 
In many districts there are opportunities for sport 
and in some for big game shooting. In all these 
social activities the doctor shares as fully as the 
other members of the community. He has few night 
calls and work ceases early, for the afternoons are 
hot and night falls suddenly at, or soon after, six 
o'clock. 

But if these English pastimes become the sole 
relaxation they are merely anodynes. There are 
many serious interests with which to fill leisure hours. 
All around are strànge and fascinating subjects for 
study: local dialects, customs and legends, native 
medical lore, bird watching for European migrants, 
and other aspects of fauna and flora. Perhaps more 
fascinating than these: native psychology, and the 
effects of the impact of European civilisation upon 
it, with all its unplombable potentialities. If in 
the past there had been better understanding of 
native motives, many errors, involving heavy loss of 
European and native life, misunderstanding, and 
bitterness could have been avoided. 


But 


x * * 


I have not, I hope, painted too rosy, if super- 
ficial, a picture or suggested a life entirely without 
trial or adventure. Trials and adventures there are, 
but it is significant that most of those who enter upon 
it make it their life’s work. In closing I cannot do 
better than quote a tribute, written by A. C. Hastings 
on his retirement, after many years of service in 
Nigeria :— | 

“ So to that life and work I bid good-bye with much 
regret. It holds for me, as such lives must, memories 
both good and bad, pain and pleasure, failure and success. 
But on the whole it leaves a sense of right good times, 
and I commend the country to the new generation. For 
all who like a life of freedom, the open air, responsible 
work and a feeling of individuality, which life in a crowd 
can never give, there is no better place than this to find it.” 


For my own part, recollections of my journeys jn 
the tropics are the happiest of memories. 
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THE FUNCTION OF A MEDICAL SCHOOL 
By Sm CurHBERT WALLACE, K.C.M.G., C.B. 


PRESIDENT OF THE ROYAL COLLEGE OF SURGEONS OF ENGLAND 


Wuar is the function of a university, a college, or 
school? Most of you would probably answer “ To 
grant a degree.” But its chief function is, not to grant 
a degree, but to give an education. If it has given 
a good education the granting of degrees is only a 
horrible necessity forced on it by students who 
want a hall-mark to go into the world to sell. 

The function of a university is to give a good educa- 
tion. What is a good education? That depends on 
what faculty is embraced; it also depends largely 
on the students you have to educate. 

My experience at St. Thomas’s led me to divide 
students into three classes. The first are “ fliers,’’ 
the intellectual giants, who form a class by them- 
selves. The next is the average man, the sort of 
democracy of medicine and surgery, those people 
who take a serious view of their profession and 
view it as something more than a mere means of 
getting bread-and-butter and bacon for breakfast. 
The last class is a diminishing number, and perhaps 
one may regret they are diminishing, though probably 
officially deans would not endorse that. They are 
the people who drift along with the stream, and often 
get stranded in the stream. They are amiable, often 
extremely nice people, and are rather a social asset 
in a community. I know of one who went down 
to fame because he hit W. G. Grace three times for 
four. As they are a diminishing number we have 
to think of the other two classes. Nobody need 
trouble about the fliers, they will educate them- 
selves; they will win through, no matter what 
happens. With regard to the ordinary kind of fellow, 
what is the best for him ? I would sum up by saying : 
Give him plenty of opportunities of learning, in 
contrast to actual teaching, and those opportunities are 
the feature of our London system ; I mean the contact 
between senior student and junior student, and 
between junior student and junior student. It 
brings us back to the saying of an old St. Thomas’s 
man who rose high in the world of pathology, “I 
have learned much more from talking to students 
on the terrace of St. Thomas’s Hospital than I ever 
learned in the classroom’’; and there is an extra- 
ordinary amount of truth in that. One student can 
help another tremendously. 

Another thing which vexes deans is the question of 
If I were to ask those in this gathering who 
like lectures to hold up their hands, I wonder what 
would happen. I do not know, but it is a perennial 
subject, and it is still being discussed. From one 
you will hear that lectures are no good; yet some- 
times they come back into favour. What is the 
reason for this difference of opinion ? First it must be 
granted that the man knows how to lecture, that 
he does not read out of a text-book, that he knows how 
to deal with the subject. I think the difference of 
opinion arises from the fact that there are two classes 
of mind: one man can learn through a book, for 
what he reads will stick; others can read for an 
evening, but on closing the book he will forget what 
it was all about. I know one good example of that. 
But another friend never forgot anything he read. 
The fact is there are two kinds of mind; one learns 
best from books, another from lectures and demon- 
strations. Ifaman thinks he can benefit from hearing 
lectures, by all means let him attend them ; if a man 
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does not benefit from them, let him stay away—and 
he is probably quite a wise man. 

We are hearing a great deal about research, some- 
times one gets rather tired of the word. Every 
educational body should set itself out to find some- 
thing to hand down to the next generation. It is 
true to say that a school is a good school if there is an 
atmosphere of inguiry about it, in other words, of 
research. Where shall we get these researchers f 
They will come from the Class 1 which I mentioned, 
and a certain number from Class 2. The man you 
want to encourage is he who sees a problem and can 
then plan out means of solving it. That is the kind 
of individual it is the duty of a school to seek out and 
give every opportunity to. I am distrustful of the 
man who goes to his teacher and says, ‘‘ Professor, 
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give me something to research on.” To be of value, 
research must be a spontaneous matter. 

I see it is said in your prospectus that dental surgery 
is a part of medicine; I am very glad to see that, 
because obviously it is, and I do not see why dentistry 
should be separated off from medicine, any more 
than laryngology. Both need special instruments 
and a special technique. If a man comes straight 
from school to a medical schoo] he rubs shoulders with 
nobody except the man who is doing medicine. 
If that is true of general medicine, it must be worse 
in the case of a specialty. And how much better 
would it be if, in London, instead of having hostels 
confined to medical students, they could be thrown 
open to those of other faculties. This would broaden 
their education. 


POST-GRADUATE LECTURES 


THis week we continue our series of abstracts of 
some of the post-graduate lectures lately delivered 
at the London teaching hospitals. Mr. Handfield- 
Jones’s was given at St. Mary’s and Dr. Clausen’s 
at Charing Cross Hospital. 


RECENT ADVANCES IN PROSTATIC 
l SURGERY 


(Mr. R. M. HANDFIELD-JONES) 


Some five years ago I had the privilege of addressing 
you on this same subject. My excuse for re 
to it is the very remarkable advances that are being 
made in this branch of surgery. The Freyer opera- 
tion of suprapubic enucleation with subsequent 
drainage remained unchallenged and even unques- 
tioned for many years. Thomson-Walker’s plea for 
visual inspection of the prostatic bed and the ligature 
of the bleeding points caused some discussion at the 
time but gained surprisingly few adherents. During 
the last seven years our attention has been directed to 
certain methods which obviate suprapubic drainage 
of the bladder. 

Let me remind you of the pathological anatomy 
of the senile hypertrophy of the prostate. Intrinsically 
this benign process is of no more importance than 
a fibro-adenoma of the female breast, but it gains 
its sinister reputation because, by causing chronic 
\urinary obstruction, it endangers renal function. 
It rarely occurs before 55 years and the majority of 
our patients are over 65. Such patients cannot be 
regarded as the most favourable surgical material 
and we must necessarily be prepared to face anxieties 
and dangers in the removal of an enlarged prostate. 
It is in the attempt to overcome those risks, which 
are subject to our control, that progress is being made 
to-day. 

Let us analyse the dangers of enucleation. Advanc- 
ing years bring with them certain general risks con- 
cerned with the cardiovascular system and the lungs, 
but it is the condition of the urinary tract which 
brings us our special anxieties in this disease. Renal 
function is slowly and insidiously damaged by pro- 
longed chronic obstruction and this process becomes 
both rapid and serious as soon as infection supervenes. 
It can hardly be denied that enucleation with supra- 
pubic drainage is contrary to the best canons of 
surgical practice, the prostate being shelled out with 
the finger with no visual inspection of the operative 
field, little or no attempt being made to obviate or 
control hemorrhage, and drainage being established 


at the top of the bladder instead of at its lowest part. 
In those patients who had escaped urinary infection 
prior to operation suprapubic drainage inevitably 
led to post-operative sepsis. Nevertheless if the 
poor type of surgical material be considered the 
results were surprisingly good ; but assuredly not so 
good as to be incapable of improvement not only in 
the mortality but in the length and the discomfort 
of the convalescence. 

oao advances in technique have been directed 

to the control of hæmorrhage and the avoidance of 
suprapubic drainage, but before I pass on to describe 
these methods let me make clear to you all the very 
great importance of assessing the suitability of each 
individual patient for the different operations available 
and the methods by which this is done. A general 
physical examination will guide us in our choice of 
anæsthetic and may forbid any but palliative treat- 
ment; an examination of the urine reveals the 
presence and to some extent the degree of the 
infection ; and finally the estimation of the blood- 
urea provides us with the most important indication 
of renal efficiency. 

You will recall that, in the operation of enucleation 
with suprapubic drainage, we divided our patients 
into two groups, those who were safe for a one-stage 
operation and the-others who needed a period of 
suprapubic drainage before the enucleation was con- 
sidered safe. To-day suprapubic drainage will be 
called for only in the worst cases, in which the 
blood-urea is over 150 mg. per 100 c.cm. and the 
urine is heavily infected or in which the patient has 
not responded to other measures. The safety of the 
patient and the complete success of the new methods 
require that the blood-urea be under 60 mg. and that 
there be only a trace of infection present. Few 
cases of this disease present themselves in this happy 
state ; how then are they to be made fit ? For supra- 
pubic drainage we have substituted the in-dwelling 
catheter, the largest tolerated by the patient being 
tied in and constant drainage established. If necessary 
the bladder is irrigated daily with silver nitrate 
(1 in 10,000) and an intense diuresis is produced by 
giving ten pints of fluid in the 24 hours. Blood-urea 
readings are done on alternate days until the condi- 
tions are favourable for operation. 


THE HARRIS OPERATION 


Under spinal or general anesthesia the bladder is 
opened suprapubically by a median subumbilical 
incision, which must give adequate access. The 
prostate is enucleated in the ordinary way, after which 
a three-bladed illuminated retractor is inserted and 
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the bladder is freed from clot. A long roll of gauze 
is packed tightly into the prostatic bed and firmly 
compressed for three minutes. On its removal a 
great deal of the oozing will have ceased but two 
arteries will be seen spurting on the postero-lateral 
rim of the prostatic cavity at about four and eight 
o'clock. These are immediately picked with long 
fine forceps and under-run with fine catgut. Morson’s 
anterior retractor is then introduced, the prostatic 
bed is perfectly illuminated and visualised, and the 
trigonal flap stitch is inserted. A full-sized catheter 
is now inserted through the urethra by the assistant 
and made to project into the bladder cavity passing 
in front of the trigonal flap. A second stitch approxi- 


mates the lateral margins of the rim in front of the ` 


catheter. The base of the bladder has now been 
practically re-formed and no raw area can be seen 
from above. The catheter is transfixed by a silk- 
worm-gut stitch, each end of which is brought through 
the bladder wall and the anterior abdominal wall and 
fixed by lead buttons about 1 in. on each side of the 
incision. The bladder wall is closed with the utmost 
care with two layers of catgut and the abdominal 
wall closed. with a small wick of rubber tissue into the 
cave of Retzius. 

Constant drainage is maintained through the 
catheter for seven days after which time it is removed. 
Normal micturition should þe 
immediately and there should be no leakage from the 
wound. The stitches are removed on the tenth 
day and the patient is allowed up, the wound healing 
by first intention. 

I admit that I have been careful in my choice of 
cases, being anxious that a good method should not 
(as is so often the case) fall into disrepute owing to 
defective judgment in the classification of the type 
of patient. On two occasions the catheter has been 
pulled out by the patient during the first night; in 
one it was easily replaced but in the other a tube had 
to be inserted into the bladder above the pubis. 
Five borderline cases with blood-urea over 100 mg. 
failed to respond to catheter drainage and had to have 
suprapubic drainage. But otherwise all my patients 
have resumed normal micturition between the 
seventh and tenth days and their post-operative 
confinement to bed has not been more than 10 days. 
This method marks a new and great advance and the 
Harris operation is unquestionably the operation of 
choice in all patients who are considered from both 
general and urinary aspects suitable for a one-stage 
operation. 

TRANSURETHRAL RESECTION 

This method demands a high degree of experience 
and efficiency in the manipulation of endovesical 
electrical instruments. The resectoscope comprises 
an illuminated optical system giving direct vision 
into the bladder and a platinum loop activated by a 
current of high oscillation, the whole enclosed in 
a bakelite sheath. The intravesical projection and 
that part of the lateral lobes proximal to the ejacula- 
tory ducts are removed piecemeal by a series of cuts 
with the platinum loops, the object being to remove 
sufficient tissue to restore the calibre of the normal 
urethra and so to overcome all chronic urinary 
obstruction. In a more recent modification of the 
instruments the cutting is done by a cold circular 
metal punch, the diathermy current being used for 
hemostasis only. Transurethral resection is the 
ideal procedure for carcinoma and may be substituted 
for Harris’s operation in those patients whose general 
condition forbids the more extensive operation. The 
after-treatment is similar to that in the Harris 
operation, except that the catheter can be removed 
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as early as the fifth day, and, there being no external 
operation trauma, the patient can get up immediately 
after the catheter is out. There is, however, a period 
of many days and possibly four weeks in which 
micturition is not entirely normal, a certain degree 
of frequency and smarting pain being present till the 
desiccated area is healed, It seems to me unfortunate 
that a tendency is appearing amongst English 
urologists to become exclusively resectionists or 
“ Harrisites ” ; each method has its own advantages, 
and the interests of our patients can best be served 
by the skilful selection of cases. 

The Steinach II operation of ligature of the efferent 
ducts between the body of the testis and the globus 
major of the epididymis on both sides at first appeared 
to merit extensive trial; but though it seems to 
relieve symptoms I think we may accept the evidence 
that such improvement is merely transient. I have — 
no time to discuss the recent work on endocrine therapy 
in connexion with the relief of symptoms nor do 
I think that we have yet sufficient information on this 
subject. Nevertheless I believe I have shown you 
to-day that the treatment of senile hypertrophy of 
the prostate has undergone definite improvement and 
that we need not personally look forward to 
its possible occurrence with the same degree of 
apprehension as in the past. 


BASAL ANAZSTHESIA 
(DR. R. J. CLAUSEN) 


A LITTLE over ten years ago Avertin was intro- 
duced as a hypnotic, It was then tried as a surgical 
anæsthetic, with considerable success, but the large 
doses employed often caused alarming depression of 
the respiratory and other systems, with occasional 
fatalities. 

The claims made for it were then modifed and 
the expression ‘basal anæsthesia” was coined, 
indicating a state of unconsciousness, produced by a 
non-volatile agent, which should serve as a base upon 
which a complete anæsthesia could be built up by 
the addition of a volatile agent ; at the present time 
the term is also used to indicate an anæsthesia 
produced solely by injection. 

The advantages of basal anzsthesia are well 
known ; the patient goes to sleep in bed in ordinary 
comfort, and with no more interference than a rectal 
or hypodermic injection, and wakes some’ hours 
later in the same familiar surroundings. The amount 
of inhalation anæsthetic required is greatly reduced, 
and many operations can be carried out under gas- 
oxygen.’ During the period of after-sleep the pains 
of operation will have lost their most acute edge, and 
inhalation anzsthetics will have been largely elimi- 
nated, The return to consciousness should be gradual 
and comfortable, and free from nausea or vomiting. 


It is only natural that such a glowing picture should 
have a gloomier side, and: the patient may purchase 
the luxury of basal anesthesia at the price of increased 
risk. Powerful drugs are employed, whose effects 
cannot be rapidly controlled as can those of an 
inhalation anesthetic. A dose injected into a vein 
is irrecoverable, and though the amount required 
may be judged by slow. injection and close observa- 
tion, the patient’s recovery depends on his ability 
to destroy and eliminate the drug. Equally accurate 
dosage is impossible when an amount based on body- 
weight is injected rectally, and though, in the event 
of untoward symptoms, it may be possible to with- 
draw some, it is probable that by then most. will have 
been absorbed. Here again the most that can be 
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done is to maintain the functions of circulation and 
respiration, pending elimination. 

Basal anesthesia cannot be used in ambulatory 
eases. After full doses the deep sleep may entail 
extra work and responsibility upon nursing staffs ; 
on the other hand, restlessness amounting to violence 
may occur during recovery, when pain elicits a 
response but the higher functions of reason and 
control have not returned. 

It is well to bear in mind the strictures that some 
authorities have passed on the barbiturates. ` Some 
of this series that are used intravenously can cause 
pulmonary cdema if injected too quickly, and can 
aggravate existing inflammation of the lungs. Pro- 
longed depression of respiration may increase the 
liability to pneumonia through hypoventilation and 
congestion. Recently published figures show a 
definite increase in lung complications after basal 
anesthesia. Finally, the possibility of serious indi- 
vidual idiosyncrasy is always present. 

Another aspect of the question is the ethical one, 
and I would like to quote from a recent number of 
the Times an extract from the annual report of a 
medical officer of health, referring to dental treat- 
ment of children. After saying that the dentist’s 
chair provided a test of courage and character, and 
complaining of the timidity and bad behaviour of 
many children, he said: ‘‘ Education of juveniles 
might be extended to provide harsher physical and 
moral training, so that artificial mitigation of physical 
and mental anguish at dental sittings might be 
reduced.” This point of view may appear reactionary 
to some, but must be equally applicable to surgery, 
and I would like to express my agreement. I have 
been struck by the lurid picture of the horrors of 
surgery, painted by some advocates of basal anæs- 
thesia, and by the deplorable attitude of healthy 
young adults of either sex towards the relatively 
trivial ordeal of ordinary anesthesia. In contrast, 
I remember meeting in a home a candidate for prosta- 
tectomy the following morning. Nothing had been 
said about premedication, but as I was: leaving he 
remarked: ‘‘ You won’t dope me too much to-morrow, 
will you; I want to walk to the theatre myself.” 
This praiseworthy attitude is only likely to be met 
with now in elderly persons. 

Basal anzsthesia is not to be lightly or routinely 
ordered, but individual care and attention should be 
given. The same drugs can of course be given in 
modified dosage to produce any lighter degree of 
hypnosis desired, with corresponding increase in 
safety. As an alternative I would call to mind the 
value of the old-established and well-known opiates, 
alone or in combination. A simple and common 
routine dose is one-sixth of a grain of morphine with 
one-hundredth of a grain of atropine. More effica- 
cious is the widely used “ Hyoscine Compound A,” 
containing gr. 1/100 hyoscine, gr. 1/6 morphia: and 
gr. 1/180 atropine, or the omnopon-scopolamine com- 
bination of gr. 1/3 and gr. 1/150 respectively. These 
doses are for average adults, and must be modified 
according to age, general condition, and illness. Young 
children should not receive opiates, though they often 
need a relatively high dosage of the basal anesthetics, 
and in old persons they must be used with caution. 

I wish to give a particular warning against the 
combination of opiates with basal anssthetics in 
unfavourable cases, owing to the powerful combined 
action of the two depressants. 


THE BASAL AN XSTHETICS IN COMMON USE 


Avertin is put up in solution, each cubic centimetre 
of which contains one gramme of the drug. The 


24 per cent. solution is usually prepared shortly 
before use, by briskly shaking the measured dose in 
the necessary amount of distilled water, which should. 
be between 35° and 40°C. Overheating leads to 
dangerous decomposition, and reheating after cooling 
is not allowed. The solution may be kept for twelve 
hours at body temperature, and must be tested with 
Congo red for free acid before use. The makers 
supply a table of quantities required for given weights. 

The average dose is 0:1 c.cm. for each kilogramme 
of body-weight, which should give about two hours’ 
sleep. It may be reduced to 0°05 or less in the old 
and feeble, and increased up to 0-15 for cases of goitre 
with a high metabolic rate, if in otherwise good 
condition, for the highly strung and nervous, and 
perhaps for children, though the makers say that in 
the latter 0-1 should not be exceeded. The solution 
is run into the rectum with a funnel, tube, and rubber 
catheter, about half an hour before operation, sleep 
usually coming on in about ten minutes. If an inhala- 
tion anssthetic is to follow, atropine is usually given, 
and in suitable cases a small dose of morphia also, but 
with caution and due regard to the patient’s condition, 

Avertin is contra-indicated in inflammation of, or 
operations on, the large intestine; in the presence 
of very low: blood pressure or basal metabolic rate ; 
if a brisk return of consciousness is required ; and in 
cases of gross disease or derangement of liver or 
kidneys, since it is broken down in the liver and 
excreted by the kidneys. | 

Rectal paraldehyde has been used for a good many 
years, but has now largely been superseded by 
avertin. It is given in dosage of one drachm for each 
stone of body-weight, at least up to- eight stone, 
either in 10 per cent. solution in saline, or dissolved 
in a small amount of liquid paraffin. Objections are 
the bulk of the saline solution, the unpleasant smell, 
and the possibility of idiosyncrasy. 

The series of hypnotics derived from barbituric 
acid has been much developed in recent years, the 
newer compounds usually having a more intensive 
action of shorter duration. 

Of the older, slower, group, Somnifaine and Sodium 
Amytal are little if ever used in this country now in 
surgery, but Nembutal and Pernocton survive. 

. Nembutal is supplied in capsules of 4 and 1} grains 
each. A useful adult dose is gr. 1} the night before, 
and gr. 3 about an hour and a half before operation, 
to which may be added a smali dose of morphine. 
In very nervous persons it may be well to give the 
morphine first, otherwise apprehension may lead to 
retention of the nembutal in the stomach with 
delayed absorption. When combined with morphia 
in this way, one capsule often gives a good result. 
Small children do not take the bulky capsules readily, . 
and often object strongly to rectal injections. They 
will usually take the nembutal as powder, in milk, 
or syrup flavoured with orange. At three to five 
years’ old they may have gr. } to 1, at five to seven, 
gr. 1 to 2, and up to gr. 3 at fifteen. Morphia should 
not be given, but atropine is usually desirable. 

Nembutal is also supplied in capsules of 0-5 gramme 
or 7$ grains, for intravenous injection, but is not so 
much used in this way as formerly. It is dissolved 
in 10 c.cm. distilled water before use, and injected 
at a rate not exceeding 1 c.cm. per minute. An 
average adult dose 5 to 7 c.cm. 

Pernocton is very similar to nembutal in its effects, 
but has the advantage that it is put up in solution 
ready for use. The ampoules contain 2-2 c.cm. of 
the 10 per cent. solution, of which adults require 
from 3 to 5 c.cm., sometimes more. The rate of 
injection must not exceed 1 c.cm. per minute. 


x 
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Two other compounds are put up in capsules for I inject slowly, not less than 10 seconds for each 
oral use, and resemble nembutal in their effects— c.cm., and make a little conversation with the patient, 


namely, Soneryl and Hebaral. .Another, more recently who is usually asleep after 3 or 4.¢.cm. Subsequent 
introduced, is more rapid and short-acting; it is proceedings depend on the nature of the intervention. 
known as Seconal, and should not be given more than If this is trivial, no more anszsthetic will be required ; 
half an hour before operation. A homologue of per- if prolongation is necessary, further small doses are 
nocton, made for rectal administration only, is called injected from time to time as required. For many 
Rectidon. The solution is ready for use, and is injected of the minor operations—e.g., of gynszcology— it is 
with a syringe and catheter in dosage increasing often convenient to induce in bed with 4 or 5 c.cm., 
from 1 c.cm. at one year to 8 or 9 c.cm. for adults. and to use the remainder of the syringeful in pro- 

The latest members of the barbiturate group are longing anesthesia when on the table by small 
Evipan, Eunarcon, and Pentothal, all of which are instalments. 


used intravenously for induction, for basal anæsthesia, These anesthetics are also used, with special 

for short, full anzsthesia, and, to some extent, for syringes and other devices, to maintain anesthesia 

prolonged administration. for long major operations, but in view of the alter- 
Eunarcon is little used here; it resembles evipan natives available this does not seem necessary or 3 

in effects, but is sold in ampoules ready for use. desirable. Evipan in 10 per cent. solution is also 


Pentothal is said to be replacing Evipan. It is recommended for rectal use. The dosage is 0-2 c.cm. 
probably slightly quicker and more powerful, and is for each pound of body-weight, but should be reduced 
said to give smoother induction lire tendency for heavier persons. 
to spasm of muscles. Both are exceedingly powerful | 
agents, whose safety—for they do appear to be safe RESPIRATOR T DEERESSION 
if used with reasonable skill and care—depends on Trouble may arise in basal anæsthesia from over- 
the rapidity with which they are broken down and dose, from deficient elimination in poor subjects, or 
eliminated. Disease of liver or kidneys therefore is from the effects of other drugs, or of inhalation 
a definite contra-indication to their use. Another one anzsthetics that have been given. It is shown in 
is the presence of acute inflammation about the mouth the first place by depression of the respiratory, later 
or upper air-passages. Great caution must,be taken of other, systems. 
in old age, and where there is sepsis (acute or chronic) Care must be taken to ensure adequate oxygena- 
or cachexia. Young children react well, but the tion and a clear airway before, during, and after 
injection is likely to be difficult and unpopular. operation. An artificial airway, or tracheal tube if 
Preliminary morphia must be used with caution, this has been used, should be left in place until the 
though sometimes advised as a routine. reflexes have sufficiently returned. Failure of breath- 

The technique for these anzsthetics has been fully ing is treated by artificial respiration with 5 to 10 per 
described so often that it must be familiar. The cent. carbon dioxide in oxygen if necessary. Cora- 
solution is made in the ampoules before use, and mine has been claimed to exercise a definite waking- 
should not be kept more than half an hour. That of up effect, and is certainly useful as a central respira- 
evipan is usually colourless, but may be pinkish, tory stimulant. It should be given in large doses— 
and that of pentothal should be greenish yellow, e.g., 3 to 5 c.cm. intravenously—accompanied by the 
with a sulphurous smell. I prefer the finest needles, same amount intramuscularly, repeated later when 
for their prick is scarcely felt and they discourage necessary. Icoral is also useful, and ephedrine and 
rapid injection. The pressure device for the arm strychnine have been recommended. Later, intra- 
must be capable of being released without disturbing venous saline, glucose, or blood transfusion may be 
the limb. The veins in front of the elbow are usually needed. 
chosen, but any healthy one will do. If they cannot Although I have appeared to condemn basal 
be seen they can often be felt. Pressure should not anesthesia on theoretical grounds, I often use it. 
be kept up too long, as the whole arm may swell, Most private patients, and many in hospital, expect 


and the veins become less distinct. and demand it. It is sometimes indispensable and 
| Care must be taken not to inject into the tissues; often useful, but could be omitted now and then © 
here pentothal is more damaging than evipan. without loss. 
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Under this heading appear week by week the unfettered thoughts of doctors in 
various occupations. Each contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly index 


FROM A GENITO-URINARY SURGEON — science, has become master of his destiny.” So that 
| ; is the explanation of all this mess; the wreckage 
MI of the League of Nations, the noise in Spain, the 


“ Science, which has transformed the material world, slaughter in China, the fear in Europe, the rush to 
gives man the power of transforming himself. It has rearm. Humanity, helped by science, has become 
unveiled some of the secret mechanisms of his life. Ithas master of his destiny. What a destiny! Aren’t 
shown him how to alter their motion, how to mould his you being a little hard on humanity, Dr. Carrel ? 
body and his soul on patterns born of his own wishes. And on science ? But I must read ahead and perhaps 
| For ‘the first time in history humanity, helped by science, tha: author will lai full hat h 

has become master of his destiny.” ULAT exptaın more y what he means. 
| , He cannot mean what I mean. Ah! I see that 
So writes Alexis Carrel in his fascinating book, doubts are beginning to disturb Dr. Carrel’s serene 
“Man the Unknown,” and I am lying back in my confidence, for listen to what he says: ‘ But will 

arm-chair with my feet propped against the fender, we be capable of using this knowledge of ourselves 
l thinking of all that this statement implies. to our real advantag e$ ” Certainly it does not look 
| “ For the first time in history humanity, helped by like it, Dr. Carrel, for thie destiny-making of humanity 


( 
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is'costing me four and ninepence in the pound. Surely 
that isn’t necessary, is it ? 

But I must not keep on interrupting or Ill never 
‘get to the end. What does he go on to say over the 
page? ‘To progress again, man must remake 
himself.” Splendid, Dr. Carrel! I never thought 
you would come to that after your grand beginning 
about mankind controlling its destiny. 


$ Gd * 


In order to progress, man must remake himself. 
But “ progress ”? is something of a test word, and no 
two people would seem to agree precisely as to what 
it means. I have been thinking about progress a 
great deal lately and only a few weeks ago decided 
to consult an acknowledged authority on the subject. 
I was fortunate enough to receive an invitation to 
lunch with him at the Garrick Club. There, over an 
excellent lobster, I confided to Mr. H. G. Wells my 
doubts about progress in general, and his special 
brand of it in particular. Eugenised mankind, 
underground cities, visits to neighbouring planets, 
enlightened governments, freedom from war, elastic 
marriage laws, and immunity from disease, these were 
all very well in their way, but did they necessarily 
imply progress? I pointed out that if this were so, 
then Europe at the present moment appeared to be 
walking backwards. Mr. Wells smiled indulgently. 
He began by reminding me of the insignificance of 
the events of a decade when viewed from the per- 
spective of a thousand years, and ended by thrusting 
much of the blame for the present unsatisfactory 
state of affairs on the shoulders of theeCreator. Man 
was not so much a sinner as sinned against. The 
whole business had been badly botched for him. It 
wasn’t his fault. After finishing his speech Mr. Wells 
filled up my glass with the excellent white wine 
that he had selected, looked at my serious expression, 
and gave vent to one of his inimitable chuckles. It 


was impossible to be serious any longer, and our 


conversation took another direction. 


* * * 


Half an hour later I left him in order to attend a 
meeting of the British Social Hygiene Council, to 
which I happen to be attached.. The food at the 
Garrick had been excellent, and H. G., as always, a 
perfect host, but I had learnt very little about 
progress. At the meeting of the council I gathered 
that progress meant more hygiene. If I had 
happened to have been attached to the Society for 
the Study of Sobriety it would have meant more 
temperance. Really, it was all very difficult. Would 
it not be better for me to avoid these somewhat 
biased reformers and seek the opinion of someone 
who had no axe to grind ? I believed that I knew such 
a man, and when an opportunity presented itself, 
made my way out to Hampstead. 


* * * 


“What,” I asked, as soon as I was seated in a 
comfortable room lined with books, “ What is 
progress ? ” My authority with no axe of his own to 
grind looked at me with twinkling eyes. 

“I don’t see why I should tell you that gratuit- 
ously,” he answered, ‘‘ when I happen to be delivering 
a series of lectures on this very subject at twenty- 
five guineas a time. But all the same T'’ll do it. Most 
people define progress,” he began, stopping for a 
moment to inhale and then to blow out a cloud of 
smoke, “ as—‘ Everybody becoming more and more 
like themselves. >> Then he lay back in his chair and 


GRAINS AND SCRUPLES 


[òċT. 16, 1937 


continued smoking. After all, everything ow 
pertinent to the subject. had been said. | 


. * & 


If this definition be true it is not surprising that 
Dr. Carrel’s view of progress will differ as widely from 
yours or mine, as the means he will employ in order 
to achieve it will differ from our means. And in these 
differences lie the explanation of half our troubles, 
past.and present. It is your reformer who has caused. 
all the uproar—or rather your reformers, for the 
only way of avoiding twenty conflicting lines of 
advance is to live under a single dictator and subscribe 
heart and soul to his particular brand of progress. 
That is what sensible people are doing in Italy, 
Germany, and Russia. I call them sensible because 
they have the sense to realise that wholesale acceptance 
of the dictator’s views on progress is the only 
method of keeping away from concentration camps, 
lumber works, salt mines, and firing squads. But 
let us return to Dr. Carrel. If he becomes a dictator, 
I gather that he will found a vast institute of the 
Rockefeller type for the study of mankind. Within 
its walls, experts in physiology, chemistry, medicine, 
and psychology will conduct researches, reach certain 
conclusions, and on the basis of these conclusions 
proceed to reorganise the world. Speaking personally, 
I shall probably have to emigrate from Dr. Carrel’s 
world for having a different view of progress. I shall 
like it as little as I like Aldous Huxley’s “Brave 
New World ” or Wells’s ‘‘ Underground Utopia.” 


+ $% % 


But this is the Great Scientific Age, and it is only 
natural that men should turn for guidance in the 
direction of the prevailing influence of their day. 
The Superman of the twentieth century is a Super- 
scientist. In other ages he was something else: at 
the time of. the Renaissance an artist, during the 
preceding Dark Ages a warrior, in Greece a philosopher, 
in ancient India a sage. He thus varies not only in 
different centuries but in different countries. Speaking 
generally, it may be said that the Superman of the 
Western Hemisphere is the man of action and the 
Superman of the Eastern Hemisphere the man of 
inaction. 

“ As the kindled fire consumes the fuel, so Arjuna ! 
in the flame of wisdom the embers of action are burnt to 
ashes. 

“There is nothing in the world so purifying as wisdom ; 
one he who is a perfect saint finds that at last in his own 


“He who is full of faith attains wisdom, and he too who 
can control his senses. Having attained that wisdom 
he shall ere long attain the Supreme Peace.” 


What a different being is this unruffled sage from 
the superman of Wells, Alexis Carrel, the British 
Social Hygiene Council, and the Society for the Study 
of Sobriety, with his ‘worship of efficiency and his 
frenzy for organising. Yet, when one comes to think 
of it, why should one assume that the efficient and 
well-organised office or factory is the best model for 
humanity ? And why should we believe that the 
highest wisdom is to be found in the Western Hemi- 
sphere rather. than in the Eastern—in the future 
rather than in the past? According to Dr. Carrel 
the key that will eventually unlock the door to progress 
has yet to be forged in some vast Rockefeller laboratory 
for the study of mankind. May it not perhaps have 
already been forged and be lying somewhere lost, 
neglected, and covered with dust ? : 

I think that I will close this book and go to my book- 
shelf for the ‘‘ Bhagayad-Geeta.” 
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THE REFUGEES IN CATALONIA * 
By Ricwarp W. B. Ers, M.D., M.R.C.P. 


ASSISTANT PHYSICIAN FOR CHILDREN’S DISEASES, GUY’S 
HOSPITAL, LONDON; AND 
AUDREY E. RUSSELL, M.B. 


ASSISTANT IN THE CHILD WELFARE DEPARTMENT, UNIVERSITY 
-COLLEGE HOSPITAL, LONDON 


HAVING settled the early influx of refugees from the 
south (Andalusia and Murcia), and those subsequently 
evacuated from Madrid, Catalonia is now giving 
shelter to an overwhelming number arriving from 
Asturias and is threatened with further evacuations 
both from France and from Madrid. It is impossible to 
give accurate figures owing to the rapidity with which 
refugees are still arriving, but Senor Casademunt, 
the commissario for refugees, gave as a conservative 
minimum 37,000 in Barcelona alone and 500,000 
in Catalonia, who are directly ‘‘ controlled ’’—i.e., 
entirely supported—by Assistencia Social. 

Many others are living independently, either able 
to support themselves or supported privately. The 
response of the Catalans has been magnificent ; 
in many of the 17 colonies which we saw the bedding 
and equipment had been entirely provided by the 
local population, whilst in some cases the refugees 
actually had preferential treatment in the distribu- 
tion of the very meagre supplies of food. With the 
new influx from the north, however, which has been 
in progress since the end of August, the problem has 
far passed the reach of private effort, and the public 
services are showing desperate deficiencies. 

Unfortunately the numbers of refugees arriving 
from the north—principally from Gijon, whence 
they have reached Bordeaux by boat, and been sent 
through France by train to Puigcerda—have been so 
enormous during the last two months that it has 
been only possible to lodge them anyhow and any- 
where. As many as 11,000 have arrived at a few 
hours’ notice, or without notice, in six days. 
Consequently they have had to be drafted to the same 
villages and often to the same houses as those already 
occupied by refugees from the south. 

The dangers and hardships of this wholesale mixing 
of populations are impossible to over-estimate. The 
refugees from Murcia and Andalusia are for the most 
part used to a very low standard of living, many of 
them never having slept in a bed and some having 
lived in caves. The majority are verminous, and 
their ideas of sanitation utterly primitive. There is 
a relatively high incidence amongst them of tuber- 
culosis and trachoma. Those from the north, who 
include many Basques, are for the most part clean 
and healthy in spite of the privations they have 
already been through. There is normally a very low 
incidence of trachoma both in the northern provinces 
and in Catalonia. Typhoid fever, however, is endemic 
in both localities. 

The medical emergencies which have arisen and 
are immediately in prospect may be defined as follows : 

1. The introduction and spread of new diseases amongst 
previously healthy northern refugees and Catalans. 

2. Epidemics’ due to defective sanitation, lack of soap, 
and to overcrowding. 

3. Malnutrition affecting particularly infants, young 
children, and pregnant and lactating women. 


* Part of a report to the National Joint Gommi for 
Spanish Relief, 53, Marsham street, London, S.W. 1. °° 


With the onset of the winter, when housing and 
bedding must necessarily be found increasingly inade- 
quate, there is every prospect of all these dangers 
being alarmingly increased. 


AT THE FRENCH FRONTIER 


Until recently the refugees entered Catalonia 
through Puigcerda and Port Bou, but the Port 
Bou station has suffered heavy bombing during the 
past few weeks and the whole flow now passes through 
Puigcerda. At least 45,000 have arrived from the 
north since August 24th, 11,000 passed through 
Puigcerda during the six days preceding our visit, 
and the delegate on the local Assistencia Social 
had been advised to expect at least 10,000 in the next 
few days. These figures were given us before the 
question of the return of 80,000 refugees in France 
had been raised. 

This huge influx of people to a small frontier town 
has led to great congestion and difficulty in handling. ` 
One day’s contingent often cannot be cleared before 
the next arrives. On arrival the refugees are registered 
and given meal-tickets. For these they wait in 
queues for anything up to eight hours in the open air. 
There is nothing to sit on except the dusty ground 
and there is no shelter apart from the station offices 

„and the dining-room of a small hotel. The wind is 
already cold in the Pyrenees and the children are clad 
mostly in summer garments. Conditions are just 
tolerable now while the weather is good, but there 
will be extreme hardship and misery when the 
weather breaks as it is already threatening to do. 

Food is scarce, and the cooking facilities of the 
hotel are inadequate to feed 2000-5000 people. 
The refugees are given one meal of rice or potatoes 
in the afternoon, and for those who stay overnight 
a meal is given in the morning of bread and milk if 
any is available. A variable amount of fresh milk 
is obtained locally, but the delegate of the Assistencia 
Social told us that it is usually sour by midday. 
He has no reserves of food, except potatoes, and is 
urgently in need of tinned milk. About 40 per cent. 
of the refugees are children under seven years who 
have been seasick and short of food for many days, 
and for these a supply of milk is essential. 

The refugees spend the night in halls and sitting 
up in cinema seats. A few fortunates are housed in 
commandeered hotels. The sanitary arrangements 
consist of six lavatories and four hand-basins in the 
hotel and station. These are quite inadequate for 
the number of people; the station yard and plat- 
forms are very foul. 

The general condition of the refugees on arrival 
seemed to be good, although there was evidence of 
under-nourishment in a number of families and many 
of the children and aged people were very exhausted 
on arrival. The women showed admirable courage 
and spirit and a scene of intense activity centred 
round a running brook in the station yard, where 
children were being vigorously scrubbed, brushed, and 
combed, and in a few hours the whole yard was gay 
with newly washed garments drying in the sun. 

There is no medical examination at the frontier. 
The obviously sick are seen by the doctor attached 
to the Assistencia Social, and sent to the local 
hospital if necessary. 

From Puigcerda the refugees are dispatched in 
trainloads of about 500 towards Barcelona. Some 
are dropped off at intermediate stations to be dis- 
tributed locally, but increasing numbers reach 
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Barcelona as the villages in the northern region can 
take no more. In Barcelona they pass through one 
of the several large clearing stations (of which we 
visited two, the Kropotkin and Luis Companys 
refugios), and after two or three days are sent on to 
provincial towns to be redistributed to smaller towns 
and villages in each district. Most of these towns are 
already supporting a number of refugees from Madrid 
and the south who have been established there for 
some months. | 
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MEDICAL SERVICE FOR REFUGEES 


The number of refugees has been so great, and the 
immediate problems of feeding and housing them 
so urgent, that it has been impossible to provide 
for any form of routine medical examination. An 
effort was made to carry out some such scheme for 
the refugees coming from the south, but this broke 
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down under the pressure of circumstances. Similarly, 
vaccination for small-pox and typhoid, though carried 
out on a large scale in some of the Barcelona receiving 
stations and in certain localities, has been only 
sporadically applicable. 


Although all the colonies are at least theoretically 
under the care of a local medical officer (who in the 
larger centres visits once a day), it is only possible 
for those who “report sick ” to be seen. The medical 
service and medicines are provided free, there 
normally being a doctor paid by Assistencia Social 
resident in each municipality. As in most cases, 
however, the care of the refugee population has been 
added to his ordinary work, it is obvious that only 
urgent cases can be dealt with at all adequately. 
In the case of small colonies and outlying villages, 
the extreme shortage of petrol has made regular 
visiting impossible; in one instance (a hamlet of 
29 containing 18 refugees, one of them with active 
tuberculosis) the doctor had been unable to visit 
for nearly two months. It follows that only the fringe 
of the tuberculosis and trachoma problems are at 
present being touched. In both diseases, early cases 
are only likely to be diagnosed by expert examina- 
tion under favourable circumstances, whilst many 
patients with advanced disease are unlikely to report 
sick until they have been a source of infe¢tion for a 
considerable time. i 
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As far as we were able to judge, hospital accom- 
modation in the larger centres appeared -adequate 
except for dealing with trachoma or large epidemics, 
but all clinics were greatly handicapped by the 
difficulty in obtaining drugs, anesthetics, and instru- 
ments. In Barcelona the great Stadium (previously 
used as a clearing-house) has been converted into 
a refugee hospital, with a resident and visiting 
medical staff, sterilising plant, accommodation for 
infectious cases, and an empty wing available for 
epidemics. Major surgical conditions are sent to 
the civil hospital. In Gerona, an old convent has 
been converted into a hospital of 120 beds, serving 
a refugee population of 35,000. Here only typhoid 
fever (of which there were 16 cases) can be treated 
on isolation precautions, and active tuberculosis has 
to be mixed in the general wards. A further 60 beds 
are being made available for tuberculosis. In 
Figueras sick refugees are admitted to the general 
hospital which deals with both civil and military 
cases. ' 

All recognised cases of trachoma are at present 
being sent to Barcelona, where there is a trachoma 
institute for 180 patients. As the treatment is 
necessarily prolonged (several months even in favour- 
able cases) there is no doubt that this accommodation 
is hopelessly inadequate. It is also clear from the 
most cursory examination that only a small pro- 
portion of cases in the Gerona and Figueras districts 
have been recognised and isolated. It is proposed to 
open trachoma homes in each district, but at present 
there is no immediate prospect of this being done. 

As all nursing was previously carried out by nuns, 
there is a great shortage of nurses with any training 
whatever, both in hospitals and elsewhere, 


FOOD AND CLOTHING 


The government department responsible for housing 
and maintaining refugees is the Assistencia Social, 
whilst children’s colonies, by whatever organisation 
established, have a different system of control. 
Without detailing the organisation of the Assist- 
encia Social, it may be said that the general 
principle adopted ‘is for payment to be made direct 
to the local municipalities, which through the local 
representative of Assistencia Social are responsible 
for feeding and housing the refugees drafted to the 
district. Two systems have been adopted in housing 
refugees: (1) billeting individual refugees or families 
in the houses of the local inhabitants; and (2) 
establishing large refugee houses or colonies. Owin 
to the very different standard of living of the Catalans 
and the southern refugees, the former system has 
been largely abandoned in favour of the latter, 
though many of the local Catalans said they would 
gladly accept twice the number of Basques or Asturians 
on this basis if only the southerners could be removed.t 


t The number of Basques already in Catalonia was estimated 
by the director of the Sanidad Civil as not less than 33,000. 
The number increases daily and will be more than doubled when 
the Ponque refugees at, present in France are repatriated. The 
Basque Delegation in Barcélona advocates the = og ation of 
Basque refugees in a special territorial zone, with their own 
administration and a noning station in Barcelona. This scheme 
aims at avoi a wholesale mi with different populations 
with other standards of living and hygiene; but it is at present 
impracticable as refugees from the south and Madrid are distri- 
buted widely throughout all provinces of Catalonia. The 
Basque Assistencia Social supplements by 50 centimos the 
government allowance of 2 pesetas a day to each refugee. 

In each colony of Bilbainos we visited in Catalonia we met 
women who have children in the English contingent ; and they 
were all most grateful that their children could remain in 
England away from war conditions. We met these women by 
chance among the small number of refugees we were able to 
converse with in the few colonies we visited; but it gives an 
aora non that a number of the children’s parents are no longer 
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Food.—Two different systems of providing food 
have also been tried. The amount allowed for this 
purpose is 2 pesetas a day per head (which, considering 
that a sandwich may cost 1 peseta 10 c., is only the 
barest minimum even if food is purchased in bulk). 
In some localities refugees have been given the money, 
paid weekly, and allowed to fend for themselves, 
though usually being given the opportunity of buying 
food centrally at the lowest rates. This has generally 
been found unsatisfactory, since even with the money 
available, food is frequently unobtainable. Thus in 
one large colony no one had been able to get anything 
whatever to eat the previous day until 11 o’clock at 
night. The more generally adopted system is for 
Assistencia Social to provide the food, and, if possible, 
for cooking to be done centrally. Im many cases 
the rations are hardly more than enough to maintain 
life. ‘The shortage of milk is universal. One colony 
of 225 refugees, in which there were 135 children under 
fourteen, had only four tins of condensed milk a 
day, the four cows allotted to the colony having had 
to be killed on account of tuberculosis. In another 
colony there had only been two litres of fresh milk 
the previous day to provide for 147 refugees, of whom 
22 were infants under four years and 74 were children 
under fourteen. 

Whilst milk remains the most crying need, there is 
also the greatest shortage of bread. Meat is 
rarely obtainable at all by the majority of refugees. 
In one colony we found that the children under 
thirteen received one slice of bread a day, whilst the 
remainder had one slice on four days a week if it 
could be bought. It is a common sight in Barcelona 
to see bread queues of two or three hundred people, 
half of whom may stand four or five hours only to 
find that the supply is exhausted. Nutritional anemia, 
particularly amongst the younger children, is already 
becoming apparent. 


Clothing and Oblankets.—The great majority of 
refugees have been able to bring no clothes or blankets 
with them. Many of these from the south were eight 
days or more on the road, those from Malaga having 
gone on foot to Almeria. Nearly all those from Bilbao 
and Santander have had to leave their baggage in 
France, but a number of the Asturians now arriving 
have come provided with blankets. The greatest 
hardship is being experienced by those who have no 
change of clothes or possibility of replacing those 
worn out. In one house of Bilbao refugees all were 
having to sleep fully clothed on palliasses as there 
were no beds or blankets available. They said that 
they minded the lack of soap and cleanliness more 
than the lack of food. They had been without soap 
for two months. There is no doubt that with the 
onset of the winter, the greatest suffering will be 
entailed, particularly in the north of Catalonia, from 
the lack of winter clothing, blankets, and shoes. 


SUMMARY 


1. There are conditions approaching famine 
amongst refugees in the north of Catalonia and in 
remote villages in the south. This is principally 
due to lack of food throughout the whole province, 
but also partly due to breakdown in transport owing 
to the extreme shortage of petrol. 

2. The most urgent necessity at the moment is for 
milk. Although it has been possible to maintain 
the production of crops, the extensive slaughter of 
cattle for food will prevent an adequate home produc- 
tion of milk for a long period. 

3 There is a univerga] shortage of winter clothes, 
blankets, and shoes, which is becoming increasingly 


severe with the onset of winter and the continued 
influx of refugees. 

4. In view of the verminous condition of many of 
the refugees, the lack of soap is a serious danger ; 
although no cases of typhus have as yet been 
recognised, conditions are such as to favour its 
epidemic spread if the disease should once occur. 

5. The principal medical dangers are at present - 
those arising from the spread of trachoma, tuber- 
culosis, and typhoid fever. 

6. Medical supplies of all kinds—including particu- 
larly anzsthetics, sedatives, rubber gloves, dressings, 
and antidiphtheritic sera—are urgently needed 
in Figueras and Gerona. 


SECOND CONGRESS OF STRUCTIVE 
(PLASTIC) SURGERY 


THE meetings of this congress were held under the 
presidency of Mr. T. POMFRET KILNER (London) at 
the Royal Society of Medicine on Oct. 6th and 7th. 
Sir HAROLD GILLIES, President of Honour, in welcom- 
ing the visitors said their presence in London was 
taken not only as a compliment to this special branch, 
but to the whole of British surgery. It was a concrete | 
example of the value of the interchange of experience. 
He hoped they would continue to attract the many 
real workers and investigators in this field, and at 
the same time repel the superficial and the 
unscrupulous, who, owing to their numerical strength 
and advertising methods, had caused the specialty 
to suffer much in reputation. It was one of the 
duties of this congress to help it to fight its way back 
to an honoured place and, while encouraging all 
forms of structive and plastic surgery, to resist the 
flattery of the Press, excluding from its ranks any 
who were guilty of intentional advertisement. 


Free Skin-grafts | 


The first day’s contributions consisted largely of 
demonstrations of slides and cinematographs of 
operations treating all kinds of facial, especially 
nasal, deformities and thus they were mainly to do 
with skin grafting. The use of cartilage, bone, and 
ivory for the building up of a lost or deformed bridge 
of the nose was discussed, and the majority tended to 
prefer bone to cartilage on account of the latter’s 


liability to cause distortion after operation. 


, The first paper in this discussion was by Dr. M. 
CoELST (Brussels), who described a method of fixing 
free whole-thickness skin grafts, the results of which 
had confirmed its excellence since it was first used 
in 1935. For local anesthesia he used 1 per cent. 
Novocain with ephedrine and adrenaline. After 
scars were excised a pattern was cut outlining precisely 
the defect to be covered. A graft was then cut 
out from some remote part of the body following 
exactly these dimensions. Small flaps were taken from 
behind the ear, and large ones from over the clavicle. 
Next the graft was united by means of a fine suture 
to the edge of the defect. <A celluloid frame 5-6 mm. 
wide and 1 or 2 mm. thick was sutured by means of 


. horse-hair sutures to the neighbouring skin, its inner 


edge remaining at least 3 mm. away from the suture 
line. Finally, a stent block softened in hot water 
was applied, and threads were placed under the frame 
between two stitches and knotted over the block. 
When all the precautions were observed the whole 
thickness of the skin graft would take successfully. 
Dr. L. DUFOURMENTEL (Paris) set out the operative 
conditions peculiar to free grafts applied in different 
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parts of the body. He had first studied the recon- 
struction of the eyelids by means of skin taken 
either from healthy eyelids, or from behind the ear, 
and then he reconstructed other parts of the face, 
including eyebrows and other hairy surfaces. 

Dr. F. BuRIAN (Prague) detailed the experiences of 
the Prague Institute for Plastic Surgery in applying 
free whole-thickness skin grafts, a procedure to 
which he was very favourably inclined. It gave a 
better cover by transplanting all skin elements, and 
the skin did not become shrivelled to the same extent 
as after merely epidermal transplantation, in 
Thiersch grafts. Its success depended on a right 
choice of the ground on which the graft was planted, 
and on observing all the precautions for asepsis, careful 
manipulation, hemostasis, correct graft fixation, 
immobilisation, and after-treatment. For fixation he 
used in cavities Esser’s original method with a stent 
mould or an iodoform tampon, but for surface work 
he preferred a° prosthesis cut from rubber sponge and 
fixed by sutures knotted under mild tension. The 
most suitable ground for these transplantations was 
adipose tissue, such as that found in the face, having 
a fine grain, rich connective tissue reticulum, and a 
good bloed-supply. Tendons were not suitable, and 
sclerotic scar tissue was the least suitable of all. 
` If the epidermis separated at some spot, resulting in 
bared corium, the operation could not be regarded 
as completely successful, as at such spots healing 
took place by scar, with impaired function and 
bad cosmetic effect. 

Rhinoplasty 


On the second day the morning session was devoted 
to rhinoplasty. Dr. J. Sarran (New York) in assessing 
the value of the operation said the human nose had 
a dual réle—its function as a part of the respiratory 
system, and its effect upon the physiognomy. It 
was the one feature of the face that was subject to 
great variation in size and form. Normally, it bore 
a definite proportion to the other parts and any 
decided deviation was disfiguring and likely to have 
an adverse psychological effect. The deformity 
might be either congenital or acquired. Owing to 
the multiplicity of elements that entered into its 
construction, the nasal disfigurements might be almost 
endless in their variety. The nose was divided into 
upper, middle, and lower third, and each of these 
should be regarded as a separate unit, yet always with 
the view of codérdinating those elements into a 
harmonious whole. In correction procedures the 
greatest difficulties were met with in the lower third, 
since this contained the alar cartilages, the septum, 
the columella, and the anterior nasal spine. In 1935 
he had published a new. technique aimed at 
correcting the nasal tip. Very little had been added 
in recent years to the method devised by Joseph. 
But Dr. Safian considered that the tip correction had 
the drawback that it often produced a pinched 
appearance that was sure evidence that it had been 
operated upon. The basal principle of his operation 
was that the normal anatomical relationships were 
preserved, quite irrespective of the amount of 
change in either size or form of the alar 
cartilages. A feature of his operation was its 
flexibility, by which it permitted the surgeon to vary 
his incisions to meet the individual requirements, and 
to avoid the stereotyped result. | 


Mammaplasty 
An important contribution on the principles of 
mammaplasty by Dr. Francis BURIAN was read in 
the afternoon’s session by Dr. Eva KusertovA. It 
was based on 161 operations undertaken for various 
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degrees of hypertrophy of the mamma, using tech- 
nique that was arrived at after he had tried all the 
different methods that had been responsibly advocated, 
including the transplantation of the areola and the 
sickle-shaped resection of the lower :segment, a 
procedure originally carried out by Morestin. A 
definite disadvantage, however, was that this 
endangered the vitality of the areola, making the 
breast too flat, the resulting scars often being much 
too large. The most certain way of conserving the 
areola was to take care of the blood-vessels around 
it, especially the circulus venosus ; this was secured. 
by cutting away the epidermis only for a short 
distance around the areola. In that way a protective 
zone of 2 or 3 cm. in extent was secured protectmg 
the veins of the areola. A large scar was a serious 
drawback. When decreasing the size of the gland it 
must be remembered that the part left had to suffice 
for function; the division ought to be along the 
connective tissue septa, for the residual part of the 
gland -must connect with the excretory ducts, the 
blood-vessels, and the nerves. With only slight 
ptosis, resection was not necessary; all that was 
needed here was a modelling with a series of radial 
stitches. In mild hypertrophy a wedge-shaped 
resection must be carried out, downwards and slightly 
inwards. When there was gross hypertrophy the 
upper and outer as well as part of the lower segment. 
must be resected. The remodelled remainder of the 
gland was fixed to the muscle by unabsorbable 
sutures. He used Claoué’s technique only in cases 
of very slight ptosis and hypertrophy. No method 
was entirely free from some disadvantage. 

Mr. A. H. McINDOE (London) reviewed 80 cases of 
mammaplasty by Sir Harold Gillies and himself and 
other colleagues for mammary hypertrophy. There 
was no need to-day to justify this type of plastic 
surgery ; it was as genuine as any other type, and its 
justification was seen in the results. There was, 
however, need for a very careful selection of cases, 
and the operation should be done only by capable 
surgeons. The etiology of mammary hypertrophy 
was very complex, being concerned with glandular 
excesses and deficiencies, repeated pregnancies, and. 
physiological changes, all acting on a structure whose 
fixation was poor. Often the organ was of consider- 
able weight, and the skin could ill support it. There 
were five types of mammary hypertrophy: (1) the 
long, flabby breast of an otherwise well-formed girl, 
with much glandular hypertrophy; (2) the broad, 
heavy type associated with obesity, and presumably 
also with endocrine deficiency ; (3) the sac-like breast 
that followed considerable increase in weight, and 
that seen after multiple pregnancies. This was the 
involutional type, and in gross forms was a deformity. 
(4) Asymmetries great enough to call for correction. 
(5) Gynzcomasty, a true hypertrophy that might 
result in a breast weighing 601b. Indications for 
operation were a feeling of great weight, backache, 
a tugging on the shoulder-straps, and intertrigo. 
Sometimes patients when waiting to be seen supported 
their breasts with their hands. Contra-indications, 
however, must also be fully recognised. It was 
highly undesirable to operate on those in poor general 
health, especially if they had poor skin, for they were 
generally unable to combat small infections. The 
operation should be regarded as a major one; it 
was necessary to be cautious in operating on patients 
of only moderate intelligence. The best procedure. 
had been evolved as a result of trial and error. The 
surgeon must make an anatomically correct pedicle, 
carrying a blood-supply that would support the 
nipple, and allow it to be transported to its norma} 
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position on the chest without suffering necrosis. 
Secondly, he must reduce the covering skin with as 
few and as inconspicuous scars as possible. A 
contribution -by Sir Harold Gillies was the use of 
a double pedicle, which was made by an external and 
an internal tube pedicle carrying the nipple on the 
apex of the V, the central portion being excised. 
That gave a sound blood-supply and was an excellent 
method of shifting the nipple to its normal position ; 
it enabled a very even breast to be made—-a dis- 
advantage sometimes was that too much was left 
in the axilla. The double pedicle was still being 
used. The next phase was Wiesenberger’s intro- 
duction of the internal pedicle. 
correctly, the blood-supply to the nipple was never in 
danger ; it must not be tied tightly to the chest wall. 
A single upper flap obviated a scar from the nipple 
to the submammary incision. Mr. McIndoe favoured 
operating in two stages, as he did not think one 
stage safe enough ina large series of cases of gross hyper- 
trophy. After many single operations the surgeon 
had the feeling that if a little had been left for a 
second attempt a more satisfactory result could have 
been achieved. For moderate ptosis where a single 
upper flap was impossible, the internal pedicle was used, 
or possibly a double pedicle together with the typical 
Weisenberger operation. When the single upper 
flap was used there were 7 cases of mild necrosis of 
the skin edge. Partial necrosis of the pedicles resulted 
from maladjustment of the upper pedicle. One of 
the curses of these operations was hematoma forma- 
tion; there were 15 cases in the series, 5 of which 
became infected, resulting in a delayed convalescence ; 
6 of the patients had stitch abscesses, and in all of 
these chromic catgut had been used, the complication 
disappearing when the material was given up. There 
were 4 cases of deep-seated abscess. All these 
operations should be done with every care, and under 
the most stringent aseptic precautions. 


Dr. M. Prévor (Marseilles) described a method 
of rapid dilatation for cicatricial stenosis after laryngo- 
tracheostomy. Usually, he said, this was a slow and 
thankless task, and he demonstrated a tube designed 
to shorten the procedure ; it consisted of two hinged 
half-tubes, furnished with a double spring to keep 
itopen. The degree of elasticity of the spring could 
be altered to regulate the dilating force. It caused a 
rapid destruction of the scar tissue, hence its action 
must be closely watched. It must be removed after 
being in position a few days, and could later be 
replaced if necessary. It must not be retained in the 
presence of pain or a rise of temperature. 


Dr. A. GALLASsI (Bologna) with the aid of drawings 
and radiograms described an operation for congenital 
anorectal atresia. The case on which the contribution 
was based was that of a child aged 6 years. Besides 
the congenital atresia she had a double vagina. 
The intestines emptied by an abnormal opening in 
the vestibule between urethra and vagina. At the 
operation it was found that the intestine was too 
high and too far forward to allow it to be brought 
directly to the surface near the anus. A new rectum 
was made from the right vagina, which thus conducted 
feces from the intestine to the anal region. He 
demonstrated the passage of barium from the intestine 
to the vestibule before the operation, and to the anal 
region after the reconstruction. | 

Dr. JacK, THEVENIN (Paris), discussing the causes 
of intolerance to cartilage grafts, said that notwith- 
standing the careful precautions taken when these 
had been used, especially in their after-care, there 
would always remain some risk that the grafts would 
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not take and would be expelled. Failures he classified 
into three groups: those due to the general condition 
of the patient, those due to a poor condition of the 
tissue in the locality, and those attributable to 
extrinsic factors. He reviewed the accidents that 
might happen after or during the use of grafts taken 
from another person; blood-groups were important 
in this. 

Sir HAROLD GILLIES exhibited a film of a case with 
extensive destruction of the nasal contour due to 
syphilitic erosion. The film showed his method ‘and 
the good results he had obtained from intranasal 
skin-grafting. 


THE FRAMEWORK OF MEDICINE IN 
INDIA 


THe members of the British Medical Association 
who visited Bombay on their way to the Melbourne 
meeting in 1935 were impressed by the need for 
reorganisation of the profession in India, and the 
council decided to send the secretary of the associa- 
tion, Dr. G. C. Anderson, to investigate conditions 
there on its behalf. The secretary therefore spent 
three months of the winter 1936-37 in an extensive 
tour of the country, visiting the principal medical 
colleges and schools, civil and medical hospitals, 
maternity and child welfare centres and so on, and 
interviewing and collecting the opinions of representa- 
tive medical men and others. The council have now 
published his report,? summarised below, with a view 
to obtaining the comments and suggestions of the 
Indian branches of the association and of others 
interested before deciding upon action. 


EXISTING SERVICES 


Medical care in India is provided by the Indian 
Medical Service, the Royal Army Medical Corps, the 
Indian Medical Department, the provincial medical 
service, the civil surgeons, the independent medical 
profession, the public health services, the medical 
missionary and railway services, and a voluntary 
women’s medical service. The I.M.S. is primarily 
military but has a civil branch of 220 officers, of 
whom 166 are British, which comprises civil surgeons, 
specialists at teaching hospitals, and research workers, 
appointed from those who have completed 2-5 years’ 
service on the military side. -The R.A.M.C is con- 
cerned solely with the care of the British troops 
stationed in India. The I.M.D. supplies the sub- 
ordinate personnel for the army and consists of 
military assistant surgeons and sub-assistant surgeons 
who have mostly been trained at government expense 
and act as house surgeons, clerks, storekeepers, &c., 
and are responsible for hospital discipline. The 
assistant surgeons are usually Anglo-Indians and 
serve with the British troops under the R.A.M.C., 
whereas the sub-assistant surgeons are Indians work- 
ing with the Indian troops under I.M.S. officers, and 
both may be selected for civil employment. Each 
province has a civil medical department under a 
surgeon-general, who is responsible for the super- 
intendence of hospitals, asylums, and other institu- 
tions, for public health administration, and for medical 
education and the regulation of medical qualifications 
in the province. His staff, the provincial medical 
service, is recruited from the I.M.S. or the I.M.D. 
or appointed directly from among candidates holding 
Indian qualifications. The civil surgeons are 


1 Brit. med. J. Suppl. Oct. 9th, 1937, p. 221. 
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appointed from the provincial medical service in 
a proportion of about 4 to 1, and are generally 
responsible for medical administration and for all 
government hospitals in their districts, in addition 
to which they act as medico-legal advisers to the 
government and as superintendents of the district 
jails, attend the local government servants, examine 
recruits, and engage in private practice. They have 
a suitable number of assistant and sub-assistant 
surgeons under them. 


The independent medical profession, which has 
greatly increased in recent years, includes a number 
of men who have received post-graduate instruction 
in England. The conditions in rural areas are so 
poor that private practice is practically confined to the 
towns, and the market has now been so flooded by 
licentiates of inferior training that there is difficulty 
in making a livelihood even in the more populous 
areas. Fees everywhere are necessarily very low 
and the standard of medical ethics is even lower. 
No legal restrictions are placed upon unqualified 
practice, and the population shows a preference for 
the indigenous systems of medicine as practised by 
the Hakims and the Vaids, and also supports so-called 
homeopaths and quacks of all kinds. 


The public health service is administered both by 
the central federal government, which deals with 
questions affecting India as a whole, such as emigra- 
tion and the census, and the provincial governments, 
which are responsible for local matters, hospitals, 
registration of births and deaths, water-supplies, and 
the like. The work of the federal government is 
superintended by the public health commissioner, a 
member of the I.M.S., and that of the provincial 
governments by their directors of public health, each 
with from 2 to 4 assistant directors. The municipal 
authorities deal with administration in the towns and 
the district boards in the rural areas, Their staffs 
are similar, comprising whole- or part-time medical 
officers of health, vaccination officers, school medical 
officers, sanitary officers, and so on. In spite of this 
imposing organisation Dr. Anderson formed the 
opinion that even elementary sanitation is largely 
deficient, and that there is a considerable need ape 
general codrdination. 


SOME GRIEVANCES 


In considering complaints against existing condi- | 


tions, Dr. Anderson concentrated upon those 
common to most provinces. In the I.M.S. itself the 
Indian officers hold that they are unfairly treated as 
compared with Europeans, For example the gratuity 
payable to those of them who are retired after five 
years’ service is Rs.4500 (£337 10s.), compared with 

£1000 allowed to Europeans, after six years, and 
-~ although the basic rates of pay are the same in both 
‘categories, the Europeans receive a substantial addi- 
tion of overseas pay. Further, they complain that 
the civil posts reserved for Indian I.M.S. officers are 
markedly less than those for Europeans, and that no 
specialist posts in the teaching centres are reserved 
for them. The purpose of the civil branch of the 
I.M.S. is to ensure a reserve of trained men for 
emergencies and adequate medical attention for 
European government servants by those of their own 
race. Indians hold that such a reserve could easily 
be built up in India and that greater opportunities 
for Indians would produce men of sufficient standing 
and education to satisfy the needs of the community. 
As regards the teaching posts, some hold that these 
should be filled by the best men obtainable regardless 
of race, while others consider that the presence of at 
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least a few European officers is essential if the latest 
English teaching is to reach the Indian colleges. 


The competition of the members of the I.M.S. 
and the provincial medical service is a perpetual 
source of grievance to private practitioners, in whose 
view government subsidised surgeons and specialists 
should be limited to attending government servants 
and their families and to strictly consulting practice, 
except where this would cause hardship to the 
community, and an honorary or part-time paid staff 
should replace the members of the I.M.S. at hospitals. 
It seems, however, that frequent transfers prevent 
I.M.S. officers from acquiring extensive private 
practices, and that these proposals would admit the 
less well qualified to important institutional posts. 
At present many of the appointments which offer 
the more attractive fields of work, for example in the 
district civil hospitals, and in ‘public health and 
research work, are held by government medical 
officers, and this undoubtedly acts as an incentive 
for Indians to do post-graduate work and attain 
higher qualifications. The independent practitioners 
suggest that if these posts were open to competition 
this incentive would be at least as great, and they 
claim that the position in the large presidency towns 
and in certain provinces, where many posts are open 
to independents, should be extended to the whole of 
India. 

HOSPITALS AND RURAL AREAS 


The majority of the hospitals and dispensaries are 
maintained out of public funds and are free. There 
is no adequate almoner system so that the middle 
classes flock to these institutions, which thus deprive 
private practitioners of their livelihood and are unable 
to give sufficient attention to the legitimate poor. 
All hospitals are short of nursing staff as custom 
forbids Indian women generally from adopting nursing 
as their profession. While medical men swarm in 
the towns they are a rarity in the rural areas, where 
the pay offered is very small—Rs. 70-100 a month 
or less—and there is no opportunity for adding to 
it by private practice, and where there are no social 
amenities and sanitary and housing conditions are 
prohibitive. It has been suggested that a lower grade 
of “first-aid ° men should be trained for these 
districts, but it is likely that they also would take the 
first opportunity of migrating to the towns. 


MEDICAL EDUCATION 


Medical men trained in India are divided into 
graduates and licentiates. The former attend one 
of the medical colleges such as Bombay, Calcutta, 
Madras, or Lahore, whose standard has been much 
improved in recent years, and whose degrees are now 
recognised by the General Medical Council. The 
licentiates are trained at one of the many medical 
schools, some of which maintain a deplorably low 
standard, particularly in the preliminary education 
demanded and in the class from which their students 
are drawn. The licentiates undoubtedly serve a 
useful purpose where they work under the super- 
vision of more highly qualified men, as in the 
plantation hospitals in Assam, but they are not 
now contented with such subordinate posts and are 
engaging in general practice for which they are often 
unsuited. Post-graduate instruction may be said 
to be non-existent in India. There is no organised 
profession of pharmacy and in most provinces no 
restriction whatever upon the dispensing of medicines. 
The manufacture of drugs is also quite uncontrolled, 
and adulterated and inferior preparations are specially 
made for the Indian market. 
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PROFESSIONAL ORGANISATIONS 

There are three main professional organisations, the 
Indian Medical Association, the All-India Licentiates’ 
Medical Association, and the British Medical Associa- 
tion. The I.M.A., with a membership of 2000, 
mostly Indian graduates, is a medico-political body 
whose main aim is at limiting the competition of the 
government medical men. The A.-I.J..M.A. comprises 
3000 of the 30,000 existing licentiates, and is working 
for an improved and uniform standard of medical 
education throughout India, and for the placing 
of their members upon an equal footing with the 
graduates. The B.M.A. has a membership of 1500, 
with a strong service element, but its branches, 
except in Assam, have been largely inactive and its 
subscription rates prohibitive for licentiates, even 
in those branches where they were eligible for 
admission. A representative meeting of the associa- 


tion, which Dr. Anderson attended at Bombay, 


proposed to admit Indian graduates and licentiates 
to all branches and to set up a central office with a 
part-time paid secretary to improve the association’s 
organisation. 


MEDICINE AND THE LAW 


Precautions against Puerperal Infection 


THE use of masks and gloves by nurses attending 
confinements in hospitals was a matter of discussion 
afew months ago! in the Ashby de la Zouch hospital 
ease (Heafield v. Crane and Hart). It was again 
discussed at a recent inquest at Burton-on-Trent. 
The deceased woman, Mrs. Shepherd, had given birth 
to a child in the Burton Nursing Institution on 
May llth. Four days later it was suspected that she 
had contracted scarlet fever ; she and her child were 
therefore moved to the Isolation Hospital. Subse- 
quently her husband was told by the medical officer 
of health that Mrs. Shepherd was suffering from 
puerperal septicemia. On the 21st she died. The 
body was exhumed in July. Sir Bernard Spilsbury 
conducted a post-mortem examination and expressed 
to the coroner his opinion that the cause of death 
was acute blood poisoning consequent on puerperal 


fever following childbirth. Asked if, in his view, 


every precaution had been taken in the nursing-home 
to avoid infection, the witness replied-that the fact 
of the infection was the answer. In other words he 
thought that there had been want of care. Though 
it was always difficult to find the source, he considered 
that the infection had been set up in the nursing-home. 
There had been evidence that Mrs. Shepherd was 
attended by a nurse who had previously been attending 
another woman who had a high temperature. The 
nurse had put on a clean apron before going to Mrs. 
Shepherd but did not wear gloves or a mask. Sir 
Bernard Spilsbury said he could not help feeling that 
it was a mistake that a nurse recently in attendance 
on a patient with a high temperature, which might 
have meant a septic condition, should have attended 
the labour of another woman. It was, he said, a 
wise precaution for nurses to wear gloves, especially 
at confinements, and also masks. Coughing or 
sneezing could spread infection; the mask would 
protect the patient ; infection could also come from 
the nurse’s hair; it was important to wear headgear 
fully covering the hair. Evidence was given on the 
other hand by the doctor who, on seeing the rash on 
Mrs. Shepherd, had originally diagnosed scarlet fever. 
He told the coroner that he was as confident now as 
he was then that the illness was scarlet fever. Asked 
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by the coroner if he thought it would be wiser for 
the nurses in this institution to wear gloves, he 
replied, “ I don’t, frankly.” The coroner, in his 
summing-up, said that he could not see any flagrant 
negligence. He told the jurors that, if they thought 
Mrs. Shepherd died from scarlet fever, the only 
possible verdict was death from natural causes; if 
they thought death was due to puerperal fever, the 
correct verdict would be death by misadventure. 
The jury’s verdict was “ Death by misadventure, no 
blame attaching to the nursing institution, the 
isolation hospital, or the medical profession.” With 
this verdict the coroner expressed his own concurrence. 

Without challenging the merits of this particular 
case, one may suggest to hospital committees that the 
views attributed to Sir Bernard Spilsbury represent 
an accepted standard of prudent practice. 


The Voluntary Mental Patient 


An interesting paper, read at the quarterly meeting 
of the Royal Medico-Psychological Association last 
May, has been reprinted in the Journal of Mental. 
Science (vol. 83, p. 461). It raises the question of 
the power to retain a voluntary patient in a mental 
hospital if he walks out without giving the statutory 
notice of 72 hours. Dr. K. K. Drury, medical 
superintendent of the Leicestershire and Rutland 
Mental Hospital, outlined the facts of a particular 
case. A man aged 66, who had retired on pension 
from office work as a clerk six years before, signed a 
form of request incorporating the requirements of 
Section 1 (1) (5) of the Mental Treatment Act and 
was admitted as a voluntary patient. He was found 
to be depressed and worried, and there was a previous 
history of rather crude but not serious attempts at 
suicide. Kept at first under constant supervision, he 
was allowed a gradually increasing measure of parole 
as he improved. After two months he seemed to have 
become normal. Then one morning he was seen and 
spoken to in the ward garden, where he was permitted 
to walk without special supervision; but a few 
minutes later he was missing. He somehow climbed 
a 6-foot railing, found his way to the main road, and 
was run over by a lorry. There was no other traffic 
on the road. The lorry-driver, the sole witness of 
the affair, said that the deceased attempted to run 
across the road in front of the lorry. The jury at the 
inquest found a verdict of “ suicide while of unsound 
mind.” The dead man’s widow brought an action 
against the mental hospital for negligence, breach of 
contract, and breach of warranty. She went, however, 
to America and did not return. The court eventually 
ordered that, if she did not proceed diligently with 
her claim and deposit £25 towards the costs, her 
action would be struck out. As she failed to proceed 
or to deposit the money, the case was automatically 
struck out of the lists. It had raised various legal 
points which were dealt with by Mr. C. E. J. Freer, 
clerk to the Hospital Committee, in collaboration 
with Dr. Drury. The patient, of course, had broken 
his bargain in not giving 72 hours’ notice before 
leaving. But, as it is reasonable to suppose that 
persons admitted as voluntary patients are abnormal, 
the written undertaking has a doubtful value. Mr. 
Freer threw out the suggestion that the undertaking 
of voluntary patients ought to be fortified by an 
indemnity from the patient’s relations against possible 
actions for negligence. This patient was a pen- 
sioner ; if his widow could have established negligence 
in the supervision of his movements, damages might 
be awarded on a calculation of his normal expecta- 
tion of life. Alternatively Mr. Freer thought Parlia- 
ment should be asked to enact a definite indemnity 
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against mishaps of this kind. Section 16 of the 
Mental Treatment Act (substituting a fresh provision 
for Section 330 of the Lunacy Act of 1890) restricts 
' claims for negligence unless a High Court judge 
thinks there is a prima facie case of want of care. 
These unfortunate accidents arise because the staff of 
a mental hospital give the patient an increasing 
liberty, running some risk of misadventure in the 
justifiable hope of re-establishing the patient’s con- 
fidence in himself and rebuilding his health. There 
is no certainty, says Mr. Freer, that the failure of the 
experiment may not conceivably be regarded by the 
High Court as constituting a prima facie case for 
the hospital to answer. 

If it be negligence to let a voluntary patient escape 
before his notice has expired, what power is there to 
recapture him when he has managed to leave the 
premises ? The Mental Treatment Act contemplates 
a kind of contract between voluntary patient and 
hospital. If the patient went off and was believed to 
be about to commit a crime, there may be power to 
arrest him. But if he is not of suicidal or homicidal 
tendency, can he be recaptured merely for having 
broken an agreement? In the Mental Treatment 
Act of 1930 Parliament was endeavouring to secure 
early treatment in cases of mental instability and to 
avoid inflicting the stigma of certification. A volun- 
tary patient is one who has made a written applica- 
tion to be received. If he wants to leave abruptly, 
the Act furnishes a means of putting pressure on him 
to stay because it prescribes that he may leave on 
giving the person in charge 72 hours’ notice in writing. 
The Act proceeds to say that if the voluntary 
patient becomes incapable of expressing himself as 
willing or inwilling to continue to receive treatment, 
he cannot be kept for more than 28 days unless 
within that time either he recovers his ability so to 
express himself or steps are taken to deal with him 
as (i) a person of unsound mind, or (ii) a person 
likely to benefit by temporary treatment. If hi 
mental condition deteriorates, therefore, he may be 
detained and regraded; but, if he shows signs of 
improvement and of recovering normal mental 
health, is it not an assault to lay hands on him when 
he has walked out of the premises without notice ? 
These questions may be highly inconvenient. They 
nevertheless require an answer. A few years ago 
there were notorious awards of damages where it was 
alleged that persons of unsound mind were detained 
too long in restraint. Now, it seems, damages may 
be awarded if the patient is let out too soon. 


PARIS 


(FROM OUR OWN CORRESPONDENT) 


THE CONGRESS ON BLOOD TRANSFUSION 


THE first International Congress on Blood Trans- 
fusion was held in Rome in 1935. The second congress 
has just been held in Paris, at the Saint-Antoine 
Hospital and at the faculty of medicine. The 
organisation of this congress was undertaken by 
Dr. A. Tzanck, and the blood transfusion service of 
the Saint-Antoine Hospital provided demonstrations 
which complemented the rather theoretical debates 
at the faculty. The transfusion service conducted in 
London under the auspices of the British Red Cross 
‘was represented by Mr. P. L. Oliver, whose obvious 
familiarity with every detail of every aspect of the 
subject was mostimpressive. Several films illustrating 
the technique of blood transfusion were shown. Some 
were instructive by virtue of the efficiency of the 


operators who had allowed themselves to be photo- 
graphed, Others were instructive in a less flattering 
sense; and it is to be hoped that this international 
meeting of blood transfusionists will do much to 
raise the general level of the technique of transfusion, 
particularly with those delegates who came to teach 
and who, let us hope, stayed to learn. 

Four commissions were appointed to deal with as 
many different aspects of blood transfusion. The 
first commission was concerned with the grouping of 
blood, and the recommendations of this commission 
were unanimously accepted by the congress at its 


. plenary session on Oct. 2nd. The recommendations 


of the second commission, which was concerned with 
blood preservation and the blood of the cadaver, did 
not fare so well at the plenary session, at which it 
was finally agreed to omit any recommendation with 
regard to the use of cadaver blood. It was evidently 
the sense of the congress that the time was not yet 
ripe for a final verdict here. The third commission 
reported on hematological problems, and the fourth 
commission on the problems of organisation. Prof. 
Gosset proved an admirable chairman at the closing 
plenary session, meting out blame with a blandness, 
and praise with a distinction, that made nearly all his 
utterances so many judgments of Solomon. It was 
agreed at the plenary session that another inter- 
national blood transfusion congress must be held in 
the near future. 


UNITED STATES OF AMERICA 


(FROM AN OCCASIONAL CORRESPONDENT) 


SIR ARTHUR NEWSHOLME IN NEW YORE 


’ SPEAKING in the banquet room of the Pennsylvania 
Hotel in New York to-day (Oct. 5th), Sir ARTHUR 
NEWSHOLME addressed a crowded audience at the 
opening session of health officers in the sixty-sixth 
convention of the American Public Health Asso- 
ciation. The general topic was the Health Depart- 
ment in the Field of Medicine. Sir Arthur pointed 
out that long before it had a recognisable health 


department the English Government had recognised 


its responsibility to provide medical care: ‘“‘ Right 
away from Shakespearean days, no impoverished 
person in Britain needed to suffer from lack of food, 
shelter, and medical care, the boards of guardians 
being under an obligation to supply their need.” 
‘This was true even if the care provided was often 
scandalously imperfect. The compulsory adminis- 
tration of lemon juice to British sailors in `1745 
introduced the elements of prevention and com- 
pulsion into medical care by the State. Vaccination 
in 1840 ‘made mandatory a preventive measure for 
all classes of the population. As examples of his 
contention that “treatment and prevention are 
Siamese twins,’ Sir Arthur spoke of the period of 
rapid sanitary advance between the forties and the 
nineties stimulated by the need to control epidemics 
of “fever ” and cholera; and of the development of 
medical care by medical officers of health acting 
under the public health committees in recent years. 
The separation of the administration of the National 
Health Insurance Act from the public health service 
he regards as artificial and looks forward to the time 
when private medical practitioners can be described 
as ‘‘ medical officers of health within the range of 
their own medical practice.” The present position is, 
however, significant as an example of what is a 
modified State service of medicine with the retention 
of all that is good in private medical practice. Sir 
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Arthur would not apply English experience to U.S.A., 
but held that in some manner a Christian common- 
wealth must provide medical care to all those who 
need it. 

Dr. CHARLES H. Gooprica (president of the 
Medical Society of the State of New York) preceded 
Sir Arthur in the programme. He recognised that so 
far as the encroachment of public health upon the 
field of medicine goes established custom makes law 
but asked for consultation between public health 
officers and the medical societies before new precedents 
are created. The general practitioner should be 
interested and educated in preventive medicine. 
Public health departments should supply diagnostic 
but not treatment clinics for venereal disease. How- 
ever, doctors treating such diseases should have 

ial qualifications recognised by the State medical 
society. Health departments should encourage the 
public to go to their doctors for periodic medical 
examinations. 

Discussion was opened by Dr. JoHN A. FERRELL, 
who said that in the early days the health depart- 
ment was like a volunteer fire department, all doctors 
aiding in emergency. We now have paid health 
departments. Science has advanced and we have a 
basis of procedure not only for preventing outbreaks 
of disease but also for controlling them. ‘To attain 
Sir Arthur’s objective of caring for every individual 
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we need larger appropriations and more stable 
government to secure tenure of health officials on a 
merit basis. 

Dr. ARTHUR T. McCormack (health officer of 
Kentucky and president-elect of the association) said 
that he was controlled in Kentucky by two forces : 
the State medical society of which he is secretary and 
the board of health. All public health work in 
Kentucky for fifty years has been approved by the 
State medical society. 

Surgeon General PARRAN (president of the asso- 
ciation) said that never had the American Public 
Health Association so many members, never had 
there been so large an attendance, never had its 
problems been so great nor public interest in them 
so widespread as to-day. He held it inevitable that 
the health officer must concern himself with the 
provision of medical care. The ideal of health pro- 
tection is coeval with those of liberty and the. 
pursuit of happiness The method is of much less 
importance than the objective. Wherever the dis- 
cussion on method is most acrimonious we find least 
progress being made toward the objective. 

Dr. KOEHLER (Milwaukee) referred briefly to his 
recent visits to England and Russia from which he 
concludes that when the people demand medical care 
they will get it, whatever the doctors or the health 
officers may think about it. 


THE SERVICES 


R.A.F. Volunteer Reserve 


A NEw branch of the R.A.F. volunteer reserve is 
to be established for medical officers as a reserve 
in times of national emergency. Candidates must 
be qualified to practise medicine and surgery, be 
registered under the Medical Acts, and be below the 
age of 40. The initial period of service will be 
five years. Candidates will normally be entered 
in the rank of flying officer and will be eligible for 
promotion to flight lieutenant after two years approved 
service. ‘Those with exceptional qualifications may 
be appointed in a rank higher than flying officer. 
Officers will be required in their first year of service 
to attend an Air Force unit for 18 working days 
training in the duties of a medical officer. In 
subsequent years they will be liable, if called upon, 
to attend for 12 working days annually. They will 
receive a retaining fee of £15 a year, and the pay and 
allowances of their rank during periods of training ; 
also on entry an outfit allowance of £25. Applications 
to the secretary, Air Ministry (S.7.e) Kingsway, 
London, W.C.2. 


ROYAL NAVAL MEDICAL SERVICE 

Surg. Lt.-Comdr. P. B. Jackson to Britannia. 

Transfer of Surg. Lt. T. F. Davies to Permanent List 
(Lancet, Sept. 18th) cancelled. 

Surg. Lt. T. F. Miles transferred to Emergency List. 

To be Surg. Lts. (D): W. H. Bain, R. W. Ellis-Smith, 
J. B. Inverdale, and P. V. Peatfield. 

ROYAL NAVAL VOLUNTEER RESERVE 

Surg. Lts. C. J. T. Watson to Victory for R.N.B., and 
E. C. Johnson to Curacoa. 

Surg. Sub-Lt. D. S. Macphail promoted to Surg. Lt. 


ARMY MEDICAL SERVICES 

Col. C. J. Wyatt, late R.A.M.C. (Assistant Director of 
Medical Services at Catterick Camp), ee attained the 
age for retirement, is placed on ret. 

Lt.-Col. M. J. Williamson, M.C., from R.A.M.C. (A.D.M.S. 
at Aldershot) to be Col. 

Col. A. D. Fraser, D.S.O., M.C., of the R.A.M.C. Training 
Establishment at Aldershot, promoted to Major-General, 
and to be Deputy-Director of Medical Services, Southern 
Command, India. 


` ROYAL ARMY MEDICAL PORES 
Maj. G. D. Harding to be Lt.-Col. 


REGULAR ARMY RESERVE OF OFFICERS 


Capt. G. B. M. Heggs from Supp. Res. of Of., R.A.M.C., 
to be Maj. 

Lt. ‘Col. T. J. Mitchell, D.S.O., having attained the 
age limit of liability to recall, ceases to belong to’ the 


Res. of Off. 
ROYAL AIR FORCE 
Wing Comdr. V. S. Ewing to Princess Mary’s R.A.F. 


Hospital, Halton. 


Flight. Lt. J. M. Ritchie is promoted to the rank of 
Squadron Leader. 

Flight Lts. F. H. Peterson to Air Armament School, 
Eastchurch; A. W. Smith to No. 1 Flying Training 
School, Leuchars. 

P. A. Lee 


Flying Ofirs. promoted to rank of Flight Lt. : 
and J. R. Cellars. 

Flying Offr. H. V. Thomas to Medical Training Depôt, 
Halton. , 
INDIAN MEDICAL SERVICE 

Lt.-Cols. to be Cols: Bt.-Col. A. A. C. McNeill, M.B., 
K.H.S., Bt.-Col. F. F. S. Smith, A. C. Munro, G. R. Lynn, 
D.S.O., W. A. M. Jack, O.B.E., and E. G. Kennedy. 

Lt.-Col. C. Newcomb, C.I.E., retires. 

Majs. to be Lt.-Cols.: P. F. A. Grant, O.B.E., J. G. 
McCann, C. S. V. Ramanan, and E. T. N. Taylor. 

Lts. (on prob.) to be Capts. (on prob.); L. S. F. Wood- 
head and R. B. Davis. 

Maj. A. Rosenbloom, I.M.S., is granted one year’s 
leave from Dec. lst and will vacate his appointment at 
Army H.Q. on Feb. 2nd. 


Indian Medical Department.—Maj. (Sen. Asst. Surg.) 
H. B. Rosair retires. 


DEATHS IN THE SERVICES 


Surg. Capt. ARTHUR Harry Hineston Vizarp, R.N., 
who died on Oct. 5th at Southsea, was born in Antigua, 
West Indies, in 1871, was educated at Hurstpierpoint 
College and Edinburgh, qualifying M.B. Edin. in 1893 
and M.D. in 1901. He was surgeon at the Royal Naval 
Hospital, Plymouth, from 1901-03, and at Bermuda from 
1905-08. From 1910-21 he served in H.M.S. Queen, 
Zealandia, Albemarle, Hibernia, and Fisgard. In 1922, . 
when. surgeon-commander, he was appointed to the 
Navigation School at Portsmouth. 
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CORRESPONDENCE 


“ RELAPSE” FOLLOWING SYMPATHECTOMY 
To the Editor of THE LANCET 


Srr,—I have read the paper by Mr. Simmons and 


Prof. Sheehan in your issue of Oct. 2nd, on cases of 
Raynaud’s phenomenon relapsing after sympathec- 
tomy, with interest and profit. The observations 
which they describe, and which seem to show that a 
recurrence of symptoms in their patients after a 
period of freedom from them following sympathec- 
tomy (the relapse under consideration) is due to a 
return of sympathetic vasomotor tone, are of special 
interest and value. 

There are, however, two references to my own 
writings in their paper upon which it is necessary 
for me to comment if my own observations and 
‘conclusions are properly to be understood. 


“ Lewis (1929) failed to obtain any such rise in skin 


temperature in several cases of severe Raynaud’s disease 
(unoperated), in which he had blocked the ulnar nerve 
at the elbow. He interpreted his findings as a proof of 
the existence of a loca] fault in the digital vessels, these 
remaining in spasm despite the removal of all vasocon- 
strictor impulses. The severity of the condition in his 
patients, who showed ulcerative gangrene at the tips of 
the fingers, suggests that there may have existed a local 
pathological lesion in the digital vessels, which would 
complicate the picture of simple vasomotor’spasm.”’ 


I want first to impress the fact that my observation 
consisted of anesthetising the ulnar nerve, and thus 
paralysing “the vasoconstrictor nerves, while the 
patient was actually displaying an attack of lost circu- 
lation to the little finger, and that in the cases described 
this failed to restore or failed promptly to restore 
the circulation to this finger, as it undoubtedly would 
have done had the attack been due to abnormal 
vasomotor impulses. Incidentally, though the index- 
fingers had shown tiny necrotic scales, the tested 
little fingers had always been quite free from ulcera- 
tion or gangrene. It was upon this and other evidence 
that I concluded in my first paper that Raynaud’s 
original hypothesis is wrong, and that the fault in 
cases of a kind that he described is not in the vaso- 
motor nervous system but is a fault in the vessel 
wall. This local fault, as I have myself stated, is in 
some cases an obstructive lesion of the digital arteries ; 
in other and milder cases, in which ulnar anæsthe- 
tisation has also failed to abolish the attack, this 
form of local fault is less easy to accept, the patients 
presenting neither nutritional change nor sign of 
obliterative vascular disease in any of the fingers 
(see, for example, Lewis and Pickering, Heart, 16, 44, 
and comment in Clin. Sci. 1, 335). Interesting as 
the authors’ observations are to me, I can find 
nothing in their paper which opposes the view for 
which I am responsible—namely, that these cases of 
Raynaud’s phenomena are not due to abnormal 
innervation of the vessels. 

The second point is this. In discussing relapse of 
the patient after sympathectomy, the authors say : 


“ Lewis (1929) believes that the explanation is a local 
fault in the digital vessels.” 


and later : 
“ Yet it is difficult to believe that Lewis’s theory accounts 
for the relapses following sympathectomy... .” 


I desire to make it quite clear that I have never dis- 
cussed relapses in the sense which Mr. Simmons and 
Prof. Sheehan use the word. I have held, and con- 


tinue to believe, that a local fault does explain, and 
alone explains, why attacks of Raynaud’s pheno- 
menon can be induced in the fingers of patients 
within a few days of full cervical sympathectomy. | 
This is not a relapse of the attacks; it is a failure — 
of sympathectomy to prevent attacks occurring, | 
and as such constitutes a further and powerful 
evidence that the origin of the corresponding attacks 
is not to be found in the sympathetic nervous system. 
I gladly agree that Mr. Simmons and Prof. Sheehan 
have provided evidence suggesting a return of sym- 
pathetic innervation in their patients by regeneration 
after sympathectomy, and that such a return of- 
innervation would increase the predisposition of their 
patients to attacks of lost circulation to the fingers. 


I am, Sir, yours faithfully, 


THOMAS LEWIS. 
University College Hospital, W.C., Oct. 7th. 


MEDICAL PEACE CAMPAIGN 
To the Editor of THE LANCET 


Sır, —The first national congress of the Inter- 
national Peace Campaign will be held in London 


from Oct. 22nd to 24th. A medical commission has 


been arranged under the auspices of the Medical 
Peace Campaign and the following subjects have been 
put down for discussion : (1) To consider the preven- 
tion of war in all countries by medical international 
action ; (2) To discuss the attitude of the medical 
profession towards all state regulations affecting 
war. Itis hoped that your readers may feel sufficiently 
interested to come and express their opinions at the 
meeting which will be held from 2 to 6 p.m. on Saturday, 
Oct. 23rd, at University College. 


I am, Sir, yours faithfully, - 


STELLA CHURCHILL, 
Honorary Secretary, Medical Peace Campaign. 


8, Cumberland-terrace, N.W.1., Oct. 8th. 


HOSPITAL WARDS AS LATRINES 
To the Editor of THE LANCET 


Str,—I claim your indulgence (after fifty years 
of county hospital work as a resident and honorary 
surgeon) to expound my views concerning ward 
hygiene. My long experience of hospital governors 
and committee meetings is that they generously 
support all things that are refinedly visible and burke 
such matters as ward hygiene, the details of which, 
at a mixed committee meeting, would have no chance 
against a proposal (say) of a ward cinema. Hospital 
physicians and surgeons do know that a ward depends 
for its medical and surgical success on having a con- 
tinuous intake of fresh air. Why does the medical 
profession allow a living, a sleeping room to be used, 
day and night, as a latrine ?—I respectfully submit 
that my profession has not thought about it. So 
long as a ward has a clean appearance and efficient 
nurses, they know nothing of a galaxy of bed-pans 
processing day and night over the floor and beds in 
a conjoint sleeping, feeding, and living-room. 

St. George’s Hospital is being reconstructed—a 
great opportunity to do something for the future that 
does not carry the defects of the past. Without 
daring to define particulars that require an architect, 
I suggest that reconstruction of circular wards with 
a central latrine would meet present objections by 
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the simple procedure of wheeling in a bed to this 
room set apart. /Present-day wards can be recon- 
ditioned by building latrine balconies. 

Because of my ignorance, I feel I am a voice 
crying in the wilderness of finance. Let some well- 
known authority consider my suggestions, and if 
maybe he sees virtue in my proposal he,can trust 
a generous government and public to do their best 
to find the money, and the provision of a special 
sanitary squad in every institution to relieve surgical 
nurses Of work that should never be touched by 
them. I am, Sir, yours faithfully, 

W. BURROUGH COSENS. 

Tunbridge Wells, Oct. 10th. 


NASAL SINUSITIS IN CHILDHOOD 
To the Editor of THE LANCET 


Sır —Mr. Ivor Griffiths’s experiments will have to 
be repeated with far greater precautions. At present 
his results are inconclusive, and not borne out by 
clinical facts. Unilateral antral disease is not accom- 
panied by a unilateral tonsillitis, cervical adenitis 
due to other causes does not involve the tonsils, 
and malignant disease of the cervical glands does not 
spread into the tonsils. These results should 
follow in a reasonable proportion of cases if his theory 
be correct. 

Accurate diagnosis in cases of nasal suppuration 
would avoid the unnecessary removal of the tonsils. 
To condemn an operation because it has been used 
in cases incorrectly diagnosed is illogical. 

I am, Sir, yours faithfully, 


Wimpole-street, W., Oct. 11th. HAROLD KIscCH. 


MY POST-BAG 
To the Editor of THE LANCET 


Sir,—Cannot something be done to stop the over- 
whelming discharge (I use the word advisedly !) of 
advertising matter that cumbers every mail? It 
has all to be opened and read and the bits of blotting- 
paper put on one side and the rest thrown away. 
The blotting-paper is thrown away to-morrow. My 
own modest average useless mail has amounted to 
20 items weekly for many months since I recorded it. 
There is no time to read any of it; I cannot say 
what free samples of this or that, what specimen 
copies of the other, I have missed. What an enormous 
waste it must represent, counting up the cost of 
printing and compiling the address lists with such 
painstaking inaccuracy, posting to abandoned 
addresses, to say nothing of the enforced labour of 
unwilling forwarders and collectors and deliverers : 
and all to no purpose ! . 

Now surely it must be valuable to manufacturers 


and agents to know which of their prospects (and I 


suppose I must be a prospect, or the commercial 
world is mad) are likely to buy anything, and which 
are likely not. This is a copy of a circular letter 
which I have aggressively been sending to every 
advertiser who has bombarded me these past few 
weeks: 
To the Advertising Manager, 
So and So Ltd. 
Dear SR, — 

CIRCULAR ADVERTISING BY POST 

I enclose the relevant part of one of your circulars of 
which I receive many from time to time. 

I hope I may say without offence that I am never 
attracted to products advertised by post: there is simply 
no time to study the literature, which thus gets thrown 
away on arrival. 


VITAL STATISTICS.—THE LANCET 100 YEARS AGO 
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You will I am sure appreciate that it is as much to save 
you trouble and expense as to save myself similarly that 
I ask you to have the courtesy to remove this name and 
address from your books. 


I am, Sirs, your obedient Servant. 


I am keeping a roll of the addresses, and if any 
fail to observe my request they shall have their 
things returned in unstamped envelopes ! 


I enclose my card, and must sign myself 
Oct. Tth. POSTMAN’S FRIEND, M.R.C.S. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
OCT. 2ND, 1937 


Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0; 
scarlet fever, 2503 ; diphtheria, 1348; enteric fever, 
32 ; pneumonia (primary or influenzal), 675; puer- 
peral fever, 32; puerperal pyrexia, 171; cerebro- 
spinal fever, 14; acute poliomyelitis, 30; acute 
polio-encephalitis, 7; encephalitis lethargica, 9; 
dysentery, 40; ophthalmia neonatorum, 102. No 
case of cholera, plague, or typhus fever was notified 
during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on Oct. 8th was 3047, which included : Scarlet 
fever, 850; diphtheria, 984 (diphtheria carriers, 21); measles, 
85; whooping-cough, 326; puerperal fever, 9 mothers (plus 
4 babies); encephilitis lethargica, 282; poliomyelitis, 13. 


At St. Margaret’s Hospital there were 23 babies (plus 8 mothers) 
with ophthalmia neonatorum. 


Deaths.—In 124 great towns, including London, 
there was no death from small-pox, 1 (0) from enteric 
fever, 8 (1) from measles, 5 (0) from scarlet fever, 
8 (0) from whooping-cough, 24 (5) from diphtheria, 
56 (11) from diarrhoea and enteritis under two years, 
and 25 (2) from influenza. The figures in parentheses 
are those for London itself. 

Sunderland reported a death from enteric fever. Manchester 
had 3 fatal cases of measles ; Liverpool 3 fatal cases of whooping- 
cough, Middlesbrough 2. Diphtheria was fatal in 17 great 


towns, none reporting more than 2. Liverpool had 7 deaths 
from diarrhea, Leicester 4, Newcastle-on-Tyne 3. 


The number of stillbirths notified during the week 
was 259 (corresponding to a rate of 39 per 1000 total 
births), including 28 in London. 


THE LANCET 100 YEARS AGO 


October 14th 1837, p. 90. 


From a leading article. 


How often shall we have to entreat gentlemen to lay 
aside vague generalities and sweeping assertions for the 
more sober, but infinitely more useful, enumeration of 
facts. It is this propensity in men to generalise rapidly, 
without sufficient foundation, and to announce large and 
comprehensive problems as the result of their experience, 
without furnishing a tittle of the evidence upon which 
their general axioms have been built up,—it is this pro- 
pensity, we repeat, which prevents medicine from making 
any steady progress, and which has hitherto placed it so 
far behind what are called the exact sciences. Unless a 
more philosophical method be pursued, unless facts be 
observed with care, multiplied with assiduity, and then 
submitted to the analytical scrutiny of a sound judgement, 
the science of medicine will ever remain as it is, for the 
most part, at present, a mass of conflicting facts, a theory 
incapable of demonstration. . . . Speakers and writers in the 
profession are continually putting forward opinions which 
they attempt to support only with proofs produced in so 
vague a manner, that, on enquiring into the evidence in 
order to estimate its value, nothing certain is discovered, 
and the mind is again left to wander in search of truth, 
wearied with disappointments, and almost hopeless of 
attaining certitude. ... 
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SIR JOHN THOMSON-WALKER, M.B..Edin., 
F.R.C.S. Eng. 


A GREAT urologist and a forceful personality have 
. gone from us with the death on Oct. 5th of Sir John 
‘Thomson-Walker. He died at Aviemore, Inverness, 
after a heart attack, at the age of 67. 

John William Thomson: Walker, son of J.-H. 
'. Walker, J.P., of Newport, Fife, was educated at 


Dundee and Edinburgh, taking prizes and medals at 


each stage of his medical course. After graduating in 
medicine at Edinburgh University in 1894, he was 
house surgeon to the Glasgow and Dundee infirmaries. 

He obtamed the F.R.C.S. Eng. in 1899 and studied 
at Jena ana in Vienna, where he worked under Prof. 

Zuckerkandl whose 
influence (they 
remained lifelong 
friends) had much 
tọ do with his tak- 


a specialty. On his 
return he was 
appointed patholo- 
gist to Paddington 


Hospital, but only 
held this post for 
-a short time: In 


Hospital as surgical 
assistant to Mr. 
Hurry Fenwick, 
and two, years 
later he became - 
assistant surgeon 
there and remained 
for 28 years on 
the active staff. He had also been on the staff of 
the Hampstead General Hospital, but resigned in 
1919 when he was appointed senior urologist and 
lecturer in urology to King’s College Hospital. 
During the war he was surgeon to King George 
Hospital, to King Edward VII Hospital for Officers, 
and consulting urologist to the Star and Garter 
‘Home. 

His writings covered a wide field. His aiet 
papers were on the surgical anatomy of the prostate 


SIR JOHN THOMSON -WALKER . 
[Photograph by Eliott & Fry 


and the operation of prostatectomy. In his Hunterian - 


lecture of 1907 ho spoke of the renal function in its 
relation to surgery, being the first to attack the 
subject from the clinical aspect and to correlate 
symptoms with pathological findings. In 1914 
appeared ‘“‘ The Surgical Disease and Injuries of the 
Genito-Urinary Organs,” which became at once the 
standard work in the English language. He. also 
wrote important articles in a number of systematic 
text-books and for many years the articles on urinary 
surgery in the Medical Annual. In 1926 he was 
Silvanus Thompson lecturer to the Röntgen Society, 


and in the Lettsomian lectures of 1930 he reviewed 


the progress of prostatic surgery. 

Thomson-Walker took a vigorous part in forming 
the section of urology. in the Royal Society of 
Medicine, of which he was the third president (1922). 
He was also an active member of the Société Inter- 
nationale d’Urologie, being in succession British 
delegate, vice-president of the second congress 
(Rome, 1924), and president of the fifth (London, 

1933). 


reader. 


ing up urology as 


lantern was poor ; 


Green Children’s 


December, 1901,.he . 
went to St. Peter’s 


‘He was also an honorary ‘member of the: 


urological societies of America and France, and © 
the Rome Academy. He received the 0.B.E. in 191 
and was knighted in 1922, when he took the add: 
. tional surname of Thomson. He was also_a deputy 
lieutenant. for the county of London. 

He was a man of wide culture, and an omnivorou 
_He travelled extensively in Canada and th 
United States. His chief recreations were shootim; 
and fishing. He was a keen gardener, being specially 
interested in arboriculture. He was also a collecto: 
of prints, of which he had a very fine collection. 

.In 1909 he married Isabella, daughter of Sir Michae 
Nairn, Bt., and leaves a son and a daughter. 


Mr. John Everidge writes : ae My first contact: witl 
Thomson-Walker was, I think, in 1910 when |] 
attended a demonstration by him upon pyelography 
a newly imported method of urological investigation 
which had been undergoing a fair trial in’ his hands. 
The meeting: took place before a small medica. 
society on a. broiling mid-summer afternoon; the 
ill-fitting blinds failed to shut out daylight, the 
the operator muddled the slides 
and smeared them with his perspirmg hands. 
Thomson-Walker showed no trace of annoyance or 
disappointment. Once I noticed'a flicker of that 
pitying smile of generous human-kindness which I 
Subsequently learnt to know so well. In that hour 
I recognised a character of perseverance: and endur- 
ance, to be amply substantiated: in many years of 
association after the long war interval.  - 

“Soon after peace was signed King’s College 
Hospital found itself for the first time in full possession 
of its new home. Reconstruction in teaching methods 
and personnel was as necessary a part of re-equipment 
-a8 a thoroughly up-to-date hospital and medical 
school; and a committee of reconstruction decided 


‘that special departments in urological and ortho- 


pedic surgery should be inaugurated ‘and the two 
leading specialists in these subjects invited to join 
the teaching staff. Thomson-Walker and Fairbank 
were the unequivocal choice, and the staff of King’s 
was at once made the richer by, their acceptance. 
From the moment of his arrival to his retirement in 
1929 through ill health Sir John served King’s 
loyally and faithfully. In spite of his other hospital 
appointments, his' committees, and a very large con- 
sulting practice, he always had time for all and more 
‘than the work that fell.to his lot. No matter how 
busy, he never was in a hurry and always would stay 
to demonstrate an interesting point, to complete an 
amusing anecdote or to listen to somebody else’s, to 
give advice and encouragement to beginners and wise. 
counsel to his colleagues. 

“ His surgical technique was masterly and 
methodical to a degree. It was an education to note 
with what gentleness he handled. the tissues ; every 
step of an operation was carefully conceived and 
executed, and each operation was so standardised 
that assistance was simple, straightforward, and 
foolproof. The merits of his operative ability were 
reflected in his amazing results. Under favourable 
conditions he proved the possibility of reducing the 
mortality of suprapubic prostatectomy to the neigh- 
bourhood of 2 per cent. Upon the question of 
specialisation in urology he held decided views. 
Specialisation should be an evolutionary process. No. 
urological surgeon could be worthy of the name who 
had not been through a thorough groundwork in 
general surgery; otherwise his judgment ‘would be 
warped, his operative ability restricted. At length, 


- accepted to represent Britis 


Seine. 


having qualified. to Dbcnitie a urologist, he must 
|, discard general surgery, for no urological surgeon can 
_ keep pace with the improvements in technique, solve 
the many difficulties in the conduct of urological 


cases, or justify his status by adequate reading and 
writing if his time and energy are dissipated in other 
work, His ambition was to see urology in Great 


| Britain elevated to.a plane not equal to, but higher 


than that of any, other country. Hundreds of urolo- 
gists throughout the Empire owe their inception to 
his enthusiasm and encouragement. As a pioneer in 
the foundation of the urological section of the Royal 
Society of Medicine, he helped to establish the body 
urology of to-day, All 
of us who worked under him feel we have lost a great 
master and a true friend.” - | 


WILLIAM ST, CLAIR SYMMERS, M.B. Aberd. 
Prof. St. Clair Symmers, who died in: Belfast at 


| the age of 70, had retired in 1930 from the Musgrave 


chair of pathology in Queen’s University in which 
he had succeeded Lorrain Smith in 1904. For many 


. years of this long period he was dean of the medical 


faculty and one of the best-known figures in the. life 


| of the medical school. 


William St. Clair Symmers was born in 1863 of 
Scottish parents in South Carolina. His father was 


a medical graduate of Aberdeen University, who 


married and emigrated to the States. Symmers was 
the eldest of as family. One of his brothers was a 
lawyer practising 
in New York, and 
another brother, 
Douglas, became 
pathologist to -the 
Bellevue Hospital 
in the same city. 
When seventeen 
years of age he 
was sent to Aber- 
deen to study medi- 
cine; on his way 
there his sight be- 
came affected, and 
while a student he 
could hardly read 
at all. He had to 
depend on lectures 
and on fellow 
students reading to 


lege he became an 
enthusiastic patho- 
logist, and he and 
a fellow student awed to apply for the chair of 
pathology when it became vacant. (They both 
applied and Symmers was beaten.) After qualifying 
in 1887 he assisted a country practitioner i in the north 
of Scotland, and then at Shaftesbury in Dorset. A 
pathologist, he held, should acquire sound clihical 
knowledge, or he could not help clinicians to solve 
their problems. He then worked at Pasteur’s labora- 
tory in Paris, at Birmingham, and the Lister Insti- 
tute. While at the latter place he was sent to Egypt 
to study the problem of cattle-plague, being allowed 
£18,000 per annum for his laboratory and all his 
expenses. After two years he reported to Lord 
Cromer that this work was done, but he remained 
for a time at school and there acquired his knowledge 
of bilharzia, Many of the text-books used to-day in 
the Cairo medical school are illustrated with his 
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"drawings. In Cairo he got to know Elliot Smith and 
they married sisters. 
Symmers was a voracious reader.: He followed all 
that was published in his own subject, and kept — 
abreast of chemistry, philosophy, history, and litera- 
His knowledge of Latin was first rate; he 
could recite most of the Æneid. As a teacher he had 
the gift of clear and unambiguous explanation, and 


_was careful to distinguish between facts and theories. 


His careful reading of the literature enabled him to 
help puzzled practitioners. For instance, when 
Gougerot published his work on sporotrichosis, which 
solved the problem of gommes-scrofuleuses, Symniers 
at once began to look for that disease in Belfast, and — 
as a result many mistaken diagnoses of malignant 
disease, especially of sarcoma, were avoided. Shortly 
before the war he investigated the ability of urea to 
stop microbic growth without, damage to animal 
cells. His memory was encyclopedic, and even his 
close friends were often surprised at the depth of his 
learning. Two of these friends write: ‘‘ He certainly 
was one of the biggest men there has ever been here 
in Queen’s College, Belfast, and the students, who 
have the knack of giving appropriate nicknames, 
knew him as ‘The Man.’” 


é 


JOHN ALLMAN POWELL, M. D. Dubl. 


Dr. Powell, who died on Sept. 29th at the: age of 53, 
had been prominent in the life’ of Cheltenham for 
the last twenty-five years. Born at Roscrea, co. 
Tipperary, the son of Dr. B. Castles Powell, he “was 


educated at St. Columbia’s College, Dublin, before 


going to Trinity College for his medical training 
where he qualified with. honours in 1907. He- was 
Hudson scholar at the Adelaide Hospital and held 
resident appointments there, and at the General 


- Hospital, Wolverhampton. In 1913 he joined Dr. 


J. H. Blakeney in partnership at Cheltenham, becom- 


. ing honorary physician and anesthetist to the general - 


and eye hospitals and consulting physician to other 
neighbouring institutions.: During the war he served 
several years in India after being recruiting medical 
officer for the town. A keen athlete in his early years | 
he lost an eye while playing hockey in 1921, remaining 
a keen rider and angler. He also took part in social 
and church affairs in Cheltenham and district. In 
1914 he married Nora Kathleen, daughter of G. N. 
Oulton, K.C., who survives him with four daughters. 


{ 


HARRY SWIFT, M.D. Camb. and Adelaide 


‘Dr. Harry Swift, who died in North Adelaide on 
Sept. 30th i in his eightieth year, was for many years 
physician to the children’s hospital there, and for a 
time dean of the medical faculty in the University. 
He was also physician to the Adelaide Hospital and 
lecturer in medicine in the medical school. He was - 
educated ‘at Caius College, Cambridge, taking his 
natural sciences tripos in 1880 and his clinical study 
at St. George’s Hospital from which he’ qualified in . 
1882. In 1914 he came into prominence when he 
reported to the tenth Australasian medical congress 
at Auckland 14 cases of what he then thought was | 
a new disease—a condition occurring in infants, 
characterised by swollen red hands and feet and dis- 
ordered digestion, and followed by notable muscular 
weakness—to which he gave the name erythroedema. 
Actually, although this paper constitutes the first 
printed account of what is now known as pink disease, 


the condition had been noticed in Australia many | 


l 
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years previously. His name however fully deserves 
to be perpetuated in connexion with a clinical picture 
so characteristic that it seems strange it should have 
passed unrecognised for so long. 


DR. HUNTER WORKMAN 


William Hunter Workman, who died on Oct. 10th 
at the age of 90, will be remembered for his many 
daring explorations and ascents. He once made a 
journey of nearly 2000 miles through Little Tibet, 
and he ascended many Himalayan peaks of over 
20,000 feet, discovering the ice-col connecting the 
Siachen and Kabery glaciers. But it is worth putting 
on record that he practised medicine in Worcester 
City, Mass., from the time he qualified at Harvard 
in 1872 until 1889 when he finally retired from 
medicine on account of ill health and began, with 
his wife, to travel Europe, Asia, and Africa on a 
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bicycle. The transactions of the Royal Geographica 
Society over many years contained accounts of thes 
expeditions, and he will be specially rememberec 
for two books, ‘‘In the Ice World of the Himalaya ’ 
(1900) and ‘“‘ Through Town and Jungle” (1904) 
Geographical societies of all countries recognised hi: 
service to exploration by making him their honorary 
member. 


Sir AvuGustus BROOKE-PECHELL, who died at 
Boston Spa on Oct. 6th at the age of 80, was born 
at Shrewsbury, qualified at Edinburgh University in 
1881, and became an army surgeon in the following 
year, -retiring as Lieut.-Colonel, R.A.M.C. in 1907. 
During the war he was re-employed as deputy surgeon 
at the Royal Hospital, Chelsea. In 1888 he married 
Mabel Marion Anderson, daughter of Major-General] 
George Briggs, Madras Army, and in 1904 he succeeded 
his brother as seventh baronet. ` - 


MEDICAL NEWS 


University of Cambridge | 

The title of the degree of M.B. has been conferred on 
C. E. Peaker of Girton, 

The university will eventually benefit to the extent of 
about £15,000 under the will of the late Mr. William 
Charles Wilson. The council of the senate have recom- 
_ mended that the money shall be used to provide an exten- 

sion of the psychological laboratory. If this is done the 
Rockefeller Foundation have promised to give £11,360, 
spread over 5 years, towards developing the department 
of experimental psychology. 


University of Bristol 

On Tuesday, Oct, 19th, at 8.30 P.M., Prof. V. B. Green- 
Armytage will deliver the Long Fox memorial lecture at 
the Wills Physics Building. He will speak on the Debt of 
Western Medicine to the East. 


University of Sheffield 
At recent examinations the following candidates were 
successful :— 
FINAL EXAMINATION FOR THE M.B., OH.B, 


Reginald Cuddeford, Norman Exell, Irving Kossack, C. J. 
Wells, and Samuel Wolfson. 


A grant of £400 per annum has been made by the 
Yorkshire council of the British Empire Cancer Campaign 
for a research assistant in the department of pathology. 

Mrs. Helen Mellanby, Ph.D., has been appointed part- 
time demonstrator for medical and dental students in the 
department of zoology, and the following have been 
appointed external examiners in the faculty of medicine : 
Profs. D. M. Blair (anatomy), H. S. Raper, F.R.S. (physio- 
logy), A. D. Macdonald (pharmacology), J. H. Dible 
(pathology and bacteriology), J. J. Jervis (public health), 
and J. Glaister (forensic medicine). 


British Institute of Radiology 

Queen Mary will be present at the opening ceremony 
of the annual congress of this institute on Dec. 8th at the 
Central Hall, Westminster, and members are asked to 
apply for tickets of admission to the ceremony to the 
` general secretary, 32, Welbeck-street, London, W.1. The 
congress will be open till Dec. 10th and an exhibition of 
X ray apparatus will be held in the same building under 
the auspices of the British X ray industry. 


Royal Dental Hospital of London 

School of Dental Surgery.—The twenty-eighth annual 
At Home of this school will be held on Saturday, Nov. 20th. 
The morning, from 9.30 to 12.30, will be devoted to demon- 
strations at the in-patient department at Charing Cross 
Hospital and in the departments of the Royal Dental 
Hospital, where in the afternoon there will also be various 
exhibitions. 

On the same evening at 7.30 the dinner of past and 
present students of the hospital will be held at the 
Trocadero. Mr. F. Coleman will preside. 


Royal College of Surgeons of England 


The- annual meeting of fellows and members will be 
held at this college, Lincoln’s Inn-fields, London, W.C., 


‘on Thursday, Nov. 18th, at 4 P.M. ` 


A series of demonstrations of specimens in the museum 
will be opened on Monday, Oct. 18th, when Dr. L. W. 
Proger will show pathological specimens. He will give 
further demonstrations on Oct. 25th and on Nov. lst. 
Dr. A. J. E. Cave will also give three lectures. He will 
speak on the anatomy of the pelvic floor on Oct. 22nd, 
on the surgical anatomy of the middle ear on Oct. 29th, 
and on the anatomy and physiology of the thyroid gland 
on Nov. 5th. The lectures will be held at 5 p.m. at the 
College, Lincoln’s Inn Fields, London, W.C., and they are 
open to medical practitioners and advanced students. 


Royal Microscopical Society 


A meeting of this society will be held on Wednesday, 
Oct. 20th, at B.M.A. House, Tavistock-square, W.C., at 
5.30 p.m., when Major G. Burrard will speak on the miero- 
scope in the identification of firearms. 


Guy’s Hospital | 

Mr. T. J. Evans, lecturer in biology, has been appointed 
dean of the medical school in place of Prof. T. B. Johnston, 
who succeeds Mr. H. L. Eason as medical] superintendent, 


British College of Obstetricians and Gynecologists 

The dinner of the College will be held on Friday, Oct. 
22nd, at Claridge’s, at 8 P.M., when the official guest. will 
be Sir John Simon, Chancellor of the Exchequer. Sir 
Ewen Maclean, the president, will be in the chair. 


Royal Eye Hospital 


Applications are invited for a research scholarship 
tenable at this hospital which is of the value of £100 a 
year. Further information may be had from the dean 
of the medical school at the hospital, St. George’s-circus, 
S.E.1, to whom applications should be sent by Nov. 13th. 


Hampstead General and North-West London 


Hospital 

In opening a series of post-graduate lectures to be held 
at this hospital during November and December, Sir 
Arthur MacNalty will speak on the medical work of the 
Ministry of Health. The address will be given at the 
hospital on Wednesday, Oct. 27th, at 4.30 P.m. 


Royal Institution of Great Britain 

On Dec. 3rd, at 9 P.m., Prof. Irvine Masson, who holds 
the chair of chemistry in the University of Durham, will 
give a Friday evening discourse on iodine. The Christmas 
course of six lectures for children will be given by Mr. 
Julian Huxley, D.Sc., secretary of the Zoological Society 
of London, on rare animals and the disappearance of wild 
life. They will be held at 3 r.m. on Dec. 28th, 30th, 
Jan. lst, 4th, 6th, and 8th. 
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St. Thomas’s Hospital Annual Dinner 


Some 160 old students and guests attended the dinner 
held on Oct. 8th at the Dorchester Hotel. 
Fairbairn, the chairman, proposing The Hospital and 
Medical School said he hoped to hear from those who 
responded to the toast how the hospital and school were 
doing in these critical times, when the pre-eminence of 
the voluntary hospitals was being challenged by their 
rate-supported rivals. It was wrong to say that they had 
had their day, for he was sure they would adapt themselves 
to the change of circumstances. In their triple function 
of treatment, training, and research, they had had a long 
start, but neither this nor their great tradition was enough. 
It was a good sign that the voluntary hospitals had 
already begun to codéperate with local authorities—e.g., in 
the venereal disease, tuberculosis, and maternity services. 
Another was the provision of clinical material for teaching, 
of which the outstanding example was the British Post- 
graduate Medical School. He had admired in Toronto 
the administration of the city hospital by a council of 
six—two members each being provided by the hospital, 
the university, and the local authorities. St. Thomas’s 
had been among the first hospitals to establish a social 
service department, and he felt that this kind of work 
enlarged the whole outlook of medicine; the need for 
it was apparent, for when Miss Anne Cummins came to 
the hospital 32 years ago she was its only social worker ; 
when she died last year there were twenty. She also 
began what was the forerunner of all infant welfare 
centres. Owing to Clutton’s foresight the physiothera- 
peutic department was also among the first of its type. 
In his own experience, therefore, he had seen ample 
evidence of the ability of St. Thomas’s to keep abreast 
ofthe times. Sir Arthur Stanley, treasurer of the hospital, 
responding to the toast, said that his concern with keeping 
the hospital up to date was on a lower plane, having to 
do with organisation and finance. In the past year, 
through the generosity of Lady Riddell, they had com- 
pleted the new nurses’ home to be opened by Queen Mary 
on Oct. 14th. Sir Arthur went on to compare the sums 
spent to-day on maintaining the equipment and buildings 
with those of twenty years ago when he first became 
treasurer. He found that they had spent £526,000 in that 
period, without depreciating their resources; they had 
also to find annually an additional £20,000 over and above 
what they had from endowments. This alone was a tribute 
to the support given by the public. There was no need 
to talk of ‘‘ the fight of the voluntary hospitals ’’; so long 
as they deserved the public’s help, so long would it be 
forthcoming. Prof. L. S. Dudgeon, dean of the medical 
school, who also responded, summarised the changes and 
achievements in the hospital during the past year. In the 
medical school the large new institute for experimental 
medicine was a much-needed improvement. There was 
a serious lack of codrdination between the voluntary 
hospitals, which was greater to-day than ever before. 
In medical education, however, the presence at the dinner 
of Mr. W. Girling Ball and Prof. T. B. Johnston, deans of 
St. Bartholomew’s and Guy’s respectively, was evidence 
of a better coöperation between St. Thomas’s and those 
medical schools. The fear that the others would be 
isolated had proved groundless, and there was now a 
close bond of union between hospitals that had formerly 
been rivals. Sir Ewen Maclean responding on behalf of 
the guests, said that one could always tell a Thomas’s 
man, though one could not tell him much; he thought 
that they owed this partly to their ancient traditions. 
Dr. A. E. Russell concluded the speeches with a 
gracious tribute to the chairman. 


Battersea General Hospital: Festival Dinner 

Sir Harry Brittain presided at the first festival dinner 
of the Battersea General Hospital held at Claridge’s on 
Oct. 6th. In proposing The Hospital he stressed the 
advantage of publicity and recounted how the diffidence 
of various medical bodies had gradually been overcome. 
Battersea Hospital was an example of how a deserving 
institution lacked support through being almost unknown 
to the public. It was the only hospital in Battersea and 
served a population nearly as great as that of Southampton. 
In the past year 63,000 out-patients had been tended. 
The hospital was well organised and economically run, 
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` and had a fine reputation as a training centre for nurses. 


There was a deficit last year on revenue account of £900; 
no rebuilding or extensions were proposed but the money 
was needed to cover ordinary expenditure. Before 
resuming his seat Sir Harry announced a donation of 
£500 from Lord Ernest Hamilton, president of the hospital, 
and later in the evening the collection of a sum of over 
£1500. Mr. J. R. Lee in asking Lady Brittain to present 
prizes and certificates to the nurses paid tribute to the 
matron, Miss B. A. Horsman; 100 per cent. successes at 
the State examination had been obtained. Sir Harold 
Bellman, chairman of the hospital, proposed The Visitors 
and Viscount Curzon responded. Lord Ernest Hamilton 
proposed The Chairman. 


Society of Public Analysts 


At a meeting of this society on Oct. 6th a paper was 
read by H. C. Lockwood on the fluorine content of various 
food products. The amounts he had found in many 
substances, such as biscuit, gelatin, flour, glucose, cocoa, 
and egg-yolk, were nil or insignificant (0:5 to 2 parts per 
million), but the observation of Reid, that tea contained 
appreciable amounts of fluorine, had been confirmed. 
Thus China tea contained 40, and Indian tea 60 parts per 
million. Approximately 75 per cent. of the total fluorine 
present would be found in an infusion made with tea. 
F. W. Edwards and H. R. Nanji said they had found that 
much of the “ coffee’’ sold in restaurants and similar 
places is prepared from sweetened coffee and chicory 
extracts or from coffee and chicory mixtures. In the 
analysis of coffee infusions use was made, for calculation 
purposes, of certain ratios, particularly those of extractives 
to ash, extractives to caffeine, and ash to caffeine, which 
are found not to exceed certain limiting values for genuine 
coffee. D. W. Duthie read a paper on the determination 
of tannins in cacao kernel. 


The Evans’ Biological Institute 


Lord Derby is chancellor of Liverpool University, and 
in that capacity formally opened, on Oct. 6th, extensions 
to the Evans’ Biological Institute at Runcorn which have 
just been completed and equipped. The institute is a 
private enterprise, owned and directed by Evans Sons 
Lescher and Webb Ltd. of Liverpool and London, but 
it was fitting that the chancellor should perform the 
opening ceremony, if only because it was founded by the 
Liverpool Institute of Comparative Pathology under 
the xgis of Liverpool University. The present chairman 
of Evans Sons Lescher and Webb was hon. secretary of 
the institute in its early days, and when in 1911, owing to 
lack of funds, the University was compelled to relinquish 


control, it was due to his efforts that the firm took it over 


and continued the work that was being done. The insti- 
tute stands on the highest ground at Runcorn overlooking 
the Mersey and the Manchester Ship Canal; the labora- 
tories are housed in a large new building of modern design. 
There is stabling for 200 horses; on the opening day 
there were actually in the stable 140 animals, and others 
were on the farm about a mile away. Lord Derby (who 
has seen horses before) made a careful inspection of the 
stables as indeed of the other equipment of the institute 
and expressed his high satisfaction. Visitors numbered 80, 
mostly medical practitioners. Demonstrations were given 
typical of the work carried on at the institute—e.g., with- 
drawal of blood for antitoxins from horses and stages in 
the preparation and standardisation of toxins and anti- 
toxins. The methods employed in physiological standard- 
isation and pregnancy diagnosis were also shown, and 
those interested in chemotherapy took advantage of the 
opportunity to see how p-aminobenzenesulphonamide is 
synthesised and to witness processes in the synthesis of 
the arsphenamines and associated compounds. All the 
laboratories, as well as the large refrigerating-room where 
vaccines are stored, and the houses where small animals 
are caged, were open to inspection. 

Mr. T. E. Lescher, managing director of the firm, 
explained that the reason of the extension was that 
research work on strictly bacteriological lines, leading to 
increased production, made the dld buildings inadequate. 
He suggested that in the past this country had been too 
dependent on imports for its supplies of antitoxins, 
vaccines, and chemotherapeutic products. 
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BRISTOL ROYAL INFIRMARY is celebrating its 200th 
anniversary next Friday, Oct. 22nd, when a dinner is 
being held at the University Union at 8 P.M. 


Mr. Philip Guedalla will deliver the 15th Lloyd 
Roberts lecture at a reception which is being held by the 
president and officers of the Royal Society of Medicine on 
Oct. 29th. Sir John Parsons will receive his guests at 
8.30 P.M., and at 9.15 Mr. Guedalla will speak on the 
method of biography. 


Royal Buckinghamshire Hospital, Aylesbury 

Lord Nuffield has given £6000 towards the cost of pro- 
viding a new X ray department to further orthopedic 
work at this hospital. 


Award for Gallantry 

The King has awarded the Edward medal to Dr. R. B. 
Saunders of Rhodesia for his gallantry in remaining over 
20 hours with a miner who had been trapped uriderground 
by a fall of rock. In order to attend his patient Dr. 
Saunders had to lie on top of him with his back in close 
proximity to a dangerously shaky roof, any disturbance 
of which would have resulted in a fall sufficient to crush 
them both. 


Anti-Gas Training 

The extent of the British Red Cross Society’ s training 
in first-aid in chemical warfare is shown by the statement 
that nearly 33,000 certificates have now been awarded, 
of which 5734 are for the advanced course of training. 
The society has 1864 fully qualified instructors available 
for teaching. It is announced that a course of instruction 
which 40 officers will attend, will be held at the Anti-gas 
Wing, Small Arms School, ‘Winterbourne Gunner, from 
Nov. 8th to 13th. 


Rheumatism Clinics 

In connexion with the International Congress on 
Rheumatism and Hydrology, which is being held at 
Oxford from March 26th to 31st, 1938, it is hoped to hold an 
exhibition of plans for rheumatism clinics in which doctor 
and architects have collaborated. If money for the 
scheme can be raised a prize will also be offered. Further 
information may be had from Dr. J. van Breemen, 
Keizersgracht 489, Amsterdam. 


Royal Academy of Medicine 


Dr. A. R. Parsons was re-elected president of the 
Academy for 1937-38, with Dr. T. P. C. Kirkpatrick as 
general secretary and Dr. William Doolin as secretary for 
foreign correspondence. The general council consists of 
Dr. Gibbon FitzGibbon, Dr. E. T. Freeman, Dr. W. G. 
Harvey, Dr. W. R. O’Farrell, Dr. J. P. Shanley, and Mr. 
R. A. Stoney. The sectional presidents are: medicine, 
Dr. Freeman; surgery, Mr. A. A. McConnell; obstetrics, 
Dr. J. S. Quin; pathology, Dr. G. C. Dockeray; anatomy 
and physiology, Prof. J. Kay Jamieson; State medicine, 
Dr. C. J. McSweeney ; and laryngology ‘and otology, Mr. 
T. O. Graham. 


Society for Relief of Widows and Orphans of 

Medical Men 

At a quarterly court held on Oct. 6th the audited accounts 
for the half-year ended June 30th were presented. During 
this period a sum of £2195 was distributed among 60 
widows and 9 orphans, special grants amounting to 
£52 10s. being made to enable two orphans to continue 
their medical studies. The death of a widow, who had been 
in receipt of grants for the past nine years, was reported. 
She had received from the society £630, in addition to 
£262 10s. for her son’s medical education. He has now 
qualified. Owing to the increase of the numbers of widows 
in receipt of grants there is not sufficient balance available 
this. year to make them a Christmas present, but each 
orphan will receive £5. Of the sixty widows onthe books 
two are over ninety, five over eighty, and nine over 
seventy-five. The 150th anniversary of the foundation 
of the society will be celebrated next year. Membership 
is open to any registered medical man who at the time of 
his election is residing within a twenty-mile radius of 
Charing Cross. Particulars from the secretary at the’ 
offices of the society, 11, Chandos-street, London, W.1. 
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North Staffordshire Contributory Scheme 


A joint contributory scheme, to be operated by a Nortl- 
. Staffordshire Voluntary Hospitals contributory associa. 
tion for all'the hospitals in Stoke-on-Trent, is to come 
into force on Jan. lst. 


Birmingham Hospitals Centre 


On Sept. 30th the Lord Mayor of Birmingham iainehes 
an appeal for £54,000, the balance of the £1,000,000: 
required to complete the scheme for providing 500 bede 
at the Centre. Of the £946,000 already raised Lord 
Nuffield contributed £146,581 to cover the complete cost 
of the nurses’ home and the college of nursing. 


International League against Epilepsy 


The second annual general meeting of the British 
branch of the League will meet on Friday, Oct. 22nd, at 
the rooms of the Medical Society of London (11, Chandos- 
street, W.) at 10 a.m., with Dr. Wilfred Harris, the presi- 
dent, in the chair. The following subjects will be 
discussed : the utility of medicinal treatment, the use 
and abuse of bromides, the employment of snake-venom, 
the value of Prominal, the social care of the epileptic, 
the electro-encephalogram in epileptics, and speakers 
will include Dr. F. R. Ferguson, Dr. Denis Brinton, Dr. 
R. H. Crowley, Dr. Burgess Barnett, Mr. Grey Walter, 
Dr. L. G. Millar Page, and Dr. T. A. Munro. Medical 
practitioners who are not members of the League but 
who would lke to attend the meeting are asked to com- 
municate with the hon. secretary, Dr. Macdonald Critchley, 
137, Harley-street,. London, W.1. 


Post-graduate Lectures in Edinburgh 


Eight post-graduate lectures, open to all medical 
men without payment of a fee, will be delivered in Edin- 
burgh this autumn, under a grant received from the 
Honyman-Gillespie trust. These lectures will be delivered 
in the West Medical Theatre of the Royal on 
Thursdays at 5 o’clock. The subject matter of the lectures 
has been codrdinated with the eight weeks’ course on 
internal medicine described in our issue of Sept. 18th 
(p. 717). The following are the names of the lecturers 
and the titles of their lectures: Prof. W. T. Ritchie, 
disordered circulation of the interstitial fluid (Oct. 21st) ; 
Dr. Edwin Bramwell, the pupil reactions (Oct. 28th) ; 
Prof. D. K. Henderson, suicide (Nov. 4th); Dr. Fergus 
Hewat, the lungs and pleura (Nov. llth); Dr. J. D. 
Comrie, diet and dyspepsia (Nov. 18th); Prof. D. M. 
Lyon, the importance of urinary reactions in disease and 
treatment (Nov. 25th); Dr. John Eason, toxic goitre 
(Dec. 2nd); and Dr. Alexander Goodall, the management 
of pernicious anemia (Dec. 9th). 


New Baths at Harrogate 


On Oct, 6th Sir Kingsley Wood, the Minister of Health, 
laid the foundation stone of the new Royal Baths at 
Harrogate. The mayor (Mr. H. Bolland) in welcoming 
the Minister intimated that Sir Kingsley and Lady Wood 
were frequent visitors to Harrogate for the “ cure.” He 
reminded his audience that the first step in the spa develop- 
ment scheme had been taken four years ago when the 
new sun colonnade in the Valley Gardens was opened by 
Lord Horder. The new baths were a further instalment. 
After the stone had been laid by Sir Kingsley Wood 
and dedicated by the Bishop of Ripon, Dr. Sinclair Miller, 
as president of the Harrogate Medical Society, conveyed 
to them the thanks of the town for the services they had 
rendered, and coupled the name of Lord Horder with the 
resolution. Sir Kingsley, in responding, expressed 
his admiration of Harrogate and the great benefit he had 
derived from its waters on many occasions. He referred 
to the enormous industrial waste and invalidity caused 
by chronic rheumatic affections and to the valuable 
research work being done in the rheumatic research 
department of the Harrogate Royal Bath Hospital in 
conjunction with the Leeds University. Lord Horder, 
likewise responding, said he was pleased to be present at 
the ceremony because it gave him an opportunity of show- 
ing his belief in Harrogate and its waters. He regretted 
set the spa was not better known both at home and 
abroad. 
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SOCIETIES 


i ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
IDAT, Oct. 19th.—5.30 P. M., General Meeting of 
ows. 

Pathology. 8.30 P.M. J. H. Eagles, P. R. Evans, J. D. 
Keith, A. G. Timbrell-Fisher © : Infection Experiments 
with irus-like Bodies from Rheumatism. W. G. 
Barnard: Closure of Ductus Arteriosus. <A. M. 
Barrett: A Special Form of Red Corpuscle Associated 
with Increased Resistance to Hypotonic Saline. 

y Klieneberger: Symbiotic Racteria: particu- 
larly in connexion with Pulmonary Diseases in 
Animals. 

THURSDAY. 

Dermatology. 5 P.M. (Cases at 4 P.M.) Dr. G. uf Bamber: 
1. Linear Dermatosis. Dr. J. H.T. Davies: 2. ? Ehlers 
Danlos Syndrome (Forme Fruste). Dr. W. N. Gold- 
smith: 3. Parapsoriasis Retiformis. Dr. F. "A. E. 
Silcock: 4. hone Conglobata. Dr. J. E. M. Wigley : 
5. Lymphangioma Circumscriptum. 6. Hodgkin’s 
Disease with Erythrodermia. T - Dermatitis Herpeti- 
ack _ Dr. Louis Porman ; 8. Case for Diagnosis. 
7M 9. 9f Lup us. Dr. F. Parkes 

osure to the Sun. 


Neurologi. 8.30 P.M. Dr. Anthony Feiling: Central 
ain in some Spinal Cord Lesions. (Presidential 
<8 
FRIDAY. 


E 
APARA ThA The Apert of Encephalitis Lethar- 
gica. ee address 
ROYAL SOC ROPICAL MEDICINE AND 
HYGIENE, Manei House. 26, Portland-place, W 

THURSDAY, Oct. 21st.—7.45 P. M., demonstration of micro- 
scopic preparations of the * endothelial development 
of various avian plasmodia. 8.15 P.M., Colonel S. P. 
James, F.R.S.: Advances in Knowledge of Malaria 

| ce the War. (Presidential address.) 
HUNTERLAN SOCIETY. 

Monpay, Oct. 18th.—8.30 P.M. (Simpson’s Restaurant, 
Bird-in-Hand-court, 76, Cheapside), Dr. D. C. Norris: 
aoma eerie i| Problems in Accident Insurance. (Presi- 

a 
SOUTH-WEST DORDON MEDICAL SOCIETY. 
WEDNESDAY, Oct. 20th.—9 P.M. (Bolingbroke Hospital, 
| Wandsworth Common), Dr. F. G. Chandler: Problems 
in Prognosis and Diagnosis in Diseases of the Chest. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
ROYAL COLLEGE OF PHYSICIANS OF LONDON, Pall 
Mall East, S. 


MONDAY, Oct. 18th.—4 P. M., Sir Arthur Hurst: Observa- 
tion ane Experiment ‘and the Physlology of the 
Stoma (Harveian oration.) 
ROYAL SOLE EGE OF SURGEONS OF ENGLAND, Lincoln’s 
Inn-fields, W.O. 

MONDAY, Oct. 18th.—5 P.M., Dr. L. W. Proger: Demon- 
stration of Pathological ‘Specimens in the Museum. 

ARIDAN ZS Ha .M., Dr. A. J. E. Cave: The Anatomy of the 

UNIVERSITY OF "BRISTOL. 

TUESDAY, oo 19th.—38.30 P.M. (Wills Physics Building), 
Prof. Green-Armytage: The Debt of Western 
Erticino to the East. nong Fox lecture.) 

ro pa POSTGRADUATE MEDICAL SCHOOL, Ducane- 
road, 

TURSDAY, Oct. 19th.—4.30 P.M., Sir Arthur Hall: Menin- 
gitis and Encephalitis 

WEDNESDAY.—Noon, clinical and pathological conference 
(medical). 2 P.M., Prof. J. H. Dible: Pathology of 
some Bone Diseases. 3 P. M., Clinical and pathological 
conference ( cal). 4.30 P. M., Mr. A. Bradford Hill, 
D.Sc.: The P and Interpretation of Experi- 
ments in Medicine. 

AY.—2.15 P.M., Dr. Duncan White: Radiological 
Demonstration. 3.30 P. M., Dr. R. E. Roberts: Radio- 
logy in Obstetrics. 

FRIDAY.—2.30 P.M., Mr. Reginald Vick : Intestinal Obstruc- 
tion. 2 P.M., clinical and pathological conference 
(obstetrics and gynæcology). 

Daily, 10 a.M. to 4 P.M., medical clinics, surgical clinics 
and operations, obstetrical and gynæcological clinics 
and „operations: Refresher course for panel practi- 


tion 
LONDON HOSPITAL, E. 
WEDNESDAY, Oct. 20th.—10 a.m., Mr. W. R. Keizer : 
Post-extraction Hæmorrbage and its Treatment. 
11 aM., Dr. M. H. Jupe: Radiological Appearances 


1 Metabolic and General Disease of Bone. Noon, 


S. Souttar: The Surgical Applications o 
Radhun. 1 P.™., Dr. A. Burrows. : Cosmetics. 2 P.M., 
Dr. O. Leyton: *Slow-acting Ins . 3 PM., Major 
M. Blackmore and Colonel W. Garforth: Some 


Princi les of Protection in Air Raids. 4.30 P.M., DE: R. 
Christie: The Indications for Oxygen Therapy 
THURSDAY.—10 A.M., Mr. C. Keogh : 
NW. J. onovan : 


Prurigo (with film by Mr. E. A. Pask). Noon, Dr. A, 
Maitiand-Jones: Some Remarks on the Feeding of 


Infants. 1 P.M., Dr. Wiliam Evans: Some Observa- 
tions on the Treatment of Certain Cardiovascular 
Disorders: 2 W. Morris: The Surgical 
Treatment of Bell's *s Paralysis. 3 P.M., Prof. H. Cairns : 
Intracranial Surgery. 4.30 P.M., Prof. Arthur Ellis: 

Ma t Hypertension. (Schorstein lecture.) 

FRIDAY.—10 A.M., Mr. C. B oe The Diagnosis of 
the Injected Bye. 11 A.M. Milne: Painful 
Wrist. Noon, Mr. Tudor dwie: : “Thoracic Surgery 
from the Point of View of the General Practitioner. 
1 P.M., rdley Holland: Modern Methods of 
Prophylaxis and Treatment in Hemolytic Strepto- 
coccal Puerperal Infections. 2 P.M., Dr. Wall: 
The Invasion Period of Pulmo Tuberculosis. 
3 P.M., C. Donald: Swellings and Sinuses in the 
Neck (illustrated). 4.30 P.M., Col. Wand-Tetley : Recruit 
Training. 8.30 P.M., Demonstration in Methods of 
Anesthesia. 

SATURDAY.—10 A.M., Mr. a. M. A. Moore. Mar beens] 
Accidents. 114.M., Mr. E. C. B. Butler: Gener 
Surgical Infections and p erience in the Use of 
Prontosil. Noon, Sir James Walton : pou Ulceration. 

Open only to former students of the hosp ital. 

WEST. LON DON HOSPITAL POSTGRADUATE COLLEGE, 
Hammersmith, W. 

TUESDAY, Oct. 19th.—10 A.M., medical wards. 11 A.M. 
surgical wards. 2 P. M., operations, medical, surgical, 
and throat clinics. 4. 15 P.M., Dr. Konstam : Con- 
genital Heart Disease. 

_WEDNESDAY.—10 A.M., children’s ward and clinic. 
medical wards. 2 P. M., 
medical, surgical, and eye 

THURSDAY.—-10 A.M. .„ neurological a . gynæcological 
clinics. Noon, fracture clinic. 2 P.M., operations, 
medical, surgical, genito-urinary, and eye clinics. 

FRIDAY.— 10 A. M., medical wards, skin clinic. Noon, 
lecture on treatment. 2 P. M., operations, medical, 
surgical, and throat clinics. 4.15 P M., Mr. Vlasto: 
Dysphagia. 

SATURDAY.—10 A.M., children’s and surgical clinics. 11 A.M., 
medical wards. 


11 A.M., 
ayare æcological operations, 


The lectures pA 15 P.M. are open to all medical practitioners 


without f 
LONDON SCHOOL OF PEEMATOLOGY,S Lisle-street, W.C. 
TUESDAY, Oct. 19th.—5 P.M. ls W. Barber. Psoriasis. 
WEDNESDAY -—5 P.M., Dr. Muonio : Histopathology of 


kin Dis 
FELLOWSHIP. MEDICIN E AND POST- CRADVATE 


2e 
OF 
ICAL ASSOCIATION, 1, Wimpole-street, 

Monbay, Oct. 18th, to UNDAY, ct. 24th. Wa JOHN’S 
HOSPITAL, 5, Lisle-street, W.C., afternoon course in 
dermatology (open to non-members). —CHELSEA Hos- 
PITAL FOR WOMEN, Arthur-street, S.W., all-day - 
course in gynecology. .—CITY OF LONDON MATERNITY 
HOSPITAL, City-road, E.C. Sat. and Sun., course in 
yr his ase cae otherwise stated, courses are open 


y to 
CENTRAL, LONDON. THROAT, NOSE, AND EAR HOS- 
PITAL, Gray’s Inn-road 
Monsa. ct. 18th, to ADAY —First Week of a Clinical 
Course for Part II of the D.L.O. Examination. 
BOST TIAL FOR SICK CHILDREN, Great Ormond-street, 


THURSDAY, Oct. 21st.—2 P.M., Dr. B. E. Schlesinger : 
Abdominal Tuberculosis in Children. 3 P.M., Mr. J. H. 
Doggart : Causes of Corneal Ulcers in Children. 

Outpatient clinics daily at 10 a.m. and ward visits at 


ST. JOHN CLINIC AND INSTITUTE OF PHYSICAL MEDI- 
CINE, 42, Ranelagh-road, S.W. 
FRIDAY, Oct. 22nd.—4.30 P.M., Sir Humphry Rolleston : 
History of Physical Medicine. 
NATIONAL HOSPITAL, ret ag a WoC. 
MONDAY, Oct. 18th.—3.30 P. M., Mr. Williamson-Noble: 
Optic Atrophy. 
TUESDAY.—3.30 P.M., Dr. Elkington : Motor Symptoms. 
barr mont pc —3.30 P. M., Dr. Walshe: Clinical Demon- 
stration 
THURSDAY.—3.30 P.M., Dr. Riddoch: Sensory Symptoms 
and their Interpretations. 
EBIDAT —3.30 P.M., Dr. Bernard Hart: 
d the Psychoneuroses. 
TAVISTOCK CLINIC, Malet-place, W.O. 
THURSDAY, Oct. 21st.—8.30 P. M., Sir Walter Langdon- 
Brown: Functional Disorders of Digestion. 
ANCOATS HOSPITAL, Manchester. 
SE Oct. 2ist.—4. oe P.M., Dr. Reid: Organic Back- 
und of Mental Cas 
MANCHESTER ROYAL INFIRMARY. 
EBIDAT. oo Gero: .—4.15 P.M., Dr. A. Hillyard Holmes : 


dical Case 
DEEDE. SA DISPENSARY AND HOSPITAL, North- 
stree 
WEDNESDAY, Oct. 20th.—4 P.M., Dr. W. Goldie: The 
Differential Diagnosis of the "Rheumatic Diseases. 
LEEDS GENERAL INFIRMARY. 
TUESDAY, Oct. 19th —3.30 P.M., Mr. Moir: Demonstration 
of Surgical Cases 
LIVERPOOL PSYCHIATRIC CLINIC, 1, Abercromby- square. 
WEDNESDAY, Oct. 20th.—4.15 P.M., ‘Dr. S. Barton Hall: 
Psy choneurosis and Functional Nervous Disorder. 
UNIVERSITY OF SHEFTIELD. 
SUNDAY, Oct. 17th, and FRiDAY.—Post-graduate Clinics 
at the Royal Hospital, Royal Infirmary, and Jessop 


Hospital. 
EDINBURGH ROYAL INFIRMARY. 
THURSDAY, Oct. 2list.—5 P.M., Prof. W. T. Ritchie 
Disordered Circulation of the Interstitial Fiuid. 
(Honyman-Gillespie lecture.) 


Psychopathology 
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POLLUTED WATERS AND MICROSCOPIC 
ALG 


THE rôle of chlorophyll and its congeners is truly 
remarkable: given water, sunshine, and carbon 
dioxide, with the small proportions of suitable salts 
which the water can wash out of the soil, and a 
source of nitrogen, the green plant will furnish a 
forest, a salad, or, indirectly, a leg of mutton. Aspects 
of the fundamental action of photosynthesis 


nCO,+nH,0 — (CH,O)n+n0, 


which receive less recognition than the production 
of a carbohydrate are the exchange of oxygen for 
carbon dioxide in the gas phase. This prevents undue 
increase of carbon dioxide in the air and replaces 
oxygen used up in combustion or respiration. 

It has long been known that aquatic green vegeta- 
tion is maintained by similar process and that the 
liberation of oxygen as a by-product of photo- 
synthesis would enable fish to live for long periods. 
In his ‘‘ Popular History of the Aquarium,” published 
in 1857, G. B. Sowerby refers to having seen, a few 
davs before writing, the tank in which Robert 
Warrington, later better known as the associate of 
Lawes and Gilbert in the classical Rothamsted 
experiments, had kept two goldfish and a plant of 
valisnera from 1850 without changing the water. 
Much later, in 1917, J. H. Coste referred to having 
kept a small aquarium under observation during the 


preceding summer, noting that the dissolved oxygen ` 


content always,increased from morning to evening 
and was often well above saturation; he also stated 
that he had found natural waters to contain as much 
as 180 per cent. of the saturation figure of oxygen. 

Many other such observations have been made. 

For some years the United States Public Health 
Service has conducted stream-pollution, investiga- 
tions and a report by W. C. Purdy on the reoxygena- 
tion of polluted waters by microscopic alge (Publ. 
Hlth Rep., Wash. 1937, 52, 945) is devoted to a 
description of in-vitro experiments with a standard 
imitation sewage-distilled water, buffered at pH 7°2 
with phosphate salts in concentration of 2°5 g. per 
litre; dextrose-peptone-phosphate broth, per litre 
2 c.cm, (-==10 mg. of dextrose and of peptone per litre) 
and one single alga-Oocystis lacustris and pure cul- 
tures of Bacterium aerogenes. All experiments except 
one series were made in stoppered bottles filled with the 
‘‘sewage’’ and inoculated in the first three series 
with bacteria only and with bacteria and alge; in 
the fourth and fifth a third bottle inoculated with 
algæ only was included. The bottles of the fifth 
series were open to the air through effective plugs of 
cotton-wool and were by an ingenious device all 
subjected to the same aerating and mixing action. 
Each experiment lasted 10-17 days and a set of 
bottles representing each mixture used was opened 
and the dissolved oxygen determined daily with few 
exceptions. The numbers of bacteria and the volume 
(by Sedgwick-Rafter counting cell) of alge was also 
determined on each occasion. 

Experiments of this kind, although conducted with 
the greatest care (as these seem to have been) are in 
the nature of things unlikely to yield results as 
precise as when true solutions or ultramicroscopic 
suspensions are used, and the results obtained with 
successive bottles do not show a smooth sequence— 
it would be rather suspicious if they did. Never- 
theless, Purdy’s data showed that in the medium 
resembling heavily polluted water the dissolved 
oxygen was considerably decreased wherever bacteria 
were present, but in the presence of algze the decrease 
was retarded as they, usually after about three 
days, began to increase in number. The oxygen 
produced by photosynthesis always prevented com- 
plete depletion and sometimes supersaturation with 
oxygen occurred. The bacteria increased from initial 
counts of the order of thousands per cubic centimetre 


value of the contraceptive under review. 


to 5-13 million per c.cm., the bacterial number 
being but little affected by the presence of alge. 
When sterile air was allowed access much super- 
saturation was not observed. This is as would be 
expected, since the tendency is to bring the liquid 
into equilibrium with air either by taking up or by 
giving up oxygen until saturation and no more is 
reached, 

Experiments made in darkness showed that the 
dissolved oxygen decreased without any recovery 
even in the presence of alge, since the excess oxygen 
found in other cases is really the by-product of 
photosynthesis. : 

What happened in Purdy’s glass bottles happens 
on a large scale in all natural bodies of water freely 
exposed to daylight, The bacterial and algal popula- 
tions are more complex and are supplemented by a 
protozoon, and possibly higher fauna, but it is the 
reoxygenation of polluted waters by photosynthesis 
effected by alge and higher vegetation that keeps 
them in a condition to support their oxygen-breathing 
population, especially in summer weather when the 
warmed water has a lower saturation figure and the 
diminution of dissolved oxygen is imminent, owing 
to the increased demands for it made by cold-blooded 
animals as the temperature rises. The bright green 
appearance of many rivers and ponds in summer, so 
far from being evidence of an offensive condition, is 
caused by the very organisms likely to prevent 
foulness. 

In the introductory part of his paper Purdy gives a 
good general discussion of the part played by aquatic 
plants in nature, based on his own and other almost 
exclusively American work. 


CONTRACEPTIVE JELLIES 


In the American Journal of Medical Science for 
July C. J. Gamble and G. W. Beebe describe some 
attempts to assess the effectiveness of various jellies 
used as the sole means of contraception. The most 
complete figures come from a series of patients seen 
at the Episcopal Hospital, Philadelphia; but the 
numbers are too small to be significant. Patients on 
being discharged after a confinement were offered a 
tube of jelly and an applicator, costing in all 30 cents. 
The jelly contained 2 per cent. lactic acid, with 
0:025 per cent. oxyquinoline sulphate in a vegetable 
gum base and had a pH of 2'9. At the end of two 
years a follow-up was made of patients who had had 
the jelly for six months or more. Of 130 women 
only 83 could be traced, and of these only 19 (23 per 
cent.) had used the jelly regularly and by itself. The 
pregnancy rates of these women were calculated, by 
a method adapted from Pearl and from Stix and 
Notestein, both for the potential childbearing period 
before the use of the jelly and for the period during 
which the jelly was being used. The first calculation 
provides some sort of a control in estimating the 
It was 
found that the average pregnancy rate for all the 
83 women for the first period was 69, and for the 
19 women using the jelly regularly the rate for 
the second period was 4. This suggests that the jelly 
afforded a reasonable, but nothing like a complete, 
protection against conception. 

Publications describing the results obtained with 
chemical contraceptives are conspicuous by their 
absence. Almost the only other paper dealing with 
a clinical investigation of this sort is one by Dr. 
Hannah Stone (J. Contraception, 1936, 1, 209) in 
which she describes a follow-up of some 230 cases in 
which various jellies had been advised as the sole 
means of contraception. Her paper brings out two 
striking points: (1) that CO, foaming jellies. are less 
efficient than simple jellies ; and (2) that the propor- 
tion of women failing to persist in the use of the jelly 
is surprisingly large (50 per cent. for foam jellies and 
34 per cent. for simple jellies), Unfortunately her 
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figures cannot be easily compared with those given 
by Gamble and Beebe, for she merely indicates the 
percentage of successful and unsuccessful cases and 
does not give pregnancy rates. 

It would be a great advantage if workers in this 
field could come to some agreement about the best 
methods of recording and calculating results. Pearl’s 
method of computing the pregnancy rate per 100 
ovulations or per 100 person-years of exposure to 
risk of pregnancy appears to provide the most 
accurate means of comparing the efficiency of various 
methods of birth control in different series of cases. 
It is obviously desirable that clinical investigations 
into the efficiency of contraceptive methods should 
be made, but until some uniformity is arrived at in 
the recording of results much useful work will be 
wasted. 

From the paper under review the following facts 
emerge : (1) contraceptive jellies afford a fair protec- 
tion against pregnancy, but not so good as that 
given by a combined method (i.e., condom plus 
chemical or cap plus chemical); (2) the percentage of 
non-use cases (i.e., women failing to use the method 
for one reason or another) is remarkably high— 
higher than one would expect for a combination 
method ; and (3), perhaps most surprising of all, 
the actual spermicidal efficiency (according to labora- 
tory tests) of the product in use does not seem to 
have interested the investigators (though Dr. Stone, 
at any rate, does emphasise the importance of the 
vehicle). It is a pity that not one of the preparations 
mentioned contains a really efficient spermicide and 
that therefore the results of this investigation are not 
of great value to clinical workers, excepting in so 
far as they will provide a control for subsequent 


clinical investigations of chemical contraceptives with 


a high spermicidal value. 


NEW PREPARATIONS 


In ‘‘ PLASTULES ” BRAND HMATINIC COMPOUND 
John Wyeth and Brother Ltd., 25, Oldhill-place, 
London, N.16, have produced a fiexible gelatin cap- 
sule containing 5 grains ferrous sulphate and ? grain 
concentrated yeast extract in a semi-fluid mass. 
The yeast concentrate is included as a eonvenient 
source of vitamins B, and B,. It is stated that the 
sealed capsule prevents oxidation of the iron from 
the ferrous to the ferric state and avoids any risk 
of the contents becoming hard and non-assimilable. 
Other advantages claimed are ease of administration 
and rapidity of disintegration in the stomach. The 
manufacturers also offer ‘‘ Plastules ” brand Hæma- 
tinic Compound with Liver Extract, of which each 
capsule contains 2°5 grains ferrous sulphate, ł grain 
concentrated yeast extract, and 2°62 grains liver 
extract (equivalent to about 160 grains of fresh 
liver). | 

CALCIPOT is described as an easily assimilable 
form of calcium organically combined with phos- 
phorus. The formula is given as: calcium citrate, 
0°28; calcium glyc. phosph., 0°02; cocoa, 0°25; 
saccharose, 0°45. It is taken by mouth and recom- 
mended for the treatment of calcium deficiency. 
nervous hyperexcitability, inflammatory processes, 
and bronchial spasm. Calcipot ‘‘ D ”?” includes, in 
addition. vitamins B,, Ba, and D. Calcjpot Ampoules 
contain a sterile solution of calcium gluconate (10 per 
cent. or 20 per cent.) for intramuscular and intra- 
venous injection. The 5 c.cm, or 10 c.cm. glass con- 
tainers. known as majoles, are easily opened and do 
not splinter. The makers are Troponwerke (Cologne- 
Mülheim ) and the British agents Harker, Stagg and 
Morgan Ltd., Emmott-street, E.1. 


ALLENBURYS SULPHONAMIDE P is a preparation 
of p-aminobenzenesulphonamide _ (sulphanilamide) 
made by Allen and Hanburys Ltd., Bethnal Green. 


E.2. The makers suggest its oral use in ‘‘ puerperal 
and other streptococcal septicæmias, erysipelas, 
scarlet fever, tonsillitis, impetigo, otitis media, 


meningococcal and hemolytic streptococcal menin- 
gitis, and pneumonia.”’ 


‘* WELLCOME ” BRAND SULPHONAMIDE-P.—Besides 
their ‘‘ Tabloid’? Sulphonamide-P (sulphanilamide), 
which is given by mouth, Messrs. Burroughs Well- 
come and Co. (Snow Hill Buildings, E.C.1) now issue 
“ Wellcome” Brand Sulphonamide-P, intended 
for both parenteral and oral administration. They 
point out that recent investigations have broadened 
the indications for giving sulphanilamide. ‘‘ There is 
now justification for its trial in cases of meningococcal 
meningitis, and B. coli, B. aerogenes, and B. proteus 
infections of the genito-urinary tract. Laboratory 
experiments also indicate that the drug may be of 
use in typhoid and paratyphoid fevers, and in staphy- 
lococcal septicemia or infections ; clinical experience 
for this group of infections is at present small.” 


A booklet on the Chemotherapy of Streptococcal 
Infections has been prepared by PHARMACEUTICAL 
SPECIALITIES (May and Baker) Ltd. of Dagenham. 
It describes the properties and use of Proseptasine, 
the benzyl derivative of sulphanilamide, and Solu- 
septasine, a more complex sulphonamide readily 
soluble in water, colourless, and suitable for injection. 
Summarising experience gained in the past 18 months ~ 
they refer inter alia to the experimental evidence of 
the value of their preparations provided by L. E. H. 
Whitby (Lancet, 1987, 1, 1517). 


ACARDIUS ACORMUS 


THIS name is given to a foetus consisting only of 
a head. A case approximating to the definition is 
reported by J. H. Brenninkmeijer (Ned. Tijschr. 
Geneesk, 1937, 81, 4256). 


He was summoned to a woman in labour whom he had 
not previously seen. The duration of the pregnancy was 
impossible to ascertain exactly, since her last child had 
been born 94 months before and she had not menstruated 
since ; but the size of the uterus appeared too great for 
the estimated duration. Rupture of the membranes was 
followed by the escape of a very large quantity of 
amniotic fluid and shortly afterwards by the birth of a 
normal male child weighing 4 Ib. and having the appearance 
of an eight months’ fœtus. Five minutes later pains 
recommenced and, instead of the expected placenta, -a 
second head presented at the vulva. It was removed by 
traction and was immediately followed by the placenta, to 
which it was attached by an umbilical cord branching 
from that of the normal twin. 

The monster consisted apparently of a head only, but 
on closer examination a swelling was found beneath the 
chin, about the size of a plum, in which pulsation could be 
felt. This pulsation continued for 14 hours after birth 
and could be felt also in an encephalocele which was 
present; an X ray examination disclosed a short length 
of vertebral column and several ribs. The head was of 
normal appearance, apart from the encephalocele, but 
the cranial skeleton was very defective, as tke 
radiogram showed. 


Brenninkmeijer has collected eight other instances 
on record. His own is the only one he has been able 
to discover in which the monster was born alive. 
He hopes to make a further report later upon the 
rudimentary heart presumably present. 


UNQUALIFIED PRACTICE IN GERMANY.—At a special 


‘meeting of the Executive Body of National Health 


held in Nuremberg on Sept. 10th, the leader of the 
German medical profession stated, according to the 
Medizinische Klinik of Oct. 1st, that in future at the 
desire of the Führer the so-called liberty of medical 
practice (Kurierfreiheit), that is to say the .uncon- 
trolled activity of imperfectly educated half-doctors 
and quacks, was suspended. 


PLYMOUTH Crry HosPITAL.-- Plymouth city council 
on Oct. 4th approved a scheme to reconstruct this 
hospital at a cost of £250,000. The council also decided 
to help the Prince of Wales’s Hospital financially. 
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FEGGETTER, S. Y., M.S. Durh., F.R.C.S. Eng., Surgical Registrar 
at the N ewcastle-upon-Tyne General Hospi 
NOLAN 5 RET are me . N. F.R.C.S. Irel., 
D.P.H., D.T.M. & H., M.Ġ.Ò.Ġ., Deputy Medical Officer 
of Health and School Medical Officer for Rowley Regis. 
NAR Sussex Hospital for Women and Children, Brighton.—The 
following appointments are announced :— 
GRIFFITH, Mrs. M., M. . Eng., Hon. Surgeon ; : 
OTTLEY, Miss C. M., B.M. Oxon., F.R.C S. Eng., Hon. 
Surgeon : and 
ROCKSTRO, ENID H., M.B. Lond., F.R.C.S. Eng., Hon. 
Surgeon. 
Medical Referees under the Workmen’s Compensation Act, 
1925: Dr. E. J. BRADLEY, of Margate, for the Margate 
and Ramsgate County Court Districts (Circuit No. 49); 
R. M. WALKER, M.S., F.R.C.S., of Wolverham moon for 
the Wolverhampton County Court District (Circuit No. 25). 


‘Vacancies 


For further information refer to the advertisement columns 


Barnsley, Beckett Hosp. and Dispensary.—Jun. H.S., £200. 
Bekenhan, Bethlem Hosp., Monk's Orchard.—Res. H. P., at rate 


f £150. 
Berka and Bucks Joint Sanatorium, Peppard Common. —Med. 
: Supt., £800. 

Birmingham City.—Res. Asst. M.O., £450. 

Birmingham and Midland Eye Hosp —Res. Surg. O., £200. 
Birmingham, Selly Oak Hosp.—Jun. M.O.’s, each at rate of £200. 


Blackburn, Queen’s Park Hosp. and Institution.—Res. Jun. Asst. 


M.O., at rate of £150. 

Boston General Hosp.—Res. M.O., at rate of £150. 

ETES her eee Medical School, Ducane-road, W.—Sub- 

ean 

sicher Red Cross Society, Clinic for Rheumatism —Hon. Gyne- 
cologis 

Buxton, Devonshire Royal Hosp.—-Hon. Asst. Physician, Tuber- 
cwosis Section. 

Cardit Welsh National School of Medicine.—<Asst. Lecturer in 

of Pathology and Bacteriology, £500. Also Anat 

Lecturer in Dept. of Materia Medica and Pharmacology, 


Chadderton Urban District Council—M.O.H., School M.O., and © 


Child Welfare Officer, £800. 

Charing Cross Hosp., W.C.—Med. Reg., £150. 

Chesterfield and North Derbyshire Royal Hosp—H.S. to Ophth., 
and Eor, Dre and Throat Dept., at vate of £150. 

Colchester, Royal Eastern Counties nstitution, &c —Med. Supt. 
for Branch at Bridge Home, £700. 

Denbigh, North Wales Counties Mental Hosp.—Jun. M.O., £350. 

Doncaster Royal Infirmary and Dispensary.—H.S., to Eye and 
Ear, Nose, and Throat Depts., £175. 

Dorchester, poret D Oe Hosp .—Jun. Asst. M.O., £400. 

Dreadnought H Greenwich, S.E.—Receiving ‘Room. Officer, 
at rate of £300. 

, Guest Hosp.— Res. Surg. O., at rate of 2250-2300. 
East Ham D Hosp., Shrewsbury-road, #.—Physician for 
Hanar Royal Infirmary.—Second and third H.S.’s, at rate of 
£175 and £150 respectively. 

Hastings, Royal East Sussex Hosp.—Jun. H.S., at rate of £150. 

His Majesty’s Colonial Service.—i10 M.O.’s, £600-£700. 

Hosp. Ds Jor Consumption and Diseases of the Heart, Brompton, 

—Asst. for Dept. of ont aired £350. 

Hoep. Jor Sick Children, Great Ormond-street, W.C.—Surg. Reg., 
at rate of £200. 

Tudta paa Royal Infirmary.—H.S., at rate of £1 EA Also 

H.S. to Eye, Ear, Nose, &c. Dept. -, at rate of £150 

Hull Royal Infrmary.—H.P., at rate of £160. Also; ‘Second 
H.S. and First Cas. O., each at rate of £150.. 

Ipswich Sanatorium,—. Asst. M. O., £350. 

Kent County.—Two Asst. Tuber. ‘Officers, each £600. 

Lancashire County Council.—Jun. Asst. M.O. for Wrightington 
Hosp., at rate of £200. 

Lancashire Mental Hosps. Board.—Med. Supt., 2950. Also two 
Deputy Supts., each £750. 

Liverpool, Davi Lewis Northern Hosp.—Med. Reg. and Tutor. 

Liverpool, Mill-road Infirmary.—Sen. Res. Asst. M.O. (Surgical), 


Lonan d County Council.—Part-time M.O. for Maudsley Hosp., 


Also Part-time M.O. for Lodge Residential School, , 


£40. 
London Lock Hosp., eA Harrow-road, W.—Surg. Reg. for 
Female Lock AOE): 
saree: sig Pay aero osp. Tot ‘Infectious Diseases.—Second Res. 
st. x 
Manchester Royal Eye Hosp.—Jun. H.S., £120. 
Middlesezg County Council ——Physician’ for West Middlesex 
County Hosp., £650. 
Mount Vernon Osp. ., Northwood.—Res. H.S. 
National Aa eas e Hosp., Hampstead-road, N.W.—H.P., at 
rate o Š 
Newport, Royal Gwent Hosp.—H.P., at rateof £150. Also three 
ae 53 pna H.S. to DrKCEUTO and Orthopædic Dept., at rate 
o 
Norwich, Norfolk and Norwich Hosp.—Hon. Physician. 
Oldham Royal Infirmary.—H.S. at rate of £175. 
Ones Robert Jones and Agnes Hunt Orthopedic Hosp Res. 
Surg. O., £350. Also H.S., at rate of 2200. 
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Perth, u ames. gurran: 8 Royal Mental Hosp.—Sen. Asst. Phys- 


Royal aay, Force Medical Service —Commissions 
Royal Chest Hosp., City-road, E.C.—H.P., at rate of £100. 
Royal nere aP., St. George’s-circus, S.E -—Research Scholar- 


Royal. oN eoat Medical Service.—Medical Officers. 
catcher? P ane Hosp. for Children and Women, Waterloo-road, 


H.—H.P., at rate of ot 
Sancin Free Hosp. aoe Women, rylebone-road, N.W.— 
so H.S., at Pom of £100. 


trar, £130. 
Sheme Royal Infirmary.—Ophth. H.S., at rate of £120. Also 
H.P. and two H.S.’s to Spec. Depts., each at rate of £80. 


SiMe} University.— Research Asst. for Dept. of Pathology, 


Southall Borough.—M.O.H., £800. 
SOUR London B Hosp. for Women, Clapham Common, S.W.—Surg. 


75. 
South i AA General Hosp.—Deputy Med. Supt., £350. 
St. Mary’s Hosp., W.—Cas. H.S., at rate of £1 0: 
Stockport, Stepping Hill Hosp.—cCons. Physician, at rate of £200. 
Truro Royal Cornwall Infirmary—Hon. Radiologis 
West Hosp., Hammersmith-road, W.— Surg. 
one reas Anse. "to Dept. for Treatment of Injuries, each at 
rate o 
it econ Hosp., Broad Sanctuary, S.W.—Asst. Ophth. 
Winchester, Royal Hampshire County Hosp.—H.P., at rate of 


Woolwich and District War Memorial Hosp., Shooters Hill, S.E .— 
H.S., at rate of £100. 


Rhondda Urban District Council.—The final date on which 
applications for the post of Woman Assistant Medical 
cer will be received is Tuesday, Oct. 19th, and not as 

stated in the advertisement in our last issue (D. 63). 


The Bee Inspector of Factories announces vacancies for 

Certifying Factory Surgeons at Studley (Warwick), Kes- 

wick (Cumberland), Ledbury (Hereford), Modbur ƏvVon), 

Skipton ork W.R.), Gravesend (Kent), and n-in- 
Lindsey (Lincoln). 


- Births, Marriages, and Deaths 


BIRTHS 


ATEEN: —On Oct. 8th, at Bentinck-street, W., the wife of Dr. 


. S. Aitken—a son. 

Ruak, .—On Oct. 4th, at Middlesex Hospital, the wife of Dr. 
H. Allan—a son. 

HALLAM.—On Oct. 2nd, at Welbeck-street, W., the wife of Dr. 

` H. N. Hallam of Reigate—a son. 

HESTER.—On Oct. 6th, the wife of Kenneth Hester, F.R.O.S., 

Herts—a daughter. 

MoLEan.—On Oct. 5th, at the English Mission Hospital, Jeru- 
salem, the wife of Dr. W. W. MoLean—a so 

MILLER.—On Oct. 10th, at Wilbraham-place, SA W., the wife 
of Dr. N. A. Miller of Slough—a son. 

OWEN.—On Oct. 5th, at St. Bartholomew’s Hospital, the wife 
of Dr. W. A. Owen—a daughter. 

PATTERSON.—On Oct. 5th, at Droitwich, the wife of Dr. J.W. T. 
Patterson—a daughter 

PLUNKETT.—On RON oh at Moascar, Egypt me puts of 
Captain O. Plunkett R.A.M.C.—a aug hter 

PosroRD.—On Oct “ath, at ‘St. Thomas's Hospit London, 
the wife of Dr. Peter Posford of Broadstone, Dorset— 
& son. 

VANDER PANT.—On Oct. 3rd, the wife of F. N. Vander Pant, 
L.D.S., of Devonshire-place, W.—a daughter. 


MARRIAGES 


KEMPTON—BRINDLEY.—On Oct. 4th, at St. Francis Church, 
South Ascot, John J. Kempton, M B., to Bride Dorinda, 
elder daughter of Mr. and Mr . Kirwan Brindley, of 
Sussex Lodge, Bracknell, Berks. 

SMITH— RADLEY. —On Oct. dnd, at St. ors ’s, Addington 
Eric John Smith, M.B. sy R. C.S., bea. younsest 
3 daughter of Mr. and Mrs. W. CRalaley, of Blackheath 

ar 


Blackheath. 
DEATHS | 
BENTLEY.—On Oct. 5th, at Royton, rs as ae William 


Leonard Bentley, L.S.A., T.D., Lt.-Col., R.A.M.C., T.F., 
retd 
BERESFORD.—On Oct. 7th, Chanie William Beresford, M.R.C.S. 


Law 
Hoop. on Sa tae ba 20th, at Ivybank, atari: Thomas A. F. 


LOGAN. ao Oct. ith, at Spa ron, Somerset, Roderic Robert 
Mh as poean, M:R.C.S . Eng., J.P., formerly of Ashby-de- 
a-Zou 

Ross.—On ot 9th, at Babe Douglas McKissock Ross, M.D. 
Edin., in his 85th 

Swirt.—On Sept. Dhl ae Adelaide, South Australia, Harry 
Swift, M.D. Camb., F.R.C.S agod 79 years. 

RN Cant “Arthur Harry Hingston 
re 

WaTson.—On Oct. 9th, "at Worthing, William A. Watson, M.B. 
Aberd., aged 57. 


N.B Sd fee of Ts. 6d. is charged for the inserlion of Notices 
Births, Marriages, Deaths. á i 
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THE TIME HAS COME... * 
By Sm ARTHUR Horst, D.M. Oxon., F.R.C.P. Lond. 


SENIOR PHYSICIAN TO GUyY’sS HOSPITAL 


THe task of the two hundred and eighty-first 
Harveian orator is not an easy one. It would indeed 
be almost impossible if he were still expected to follow 
to the letter the instructions laid down by Harvey 


when he conveyed his patrimonial estate of Burmarsh 


to the College for the endowment, among other 
objects, of an annual oration. It was natural that 
Harvey should desire that the oration should be 
delivered in Latin, for during the four years he spent 
as a medical student in Padua he acquired such a 
perfect colloquial knowledge of the language that he 
thought with equal facility in Latin and English, 
and the manuscript notes for his Lumleian lectures 
are written in a quaint mixture of the two languages. 
But happily in course of time more and more freedom 
of action has been permitted to the orator. In the 
oration of 1863 Dr. Alexander Sutherland asked 
whether it would not be more convenient for the 
audience and easier for the orator to substitute 
English for Latin. The following year Dr. Robert 
Lee delivered the last oration in Latin; in 1865 Sir 
Henry Acland delivered the first in English. Since that 
date Harvey’s injunction that the oration should be in 
Latin has no longer been obeyed, a mercy to those 
orators who, like myself, have forgotten most of the 
little Latin they ever knew, and perhaps a still 
greater mercy to the majority of their audience. 
In 1846 Dr. John Elliotson, rightly believing that he 
had something of real importance to say on the subject 
of ‘‘ Mesmerism,” thought it necessary to take the 
unprecedented precaution of having a translation of 
his oration printed after the Latin original. So 
great was the general opposition to mesmerism at 
the time that the editor of THe LANCET suggested 
that the portrait of Harvey should be turned with its 
face to the wall during the delivery of the oration. 

I wonder how many fellows of the College to-day 
would be capable of composing a Latin oration which 
would have satisfied Sir Henry Halford, who was 
president when the College moved from its third 
home in Warwick-lane near St. Paul’s Churchyard 
to its present quarters in 1825, and who was as famous 
for the ease and elegance with which he spoke Latin 
as for his skill as a physician. He was accustomed 
to compose Latin verse to beguile the tedium of 
driving in his carriage from one noble patient to 
another, and was so impressed with the importance 
of the “ classical culture and staid philosophic habit 
of mind” engendered by education at the older. 
universities: that he strongly opposed the abolition 
of the rule that the fellowship should be confined to 
graduates of Oxford and Cambridge. It was not 
until 1835 that in spite of his continued opposition 
the reform was introduced. 


Benefactors 


Harvey desired the orator to commemorate “all 
the Benefactors of the College by name, and what in 
particular they have done for the benefit of the said 
College, with an. exhortation to others to imitate 
those Benefactors.” He would rejoice that to-day 
our benefactors have become so numerous that this 
is no longer possible, for such a recitation, if brought 
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up to date, would occupy the greater part of my time. . 
I will therefore do no more than refer to certain 
recent benefactions of a novel character, which 
have an important bearing on the present and future 
activities of the College. Benefactors in the past 
have endowed lectureships to give fellows an oppor- 
tunity to describe the results of their original 
investigations and observations, and others have 
founded prizes to mark the accomplishment of good 
work done in various branches of medicine. But 
until recently the College had no means of encouraging 
young men of promise to follow Harvey’s further 
instruction to seek every means of advancing the 
science of medicine by research. They were too often 
compelled to occupy much of their time with routine 
duties, which required no intellectual gifts and offered 
no sort of mental training, in order to earn a living. 
This deficiency has now been partly overcome by the 
munificence of the Leverhulme Trustees, James 
Maxwell Grant Prophit, Eliza Streatfeild, and Sir 
George Mackenzie. It is gratifying to be able to 
record that the holders of the research scholarships 
founded by these benefactors have already done 
much admirable work. Four of them, Dr. J. F. 
Brock, Dr. S. J. Hartfall, Dr. R. L. Noble, and 
Dr. C. C. Ungley, have made important contributions 
to our knowledge of the subject which I propose to 
discuss to-day in connexion with the modern applica- 
tion of the Harveian method of research. 


Research 


Harvey invited the orator “to exhort the Fellows 
and Members of the College to search and study out 
the secrets of Nature by way of experiment.” But 
he was equally alive to the importance of accurate 
observation. In ‘De Generatione ” he notes how 
“many remarkable discoveries have been achieved by 
men who, following the traces of nature with their own 
eyes, pursued her through devious but most assured 
ways till they reached her in the citadel of truth. And 
truly in such pursuits it is sweet not merely to toil, but even 
to grow weary, when the pains of discovery are amply 
compensated by the pleasures of discovery.... It were 
disgraceful, therefore, with this most spacious and admir- 
able realm of nature before us, and when the reward often 
exceeds the promise, did we take the reports of others 
upon trust... Nature is herself to be addressed; the 
paths she shows us are to be boldly trodden ; for thus, and 
whilst we consult our proper senses,—shall we penetrate 
at length into the heart of her mystery.” 


Harvey on the Stomach 


In 1642, whilst Harvey was in attendance on the 
King, a mob of citizen-soldiers entered his lodgings 
in Whitehall, stole all his furniture and scattered his 
papers, amongst which were the “ Medical Observa- 
tions ” he had been collecting for many years and 
which he had intended to publish. Consequently 
much of what Harvey wrote is lost, and little is known 
about his interests in medicine beyond his two great 
works “De Motu Cordis” and “De Generatione.”’ 
But there is a hint in the latter that he was a fore- 
runner of Beaumont, Pavlov, Starling, and Cannon, 
the pioneers of gastro-intestinal physiology, as his — 
observations on the digestion of birds contain 
without doubt the earliest recorded description of the 
motor functions of the stomach. l 

“ Almost all birds are provided,” he wrote, “with a 
double stomach; one of which is the ‘crop, the other the 
stomach, properly ‘so called. In the former the food is 
stored and undergoes preparation, in the latter it is 
dissolved and converted into chyme.... In'the crop the 
active grain that is swallowed is moistened, mactrated, 
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and softened, and then it is sent on to the stomach that 
it may there be crushed and comminuted. For this end 
almost all the feathered tribes swallow sand, pebbles, and 
other hard substances, which they. preserve in their 
stomachs, nothing of the sort being found in the crop. 

Now the stomach in birds consists of two extremely thick 
and powerful muscles . .-. so placed that, like a pair of 
millstones connected by means of hinges, they may grind 
and bruise the food ; the place of teeth, which birds want, 

being supplied by the stones they swallow. In this way 
is the food reduced and turned into chyme; and then by 
compression . .. the softer and more liquid part is forced 
out, ... and is transferred to the commencement of the 
intestinal canal. ... The stones and other hard and rough 
substances which the birds have swallowed, if long 
retained, become so smooth and polished that they are 
unfit to comminute the food, when they are discharged. . 

“ If you apply the body of a hawk or an eagle, or other 
bird of prey, whilst fasting, to your ear, you will hear a 
distinct noise, occasioned by the rubbing, one against 
another, of the stones contained in the stomach.” 


With the exception of a single reference to the 
subject by Hippocrates this is, I believe, the only 
recorded observation made by direct auscultation 
before 1800, when Bayle, whilst attending the lectures 
of Corvisart with Laénnec, examined the heart of a 
patient by applying his ear to the precordial region. 
The College possesses a reproduction of an imaginative 
painting of Harvey seated under a hedge reading a 
book whilst in charge of the Prince, afterwards 
Charles II, and the Duke of York during the battle 
of Edgehill. I would commend Harvey with his ear 
applied to the body of a fasting eagle as a pleasing 
subject for a companion picture. Thirty years ago 
I obtained permission to repeat on a giraffe in the 
Zoo some observations I was making on the sounds 
heard on auscultation of the back and epigastrium 
during swallowing, as I thought that the length of 
its csophagus would make their analysis less difficult. 
However, I had not Harvey’s courage, and the 
experiment is still waiting to be made. 

No further observations on the movements of the 
‘stomach were made in the two hundred years which 
followed the publication of “De Generatione.”’ 

en in the course of his investigations on Alexis 
St. Martin’s stomach Beaumont studied its. move- 
ments, and in the latter half of the nineteenth century 
several physiologists investigated the movements 
and their nervous control in the exposed stomach of 
animals. But in 1897, when I went up to Oxford, 
the stomach was still portrayed in the text-books of 
anatomy as an enormous inert sac hanging across the 
middle of the abdomen, That same year a first-year 
Harvard medical student, W. B. Cannon, had the 
inspiration to render the stomach of cats opaque to 
the rays recently discovered by Réntgen by adding 
bismuth salts to the food, a method which was soon 
to be applied to man as well as to cats and was to 
open a new era in the investigation of the physiology 
and pathology of the stomach by visualising the 
gastric movements and so making it possible for 
every physician to be a Beaumont and every patient 
an Alexis St. Martin. 

It is clear from the quotation I have given that 
Harvey regarded the stomach as the organ in which 
the food is diluted, softened and broken up in prepara- 
tion for its absorption from the intestines. His 
work on the circulation of the blood had convinced 
him that the mesenteric veins convey nourishment 
from the intestines to the liver and thence by the vena 
cava to the heart, which distributes it to all parts of 
the body. It is curious, however, that in his old 
age he refused to accept Pecquet’s convincing 
demonstration that the lacteals, which he had 


himself observed in the course of his dissections before | 
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Aselli had published the first description of: them 
in 1622, were also concerned with the absorption of 
nourishment from the intestines. 

Harvey’s interest in physiology was thus -not 
confined to the circulatory and generative organs, 
and his observations and experiments on the physio- 
logy of digestion were of fundamental importance. 
Instead of tracing the evolution of knowledge concern- 
ing the circulation since Harvey’s time, as several of 
my predecessors have done, I propose to: describe 
how the Harveian methods of combined observation 
and experiment have led to our present knowledge 
of the functions of the stomach. 


Harvey and Beaumont 


In the fifty-second Exercise of “De Generatione ” 
Harvey describes the case of a young nobleman, the 
apex of whose heart, covered by a suppurating 
membrane, was exposed as a result of an injury he 
had received as a child. In spite of this he was in 
excellent health and ‘felt adequate to any exercise 
or expedition.” Harvey describes how he demon- 
strated to King Charles the movements of the young 
man’s heart, and how in systole the apex emerged and 
protruded. ‘And ‘his most excellent majesty, as 
well as myself, acknowledged that the heart was 
without the sense of touch; for the youth never 
knew when we touched his heart.” 

Two hundred years later Alexis St. Martin, a young 
Canadian trapper, received a gunshot wound in the 
abdomen. He came under the care of William 
Beaumont, a surgeon in the United States Army, 
who took him into his own house and for two years 
nursed him back to health. The wound eventually 
healed, leaving a gastric fistula surrounded by a 
ring of prolapsed mucous membrane. Beaumont, 
who was endowed with the same spirit of inquiry as 
Harvey, engaged St. Martin as his servant, and for 
two periods between 1825 and 1833, amounting in all 
to twenty-four months, made almost daily observa- 
tions and experiments, which laid the foundation of 
our knowledge of gastric digestion. Harvey’s observa- 
tions were concerned with the mechanical action of 
the stomach in altering thé physical properties of the 
food so as to render it fit for absorption. Beaumont’s 
work was concerned with the changes which occur 
in the stomach as a result of the digestive activity 
of the gastric juice. He described the physical 
properties of gastric juice and had samples analysed, 
confirming Prout’s recent discovery that it con- 
tained free hydrochloric acid. He showed that the 
juice is secreted only in response to the entry of 
food into the stomach and demonstrated. its action 
on different kinds of food both within the body and 
in vitro. He recorded how as a result of fear and 
anger, febrile disturbances, and excessive indulgence 
in alcohol the gastric mucous membrane became red 
and swollen and the juice was replaced by a secretion 
of mucus. 

For twenty years after 1833 Beaumont made 
repeated attempts to persuade St. Martin to return 
to him so that he could continue his investizations, 
but without success.. In 1840 the British ‘Associa- 
tion made a grant of £200 with the object of bringing 
St. Martin to England so that further experiments 
on the physiology of digestion might be carried 
out on him in this country, but he refused to leave 
his Canadian home, where he died, aged 83, in 
1880. 

The next important step in the progress of know- 
ledge concerning gastric digestion was the employ- 
ment of the stomach-tube, which had long been 
used as a means of treating cases of poisoning. This 
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was done by Leube in 1871, though the first “ test- 
meal” had been given over a century before by 
Réaumur to his pet kite, which had-the habit— 
like other kites—of rejecting from its stomach any- 
thing which it could not digest. In a paper on the 
digestion of birds read before the Académie des 
Sciences in 1752 he described how he fed his kite 
by giving food enclosed in small metal tubes, the 
ends of which were closed by a wire grating. The 
tubes were subsequently rejected and. their contents 
examined. Meat was partly dissolved and showed 
no sign of putrefaction. Bone was also dissolved, 
but vegetable material remained unaltered. He 
then filled his tubes with pieces of sponge and obtained 
for the first time pure gastric juice, which he found 
turned blue paper red. ae 

In 1885 Ewald and Boas invented the test- 
breakfast, and in 1915 Rehfuss, using Einhorn’s 
duodenal tube, introduced the fractional test-meal. 
In 1920 the normal standard of secretory activity 
was laid down by Izod Bennett and Ryle as a result 
of their examination of a hundred medical students. 
Since then many physicians, including several 
follows and members of the College, have carried out 
physiological and clinical observations with the 
fractional test-meal, which have done much to 
elucidate the complicated problems concerned with 
the secretory activity of the stomach in health and 
disease, | 


The Antiseptic Barrier of the Stomach 


As long ago as 1784 Spallanzani of Pavia demon- 
strated the antiseptic action of gastric juice by show- 
ing that it prevented and even arrested the putre- 
faction of meat. Thus meat moistened with gastric 
juice did not decompose, and the putrid odour of 
decomposing meat was lost on introducing it into 
the stomach of an animal. In recent years the 
subject has been reinvestigated by Knott, a member 
of the College, who has shown that the normal sterility 
of the stomach and upper part of the small intestine 
depends upon the secretion of hydrochloric acid in 
the gastric juice. In achlorhydria the abnormally 
alkaline secretion of the contents of the small intestine 
affords a favourable medium for the growth of the 
Bacillus coli, which invades not only the small 
intestine, but also the stomach. The infection of 
the duodenum is of special importance, as it often 
leads to an ascending infection of the bile-ducts and is 
responsible for many cases of cholecystitis. The 
loss of the acid antiseptic barrier of the stomach 
also permits infection of the small intestine by 
swallowed organisms in streptococcal infections of the 
teeth and tonsils, and Camps has demonstrated the 
importance of the acid barrier as a protection against 
infection by typhoid, paratyphoid, dysentery, and 
cholera germs. Utilisation of this knowledge should 
in the future do much to reduce the incidence of these 
infections amongst Europeans. A fractional test- 
meal should be an essential part of the examination of 
soldiers and civilians about to serve in the East, and 
the presence of achlorhydria, which would be dis- 
covered in about 4 per cent. of their number, should 
be regarded as an absolute bar against such service. 


Gastric Juice and the Absorption of Iron 


Faber of Copenhagen showed in 1909 and again in 
1913 that achlorhydria in women is often associated 
with simple anemia. This simple achlorhydric 
anemia has been very thoroughly investigated during 
the last few years, especially by Witts and sub- 
sequently by other fellows and members of the 
College. When normal gastric juice is secreted, the 


iron present in organic combination in the food is 
readily assimilated by the small intestine. In the 
absence of free hydrochloric acid deficient absorption 
of iron occurs. This leads to a simple microcytic 
anemia if as the result of an ill-chosen diet the 
quantity of iron in the food is no greater than the 
minimal amount required by people with normal 
gastric juice, especially if excess of blood is lost 
owing to menorrhagia. 


Addison’s Anzemia a Disease of the Stomach 


In 1880 Samuel Fenwick, a fellow of the College, 
whose admirable work on the pathology of the stomach 
is apt to be forgotten to-day, noticed that the 
glandular structure of the gastric mucous membrane 
of patients dying from Addison’s anæmia was 
atrophied and contained so little pepsin that no post- 
mortem digestion took place. He suggested that 
the lack of normal. gastric juice which resulted 
from this atrophy must interfere with the formation 
of blood and that Addison’s anemia might con- 
sequently be regarded as a direct result of atrophy 
of the gastric glands. In the years which followed 
the constant association of Addison’s anemia with 
achlorhydria gradually became recognised, but 
Fenwick’s theory was forgotten. The pioneer work 
of William Hunter on oral and intestinal sepsis led 
to the assumption that achlorhydria favoured the 
production of a hemolytic toxin in the intestines, 
and that this was the cause of Addisonian anzmia, 
Against this theory, however, was the absence of any 
change in the blood in the large majority of people 
with achlorhydria, and gastric digestion was as 
completely in abeyance and bacterial growth in the 
stomach and duodenum was just as vigorous in 
uncomplicated achlorhydria as in achlorhydria with 
severe anzmia. Moreover the administration of 
hydrochloric acid failed to produce any striking 
improvement in most cases of Addison’s anemia, 
It seemed clear therefore that although achlorhydria 


= was constantly present in Addison’s anmmia, it was 


not directly responsible for its development. 

This was the state of our knowledge on the subject 
when in 1931 Castle, a young Harvard physician, 
who had been working with Minot on the treatment of 
Addison’s anzmia with liver, solved the problem in 
a manner which would have delighted the heart of 
Harvey. He first demonstrated that the administra- 
tion of the gastric juice of a normal man had no more 
effect on the blood of a patient with Addison’s anemia 
than an artificial gastric juice consisting of hydrochloric 
acid and pepsin. He then made the remarkable obser- 
vation that a mixture of meat with gastric juice was 
as effective as liver in the treatment of the anemia, 
but that this was not a result of peptic digestion, as 
the gastric juice could not be replaced by hydrochloric 
acid and pepsin, and the mixture was most effective’ 
when the hydrochloric acid was completely neutralised 
so as to prevent the occurrence of peptic activity. 
It is now known that the gastric juice contains an 
intrinsic factor, hemopoietin, which reacts with an 
extrinsic factor present in meat and in other foods 
to produce an active principle that is stored in 
the liver and passes as required to the bone-marrow, 
the normal activity of which depends upon its presence. 
In the absence of this principle the embryonic blood- 
forming tissue fails to reach maturity and the 
characteristic blood picture of Addison’s anemia 
results. The history of human physiology since the 
time of Harvey contains few more fascinating 
examples than this of the solution of an apparently 
insoluble problem by inductive reasoning and 
experiment. 
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Neuropoietin 


In 1922 an Australian fellow of the College, J. R. 
Bell, and I found that achlorhydria is congtantly 
present in subacute combined degeneration of the 
spinal cord, and that in untreated cases an Addisonian 
type of anemia almost invariably develops before 
death. It was at first thought that Minot’s discovery 
of the liver treatment of Addison’s ansmia was not 
applicable to the associated nervous disorder, but 
Ungley and Suzman, the former a Leverhulme scholar 
and the latter a member of the College, have shown 
that when the dosage is adequate the disease can 


not only be arrested but great improvement and 


sometimes complete recovery. may be expected 
to occur. As Addison’s anæmia and subacute 
combined degeneration of the cord rarely develop 
with equal rapidity in the same patient, and in 
many cases either may be present alone for long 
periods with no symptom or sign of the other, it seems 
clear that they must be -caused by deficiency in 
different, though closely associated substances. 
Farther evidence of this is afforded by the fact that 
the gastric juice of patients with achlorhydria and 
subacute combined degeneration of the spinal cord 
but normal blood can be shown to contain hemo- 
poietin by its curative influence on Addison’s anemia. 
I have suggested that the gastric. juice contains an 
additional ferment, to which the name neuropoietin 
may be given. This is the intrinsic factor which 
forms with an. extrinsic factor in the food an active 
principle that is stored in the liver and is required 
for the normal; nutrition of the central nervous 
system. Its deficiency results in subacute combined 
degeneration of the spinal cord. The gastric juice 
thus has the surprising function of supplying a 
substance essential for the nutrition of the central 
nervous system. 7 

. It is now known that the proximal half of the 
stomach secretes hydrochloric acid and pepsin and 
that the distal half secretes an alkaline juice contain- 
ing hemopoietin and neuropoietin (Meulengracht). 
Severe and progressive gastritis leads first to the 
disappearance of hydrochloric acid, then of pepsin, 
and finally, when the pyloric half of the stomach 
is sufficiently damaged, hamopoietin and neuropoietin 
are no longer secreted. 

. The stomach is thus an organ of extraordinary 
versatility, It protects the intestines from chemical 
and mechanical insults by diluting, softening, and 
breaking up the food; it digests protein and curdles 
milk; it offers an antiseptic barrier to bacteria from 
above and below; and it produces substances which 
are essential factors in the production of the active 
principles required for the blood-forming activity of 
the bone-marrow and for the nutrition of the central 
nervous system. zu 48 os 


| Human Vivisection 

- In recent years surgery has offered abundant 
opportunities for studying the physiology of the 
stomach in man by means of operations which have 
often made experiments on animals superfluous. 
Investigations after gastric operations, most of which 
have been carried out by fellows and members of 
this College in coöperation with fellows of the College 
of Surgeons, have shown that in spite of its many 
functions the stomach is not an absolutely essential 
organ. Gastrojejunostomy and, more frequently, 
gastrectomy may totally abolish gastric digestion 
by giving rise to achlorhydria, but in spite of this 
the stools contain no excess of undigested food, and 
the loss of the protection against mechanical and 
chemical irritation and of the acid antiseptic barrier 


- SIR: ARTHUR HURST: THE. TIMB HAS COME. . 


[ocr. 23, 1937 


of the gastric juice manifests itself by a tendency to 
diarrhoea in only a small proportion of cases. Simple 
achlorhydric: anzemia is, however, a common sequel 
of partial gastrectomy, but Addison’s anemia is 
surprisingly rare and. does not even develop in every 
case of total gastrectomy. This is now known to be 
due to the fact that the mucous membrane of thé first 
part of the duodenum, the glands of which are similar 
in structure to those of the pyloric end of the. stomach, 
secretes a juice containing hæmopoietin, the quantity 
of which is sufficient in most people to compensate 
for the absence of gastric juice. . : 
The interest shown by Harvey and his friend and 
patron, King Charles I, in the absence of sensibility 
of the heart would have been extended to the observa- 
tions which it is now possible to make on individuals 
whose stomachs have been completely removed by 
operation. Twenty-six years ago in my Goul- 
stonian lectures I showed that the mucous mem- ` 
brane of the alimentary tract from the pharyngo- 
esophageal sphincter to the junction of the rectum 
with the anal canal is insensitive not only to tactile 
but also to thermal stimuli, and that the only 
adequate stimulus to sensation in the stomach and 
intestines is distension, with the exception of the 
warm epigastric sensation produced by the introduc- 
tion of strong alcoholic drinks into the stomach. 
After complete removal of the stomach a patient 
does not spontaneously appreciate his loss by the 
absence of any familiar sensation. Appetite and the 
general sensations associated with hunger are un- 
affected, and on swallowing nothing unusual is noticed 
unless the patient takes his food too rapidly, when he 
feels some fullness in the epigastrium, but he cannot 
distinguish this from what he would have felt under 
similar conditions before his operation, although 
presumably it is caused by distension of the part of 
the jejunum anastomosed with the esophagus. Close 


. observation, however, shows that the feeling of 


emptiness after long abstention from food is not felt, 
and the patient does not experience the pleasant 
glow in the epigastrium which should follow th 
drinking of neat spirits or a liqueur. | | 
In describing the development of our knowledge 
of the functions of the stomach I have mentioned: 
only a few of the names of those to whom we are 
indebted for that knowledge. It will be observed 
that the majority of them, especially during the last 
thirty years, were hospital physicians. We see 
therefore that to-day there are still physicians 
engaged in the practice of medicine who endeavour 
to follow in the footsteps of Harvey and take an 
active part in advancing the science of physiology. 


Clinical Research and Gastric Pathology 


The last thirty years which have witnessed such a 
revolution in our knowledge of the functions of the 
stomach have witnessed an equally great revolution 
in our knowledge of gastric disorders. When I was 
house physician in 1905 the X rays had not yet 
begun to throw light on gastro-intestinal problems. 
We occasionally gave a Boas-Ewald test-meal, but 
the information it yielded was of infinitely less value 
than that obtained from the modern fractional 
method. The significance of occult. blood. was 
unknown, Consequently diagnosis depended upon 
the history and physical examination alone. As the 
latter is completely negative in the large majority of 
gastric cases, diagnosis depended almost entirely on 
the history. But the correlation of history with 
pathological findings was possible only in fatal cases, 
as the pathology of the living—the greatest gift of 
surgery to medicine—was. still in its infancy. 
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Consequently the diagnosis of the minor and chronic 


disorders was a. matter of guess-work, as there were 


no megns of discovering the pathological cause of 
symptoms in non-fatal cases. But a former Harveian 
orator, Sir William Hale-White, and the President 
of the College, Lord Dawson, were at that time show- 


.Ing that combined clinical and pathological research 


in the tradition of Bright, Addison, and Wilks could 
still bring important facts to light, when they demon- 
strated that gastric ulcer was really a disease of 
middle life affecting males more frequently than 
females and not, as had hitherto been universally 
believed, a disease of anemic young women. This 
discovery was soon to be confirmed by Moynihan, 
whose genius has been curiously underestimated by 
his surgical colleagues, who, whilst acclaiming what 
he did for the art of surgery, forget what he did for 
the sgience of medicine. His discovery of the clinical 
picture of duodenal ulcer was as much a piece of 
original scientific resedrch as the discovery of a 
new element or a new star and as equally deserving 
of recognition. It is perhaps difficult for the present 
generation to realise that thirty years ago, when 

Moynihan was already accurately diagnosing duodenal 
ulcer from the clinical history almost daily in Leeds, 
it had never been diagnosed in London apart from 
an occasional lucky guess in cases of perforation and 
of melsna, and his papers on the subject were 
regarded as the products of a too vivid imagination. 
Duodenal ulcer was diagnosed in the absence of 
hzmorrhage and perforation for the first time at 
Guy’s Hospital in May, 1907, and its frequency was 
not recognised on the Continent till nearly twelve 
years later. In 1913 Ewald, one of the leading 
German gastro-enterologists of the time, stated his 
belief that only one duodenal ulcer occurred for every 
forty-five gastric ulcers. 


Pathogenesis of Carcinoma of the Stomach 


It is now generally believed that carcinoma never 
develops in a healthy stomach. There is abunddnt 
evidence to show that in the 70 per cent. of cases with 
achlorhydria the carcinoma results from malignant 
degeneration of chronically inflamed mucosa, the 
achlorhydria being a result of the preceding gastritis 
and not of the carcinoma, In the remaining 30 per 
cent. of cases with a normal or high acidity the evidence 
is equally conclusive that the carcinoma is a result 
of malignant degeneration of a simple ulcer. The 
chronic gastritis and the simple ulcer are caused 
by chronic irritation, the former especially in 
individuals born with a hyposthenic gastric constitu- 
tion and the latter in those with a hypersthenic 
gastric constitution. 

The irritants which give rise to gastritis and gastric 
ulcer are mechanical, chemical, and thermal; food 
insufficiently broken up and softened owing to its 
coarse character, to hurried meals, or to insufficient 
teeth or dentures irritates the mucous membrane 
mechanically ; alcohol and tobacco, highly seasoned 
food, drugs, and saliva swallowed by patients with oral 
sepsis are chemical irritants; very hot and very 
cold food and drinks are thermal irritants. 

The total incidence of cancer is approximately the 
same in both sexes, in the rich and the poor, and in 
all nations. If cancer of the uterus and breast are 
excluded, the relative incidence in different organs 
is the same in men and women. It is also the same 
in the rich and the poor and in different nations, 
with one supremely important exception—the stomach 
being involved three times as often in the poor as 
in the well-to-do, and in only 22 per cent. of all cases 


- gtomach is also the same. 


: gastric constitution. 


of cancer in men in Great Britain compared with 
42 per cent. in America, 55 per cent. in Holland, 
Bavaria, and Spain, and 66 per cent. in Czecho- 
slovakia. 

We have recently tried to discover the cause of the 
difference between the incidence in Great Britain and 
Holland—22 compared with 55 per cent. The total 
incidence of cancer is the same in the two countries, 
and we have found, as might be expected, that the 
incidence of the hyposthenic and hypersthenic 
We must therefore look 
for a difference in extrinsic causes. Herbert and 
Bruske have compared the teeth and dietetic habits 
of 500 out-patients at Guy’s Hospital with those of 
500 at the Wilhelmina Gasthuis in Amsterdam : 
58 per cent. of the Dutch ate too quickly and chewed 
insufficiently compared with 11 per cent. of the 
English ; gross oral sepsis was present in 44 per cent. 
of the Dutch and 28 per cent. of the English. Spiced 
foods were eaten in excess by 48 per cent. of the Dutch 
and 19 per cent. of the English, and official statistics 
show that the consumption of spirits is much higher in 
Holland than in England; 43 per cent. of the Dutch 
were accustomed to swallow their food and drink at a 
temperature over 60° F., compared with only 22 per 
cent. English. Lastly, 62 per cent. of the Dutch 
but only 13 per cent. of the English smoked more 
than four ounces of tobacco, whether cigarettes, 


pipes, or cigars, a week, and 18 per cent. of the 


Dutch, but none of the English, chewed tobacco. 

It is surely significant that wherever there is a 
difference between the dental condition and the 
dietetic and smoking habits in England and Holland 
it is to the advantage of England. It seems reason- 
able to assume that the more frequent and more 
severe irritation of the gastric mucosa in the Dutch 
leads to a greater incidence of achlorhydric gastritis 
in individuals with the hyposthenic gastric constitution | 
and of gastric ulcer in those with the hypersthenic 
If our views as to the origin 
of carcinoma of the stomach are correct, this would 
explain why its incidence is so much greater in 
Holland than in Great Britain. Insufficient teeth and 
dentures and oral sepsis, coarser food, and stronger 
tobacco may account for the greater incidence in the 
poor compared with the rich. : 
- At present we have no knowledge of how the general 
liability to cancer can be controlled, and the organ 
inferiority which predisposes to achlorhydric gastritis 
on the one hand and to gastric ulcer on the other 
cannot be modified. But the extrinsic causes— 
gastric irritants of all kinds—however trivial they may 
appear to be, can be avoided, and it should at least 
be possible to lower the incidence in the very poor 
by two-thirds to bring it down to the level of 
the incidence in the well-to-do. By preventing the 
development of achlorhydric gastritis and gastric 
ulcer in the predisposed by simple hygienic methods 
cancer too should be prevented ; and even if gastritis 
and gastric ulcer are not abolished, their early recogni- 
tion and adequate treatment should result in their 
cure before malignant degeneration has had time to 
occur. 

Gastroscopy 

The fractional test-meal has made it possible to 
investigate the secretory functions of the stomach 
with considerable accuracy, and the X rays afford 
a means of studying its motor functions and the 
deformities produced by disease. But so long as the 
mucous membrane of the stomach remained inacces- 
sible to visual inspection there could be little advance 
in our knowledge of gastritis, which is now known to 
be much the most common of all gastric disorders, 
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The invention of a flexible gastroscope by Schindler 
in 1932 may therefore be regarded as a landmark in 
the study of the stomach in health and disease, 
which ranks in importance with that of the cysto- 
scope in the study of the bladder. I am glad that 
in this country the gastroscope has not suffered the 
fate of the cystoscope and come to be regarded as a 
surgical instrument. Several of our younger fellows 
and members are already expert in its use, and their 
investigations are adding greatly to our knowledge 
of the pathology of the stomach. If one thinks for 
a moment how little could be known of glossitis or 
pharyngitis . without inspection of the tongue or 
pharynx, it is easy to realise how much our knowledge 
of gastritis must gain from gastroscopy. The inter- 
pretation of radiograms of the stomach is being 
‘revolutionised, and for some purposes, such as the 
investigation of post-operative gastric disorders 
and of the healing of gastric ulcers under treat- 
ment, gastroscopy will in the future take the place 
of radiology. 


Medical Friendship 
Harvey desired that the fellows of the College 


should live in brotherly love and affection. This is 


best promoted by frequent opportunities of meeting, 
such as are offered by the four annual dinners of the 
Fellows’ Club. I am happy that the feast which 


Harvey desired should be “ kept within the College ” 


on the day of the oration ‘for all the Fellows that 
shall please to come,” and towards the cost of which 
he made on the occasion of the first dinner an endow- 
ment of fifteen pounds, is to be revived to-night, as it 
gives an additional stimulus to good fellowship among 
fellows of different generations. | 

Until thirty years ago provincial fellows too often 
had to work in most undesirable isolation. This 
is now a thing of the past, largely owing to the good 
work of the Association of British Physicians, the 
foundation of which in 1907 we owe to seven former 
Harveian orators—Osler, Herringham, Garrod, Rose 
Bradford, Rolleston, Hale-White, and Robert 
Hutchison. The Association also gives London 
physicians an opportunity of seeing the hospitals and 
laboratories of other university cities in Great Britain 
and Ireland, but it is still a blot on London medicine 
that there is so little intercommunication between the 
staff and students of the twelve teaching hospitals, 
in striking contrast with the conditions in the 
University of Paris, where students are free to attend 
clinics and lectures in any hospital they please. 
Visitors from the Dominions and America generally 
know more about the methods of teaching and the 
day-to-day work of the London hospitals than the 
hospital physicians themselves, who are satisfied 
to continue their activities in a far from splendid 
isolation. Occasional visits of a physician with 
his firm to a friend at another hospital is good for 
both physician and student, as I can testify from 
my own experience in the last few years, and I hope 
that this practice will become increasingly common. 

The international relations of the College have in the 
past been very limited. On rare occasions dis- 
tinguished physicians from abroad have lectured 
in this room, and during the tercentenary celebrations 
of the publication of ‘“ De Motu Cordis ” two of the 
representatives of the learned societies of the world, 
Pavlov and Wenckebach, were elected honorary 
fellows. 

In company with a group of fellows of the College 
I have in each of the past nine years made a 
pilgrimage to some foreign medical centre. We have 
been greatly impressed by the kindness with which 


SIR ARTHUR HURST: THE TIME HAS COME... 


[oor. 23, 1937 


we have always been received, and by the eager- 
ness that our hosts have shown in demonstrating 
the work in which they were interested and 
in hearing about medical research and medical 
education in Great Britam. A direct result of 
the international coöperation which can follow 
such meetings is seen in a paper in the April 
number of the Quarterly Journal of Medicine, which 
would never have seen the light had it not been for 
the 1936 meeting of the Medical Pilgrims. In this 
paper Donald Hunter, Snapper of Amsterdam, and 
Witts describe a new syndrome of hypogonadism, 
alopecia, depression of metabolism, microcytic or 
macrocytic anæmia, subacute combined degeneration 
of the cord, and achlorhydria. They suggest that the 
syndrome is the result of a lesion of the anterior 
lobe of the pituitary gland, which must, it is assumed, 
produce under normal conditions a stimulant to the 
secretion of hemopoietin. How greatly Harvey would 
have appreciated an investigation of this kind is 
clear from a letter he wrote to John Vlackveld of 
Haarlem six weeks before his death. ‘Nature is 


nowhere accustomed more openly to display her 


secret mysteries than in cases where she shows traces 
of her workings apart from the beaten path; nor is 
there any better way to advance the proper practice 
of medicine than to give our minds to the discovery. 
of the usual law of nature, by the careful investigation 
of cases of rarer forms of disease.” I should like to 
suggest that we might follow the example of our 
sister college and the Académie de Chirurgie of 
Paris by exchanging visits with the Académie de 
Medicine. Might we not also renew our old associa- 
tions with the medical schools of Padua and Leyden, 
where so many of our seventeenth and eighteenth 
century fellows received the greater part of their 
medical education, and with the American College 
of Physicians, whose fellowship is open to Canadians 
as well as to citizens of the United States? We 
might in these and similar ways do something to 
extend Harvey’s admonition to live in brotherly 
love and affection beyond the confines of the College 
to physicians in other parts of the world and so add 
our small, though by no means negligible, contri- 
bution towards the maintenance of peace by the 
promotion of international friendship. 


æ æ æ 


On St. Luke’s Day, Oct. 18th, 1602, the youthful 
Harvey must have listened to the oration in Praise 
of Medicine, which every year. opened the medical 
session in the University of Padua. I like to think 
that since his death fifty-five years later his spirit 
makes an annual pilgrimage to this College on 
St. Luke’s Day to listen to the oration which he 
founded. He would regret the decay of classical 
education which has led to its delivery in English 
instead of Latin, but he would, I think, find no other 
sign of backsliding. Though modest in life, his vanity. 
would be flattered by the efforts of a whole series of 
learned orators to bring to light everything which can 
add to our meagre knowledge of his life and character 
and of the friends among whom he worked. He would, 
I feel sure, have been particularly gratified by Dr. 
Robert Hutchison’s clear demonstration that he was 
endowed with the priceless gift of a sense of humour. 

He would have noted with surprise that the 
presidential chair is occupied this afternoon for the 
seventh year,in succession by the same fellow, an 
event with only a single precedent since Sir Henry 
Halford ruled over the College for the twenty-four 
years between 1820 and 1844. He would realise 
that this could only be the result of the immense 
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satisfaction of the fellows for the manner in which 
its affairs have been conducted by Lord Dawson, 
during whose tenure of office the influence of the 
College on medical education, medical research, and 
the public health has become more profound and more 
far-reaching than ever before. 

Harvey would be pleased to see how well his 
admonitions have been remembered, and to find 
that after three hundred years fellows and members 
of the College are still taking a leading part in “ the 
research and study of the secrets of Nature by way of 
experiment.” And at the end of each oration he 
would retire to the Elysian fields, happy in the 
knowledge that ‘‘to the honour of the profession ” 
the fellows of the College ‘“‘ continue to live in mutual 
love and affection amongst themselves.” 


THE PATHOGENESIS OF MULTIPLE 
ANEURYSMS 


By SAMUEL Nevin, M.D., B.Sc. Belf., M.R.C.P. Lond. 


ASSISTANT PHYSICIAN TO THE HOSPITAL FOR NERVOUS DISEASES, 
MAIDA VALE; PINSENT DARWIN RESEARCH STUDENT 
IN MENTAL PATHOLOGY ; AND 


Dexnrs WaLrrums, M.D., B.Sc. Manch., M.R.C.P. Lond. 
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THE conception that single or multiple aneurysms 
may in some cases be due to a congenital defect was 
first suggested by Eppinger in 1887. Fearnsides 
stated in 1916 that a congenital weakness of the 
arterial wall at the junctional points was an important 
factor in the formation of some intracranial aneurysms. 
The clinical syndrome which resulted from rupture 
of the congenital cerebral aneurysms was described 
by Collier in 1922, and was later fully studied by 
Symonds (1923, 1924). Forbus (1930) demonstrated 
the association of these cerebral aneurysms with a 
characteristic defect in the tunica media of the 
arterial wall at the angle formed by the branching 
of the vessels. This defect consists in an interruption 
in the muscular coat at the point of bifurcation of 
medium-sized arteries whose adventitia and intima 
are intact. Forbus showed that these defects were 
developmental in origin. Single and multiple 
aneurysms have, from time to time, been described 
on other arteries such as the splenic, hepatic, and 
renal, in which no inflammatory or degenerative 
change could be found. Since defects similar to 
those in the cerebral vessels occur in the walls of the 
abdominal arteries, it is possible that some of these 
aneurysms may have developed in association with 
such defects. Little attention had been given to 
this possibility before Forbus published his paper, 
but since then the idea has been much discussed, and 
clinical and pathological evidence in support of it 
has been advanced. 

Schuster (1937), recording the pathology of a case 
of familial hemorrhagic telangiectasia, described 
multiple aneurysms of the splenic artery. At the 
bifurcation of a tertiary branch of the artery a 
characteristic medial defect was found. In another 
branch at its junction with the parent artery, a minute 
dilatation was found and here also the media was 
deficient. She concluded that the aneurysms were 
probably of congenital origin. Bruce (1937), in 
discussing spontaneous intraperitoneal hzmorrhage, 
suggests that in some cases where no cause for the 
hemorrhage can be found, rupture of a minute 
congenital aneurysm may have been responsible. 

Further evidence that aneurysms on arteries other 
than the cerebral may be associated with developmental 
defects, seems to be given by the following two cases. 
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FIRST CASE 


A woman of 45 had suffered for 9 years from 
symptoms caused by an intracranial aneurysm. 
She died from massive intraperitoneal hemorrhage 
caused by rupture of a splenic aneurysm which had 
not previously caused symptoms. 


She was unmarried and there was nothing of note in 
her family or personal history. Nine years before her 
death (Dec. 19th, 1936) she complained of blurred vision. 
This began suddenly and then slowly improved so that 
six months later she had recovered completely. She 
had no other symptoms. A year later she attended the 
Western Ophthalmic Hospital complaining of double 
vision. At this time paresis of the right superior rectus 
muscle was the only abnormality found; the blood 
Wassermann reaction was negative ; she was well again 
in two months. 

FIRST ADMISSION 

No further symptoms developed until ker eyesight 
slowly began to deteriorate, so that 5 years before her 
death she attended the Hospital for Nervous Diseases, 
Maida Vale, complaining of blurred vision. She was 
admitted to hospital under Dr. Douglas McAlpine. 

Examination at this time showed that she was a well- 
nourished young woman who had a pronounced stammer. 
The right visual acuity was 6/36 and the left 6/12. There 
was bilateral optic atrophy which was very marked on the 
right side. The right visual field showed gross constriction 
of the nasal and upper temporal fields and the left field 
showed slight general constriction. The pupils were 
unequal, the right being slightly larger than the left. 
They reacted fairly well to light and briskly to accom- 
modation. External ocular movements were full in all 
directions, and there was no nystagmus. The other 
cranial nerves were normal. No abnormality was found 
in the motor or sensory systems and the superficial and 
deep reflexes were normal, Except that the systolic 
blood pressure was 170 mm. of mercury and the diastolic 
100, no abnormality could be found in the cardiovascular 
or other systems. The cerebro-spinal fluid at this time was 
under a pressure of 140 mm. of water. It was clear and 
colourless and had a total protein of 85 mg. per 100 c.cm. 
and 5 lymphocytes per c.mm, The colloidol gold curve 
was unchanged. The Wassermann reaction was negative 
in the blood and the cerebro-spinal fluid. Radiograms 
of the skull showed some thickening of the calvarium, 
but no abnormality could be seen in the optic foramina. 
She was discharged from hospital after two months and 
was observed regularly in the out-patient department. 

The vision in the right eye slowly deteriorated, so that 
after 34 years she could only perceive light with this eye, 
while the visual acuity in the left eye was 6/24. 

‘SECOND ADMISSION 

About this time (14 years before death) she was again 
admitted. The visual acuity was as above. Both discs 
were atrophic, the vessels and the retine being normal. 
There was a temporal hemianopia in the left eye but it 
was impossible to obtain a field on the right. The left 
pupil was smaller than the right and was not quite circular. 
The right pupil reacted sluggishly to light and its reaction 
was not well sustained. The left pupil reacted quite 
well to light. There were no other abnormal physical 
signs. The patient had no headache and apart from the 
progressive failure of.sight and occasional flashes of red 
and yellow light in front of both eyes she had no other 
complaints. She continued under observation as an out- 
patient till her death which took place suddenly in bed 
at night. 

POST-MORTEM EXAMINATION 

An inquest autopsy was performed by Dr. I. Skene 
Keith, who found that the cause of death was a massive 
intraperitoneal hemorrhage from a ruptured aneurysm 
of the splenic artery. This aneurysm and the brain were 
made available for our examination by the kindness of 
Dr. Keith. 

The body was that of a well-nourished woman about 
45 years. The skin was normal but was extremely 
exsanguinated. 

Chest.—The heart was normal in size and position. The 
pericardium was normal and no abnormality was found 
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in the valves or the great vessels. The lungs and the 
pleura showed no gross abnormality and there was no 
evidence of any chronic infection. 


-* Abdomen.—The peritoneal cavity was filled with many | 
. pints of recent blood clot. The peritoneuni was smooth . 


and glistening and there was no reaction to the hemorrhage. 
The pelvic contents were normal and there was no evidence 
of pregnancy or of ruptured gestation. The liver, gall- 


bladder, and spleen appeared normal. on section. The 


stomach and intestines were also normal. 


=~ 


Anterior to the pancreas, indenting it, and pushing the 
first part of the duodenum forwards, there was an oval 


tumour 10 cm. by 7 cm. in diameter (Fig. 1). This tumour- 
was firm and hard but was hollow in its upper part. There ' 


was a tear about 3 cm. long situated on the anterior 
surface and opening into the lesser sac. It contained 


' blood clot. -Further examination showed .it to .be.a 


saccular aneurysm of the splenic artery. The artery was 
continued beyond it to the left. The pancreas, which 
appeared to be wrapped round the aneurysm, was other- 
wise normal. The aorta, except for a few fatty streaks, 
did not show any abnormality, and there was no atheroma. 

Brain.—This was examined after hardening. The 
cortex appeared normal, The optic nerves were thin and 


grey. There was no evidence of arachnoiditis, and' the - 


only other abnormalities were the presence of multiple 
aneurysms of the branches of the circle of Willis, and & 


few patches of atheroma on the large basal arteries. 


l THE OEREBRAL ANEURYSMS 
The largest of the four aneurysms (A in Fig. 2), just 
under I cm. in diameter, arose from the junction of the 
posterior communicating artery with the termination of the 
left common carotid artery. It was saccular and had 
become pedunculated.. It lay directly underneath the 
optic chiasma and although its exact relationship to this 


. structure in the living state could not easily be judged 
- from the. post-mortem specimen, it was undoubtedly the 


only cause of the chiasmal pressure. Its wall was very 
thin, in parts yellowish-white and opaque, and in others 


FIG. 1 (Case 1).—The abdominal aneurysm. On the left are 
branches of the cceliac axis, where defects in the tunica 
media were found, and on the right two large divisions of the 

. splenicartery can beseen. The rupture of the aneurysm into 

e lesser sac can be seen in the lower part just above the 
pancreas. 


translucent. There was little thrombus in its cavity. 


- The second aneurysm (B in Fig. 2), about half the size 


of that already described, was at the division of the 
left ¢ommon ‘carotid artery into the middle and anterior 
cerebrals, and the anterior choroidal artery seemed to 
arise from its sac. Its wall was rather dense and opaque. 
The third aneurysm (C in Fig. 2) was similar and arose 
from the left middle cerebral where it divided into its 
main cortical branches. The fourth (D in Fig. 2) was 
@ very small thin-walled sac lodged in the fork of the 


. first main division of the left anterior cerebral artery. 


It was little bigger than a pin head and appeared between 
the two arteries like a berry. As well as these discrete 
aneurysms there were areas of dilatation at the points of 
bifurcation of the branches of the circle of Willis. It was 
difficult to decide whether these were primarily congenital 
in origin’or whether the dilatation had occurred as the 


. 1934, and died four days later. 
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result of local atheroma. On both sides the superior 
cerebellar artery arose from the basilar artery in two 
separate trunks and continued double throughout its 
course. | - 

_ Histological examination of the sac of the fourth aneurysm 
showed that, it was composed of fibrous tissue in which 
no muscle could be found. The mouth of the sac was 


FIG. 2 (Case 1).—The base of the brain showing the aneurysms 
im situ. l 
situated in the angle of bifurcation of the arteries. The 
media and internal elastic lamina had stopped abruptly 
at its edge. There was no evidence of inflammatory 
change in the aneurysm walls. l 


THE ABDOMINAL ANEURYSM 


Of the rest of the arterial tree only the-abdominal - 
aneurysm and the attached vessels were available for 


‘investigation. The aneurysm was situated on the splenic 


artery and appeared to have arisen at a point of bifurcation 
of the artery near the hilum of the spleen (Fig. 1). It was 
difficult to ascertain the exact point from which it had 
arisen on account of the size which it had attained, but 
it conld be seen that the splenic artery was continued. 
on its left side as two independent vessels. | 

` Microscopical examination of the origin of three branches 
arising close together from the main arterial stem proximal 


-to the aneurysm showed characteristic medial defects 


in both forks. In one of these forks the muscle coat was 
completely absent (Fig. 3). A little fibrous tissue filled the 
gap and a thickened tunica intima bridged over the defect. 
In the other fork a similar defect was found. These 
defects were followed in serial sections through the 
junction, and were therefore not due to artefact. There 
were scattered atheromatous changes in the vessels, 
but these were in no way related to the muscle defects. 
The walls of the aneurysm itself were composed of dense 
fibrous tissue and varied greatly in thickness. The 
aneurysm was half filled with a firm laminated thrombus. 


Comment.—The cerebral: aneurysms present were 
therefore typical.of those regarded as congenital and 
were not atheromatous or inflammatory in‘ origin. 
This is further evidenced by the long history of the 
case indicating that one aneurysm had been present 
for at least nine years. | 


SECOND OASE 


The second case was that of a woman aged 56, 
who died after a diagnosis of subarachnoid hemor; 
rhage had“been made. At autopsy a subarachnoid 
hemorrhage from a berry aneurysm, and a massive 
intraperitoneal hemorrhage without adequate cause, 
were found. | ee ih 

She was admitted to the National Hospital, Queen- 
square, under the late Dr. James Collier on June 3rd, 
There was nothing of note 
in the family or personal history of the patient. 


PAST HISTORY 


Since an early age she had had frequent and severe 
frontal headaches, which had been getting more severe 
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in recent years. 
any other symptoms. Twenty years before admission she 
had @ major epileptic convulsion. Since then she had had 
attacks of epigastric discomfort, accompanied by feelings 
of giddiness, In these there was no loss of consciousness, 
and she was well after resting for half an hour. The 
attacks were frequent, but were so slight that she paid 
little attention to them. For several months she had had’ 
slowly f ailing vision which was not materially improved by 
glasses. 

Five days before admission she had a severe headache 
which followéd one of her attacks of giddiness, It 
gradually became more severe and her husband said that 
she was a little queer in her mind. Morphia was given 
to ease the headache. 
night. The headache became unbearable and the next 
day the patient was drowsy and rambled. She appeared 
to be confused. She then improved somewhat until three 
days later, when she had an epileptic fit. In this she fell 
to the ground, went blue and was unconscious for two 
minutes. After this the headache was much less intense, 
but she became ‘doubly incontinent. She became more 
drowsy, and had a slight rise in temperature. The day 
before admission she had a slight squint and complained | 
of double vision. 

EXAMINATION 


On admission she was drowsy but could codperate 
fairly well. She could speak clearly but perseverated 
from time to time. Her memory was fairly good, and 
she was well orientated. Visual acuity could not be 
measured but it was much diminished in both eyes. 
She had diplopia and a homonymous hemianopia to the 
left. There was bilateral papilledema with hemorrhages 
which were more marked on the right. Here the hemor- 
rhages were very large indeed. The vessels were healthy. 
There was a partial third nerve palsy on the right side, 
the left corneal reflex was diminished, and sensation was 
impaired on the left side of the face. There was slight 
weakness of the left side of the face, of the left sterno- 

mastoid and of the trapezius, and the tongue was protruded 
slightly to the left. There was, an incomplete flaccid 
hemiplegia .on the left side,. involving the upper limb 
particularly, The reflexes in the right arm were sluggish, 
and elsewhere they were absent. Both plantar responses 
were extensor. Sensation was normal. The arteries were 
rather hard and tortuous and the blood pressure 
200/100 mm. of mercury. Other systems were normal. 
The day after admission she developed a complete left 
hemiplegia and hemianssthesia. 

Lumbar puncture showed the cerebro-spinal fluid to be 
under increased pressure, It was yellow with slight blood 
admixture. There were 7 cells per c.mm., 70 per cent. 
lymphocytes, 20 per cent, mononuclears, and 10 per cent, 
polymorphonuclears, Protein 90 mg. per 100 c.cm. Nonne- 
Apelt and Pandy tests were weakly positive. Lange curve 
showed no change. Wassermann reaction negative in 
blood and cerebro-spinal fluid. Three days later she 
died. 

POST-MORTEM EXAMINATION 


An autopsy was performed by Dr.:J. G. Green- 


field, to whom we are indebted for permission to publish 
the case. He. found that on removing the cranial 
vault the dura mater on both sides of the vertex, but 
especially on: the right side, looked bluish and was tense, 
and on opening it a thin layer of blood was found between 
it and the arachnoid.: There was also blood staining of the 
cerebro-spiual fluid in the cisterna magna and a definite 
cerebellar pressure cone. There was considerable clotted 
blood in the basilar cistern, Sylvian fissures, and between 
the frontal poles. On separating the latter, ‘blood clot 
came out from cavities in both frontal lobes which had 
openings on to the mesial surface. When the blood was 
cleared from the meninges a small saccular aneurysm, 
which had burst anteriorly, was found arising from the 
middle of the anterior communicating artery. No other 
aneurysm or evidence of disease was seen on the cerebral 
arteries. 

In the peritoneum free blood. was present over the 
surface of the intestines and filling the pelvis. The lesser 
sac was full of partially clotted blood, and the layers of 
the transverse mesocolon and the- appendices epiploics 


The headaches were not associated with — 


The patient vomited twice that . 


in this region were infiltrated with blood which had al: 
penetrated into ‘the interstitial tissue of the pancrea 
There was so much clotted blood that it was impossib 
to see whence it had come, and no aneurysm was four 
here. The other organe appeared to be normal macr 
scopically. 

Microscopic examination of the cerebral arteries showe 
a characteristic medial defect in the fork of the fir 
bifurcation of the right middle cerebral artery. In tk 
angle between two branches of the mesenteric artery tł 
circular muscle-fibres of the arterial wall were broken u 
into small bundles, separated by wide septa of fibro 
tissue which formed more than half the thickness of tł 
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FIG. 3 (Case 1).—Photomicrograph of the muscle defect in tl 
tunica media in the fork between two arteries, illustrated i 


‘Fig. 1, The intima has been torn-across by the dissection. 


wall in this area. Also, at the. exact point of bifurcatio 
itself, the wall was considerably thinner than on eithe 


` side, and consisted entirely of connective tissue. I 


sections of the lungs and kidneys, defects similar to thos 
illustrated in Fig. 4 were found at the points of branching 
of the small arteries. 


DISCUSSION 


These cases of associated intracranial an 
abdominal hæmorrhage have considerable patho 
logical significance. Both the large splenic aneurysr 
in the first case and the intraperitoneal hæmorrhag 
in the second were associated with well-marke 
developmental defects in the walls of the arterie: 
In the first case, in the absence of any inflammator 
or degenerative cause, it may be concluded that th 
aneurysm has arisen as a result of a defect such as ha 
been described. This. is further suggested by th 
multiple aneurysm formation on the cerebral arteries 
If a congenital defect has determined the formatio 
of such a large abdominal aneurysm as was presen 
in this case, it is highly probable that all stages ¢ 
aneurysmal change from minute dilatations whic 
would be very difficult to find post mortem to singl 
or multiple large aneurysms may arise similarly. 

The second case, in which an intraperitone: 
hemorrhage without an apparent cause was preser 
in association with muscular defects of the arteri 
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‘and a cerebral aneurysm, lends strong support to this 


hypothesis. 


The association of cerebral aneurysms with con- 


génital muscular defects has been established by 
Forbus (1930). ‘The occurrence of aneurysm forma- 


tion in association with similar defects on the abdo- - 


minal arteries leads to the conclusion that congenital 
aneurysm should be considered in the etiology of 
those cases of unexplained massive intraperitoneal 


- = hemorrhage which are encountered from time to 


' rare occurrence, 


time, as has already been suggested by Bruce (1937). 
When such a case comes to autopsy the cerebral 
arteries should be examined with care, as congenital 


FIG. 4 (Case 2).—Photomicrograph of muscle defects (indicated 
by oe at the angle of branching ina Sa ear 


aneurysm formani in these vessels would ntrondiy 
suggest a similar cause for the abdominal hemorrhage. 

From a review of the published work it is evident 
that these aneurysms are much more frequently 
observed on the intracranial arteries than elsewhere. 
This fact is difficult to explain because in both the 


. cerebral and the abdominal vessels developmental 


defects in the arterial walls are relatively common. 


It is possible that this greater incidence of congenital — 


aneurysms on the cerebral vessels may be relatéd to 
the differences in histological structure that have 
‘been observed between these two arterial systems. 
In the cerebral arteries the adventitia is deficient 
in elastic tissue, and ‘is not so well developed as in 
abdominal vessels of comparable calibre.. Further, 


in the cerebral arteries, the internal elastic lamina 
_ tends to become divided into several layers in later 


life. As ‘the defects observed in the muscle wall 
appear to be identical throughout the arterial system, 
some further factor, such as these structural differences, 
must predispose to the more frequent aneurysm forma- 


. tion in the cerebral arteries. 


The cases are also interesting from the clinical point 
of view. The combination of congenital cerebral 
aneurysm giving rise to symptoms, and an abdominal 
aneurysm or muscle defect from which a fatal intra- 
peritoneal hemorrhage took place, must be a very 
The clinical picture resulting from 
the cerebral aneurysms illustrates again the variability 
of the symptoms arising from this condition and the 
difficulty of its diagnosis. The correct diagnosis 
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in the first case had not- been established before 
death. It should be noted that in this case the 
largest aneurysm arose from the left common carotid 
artery, while the severe visual failure was present 
in the right eye. This would have made diagnosis 
by arteriography or exploratory craniotomy more 
difficult had these procedures been undertaken. 
The abdominal aneurysm, on the other hand, had given 
rise to no symptoms before its fatal rupture. It is 
not unusual, however, for large aneurysms in. this 
situation to produce variable abdominal symptoms, 
sometimes suggesting duodenal or gastric ulcer, for 


long periods before the diagnosis is made. It is 


interesting also to note that in the second case there 


were massive hemorrhages, which must have been 
nearly simultaneous, into both the cranium and the 
abdomen, each of which appeared sufficient to cause 
death. 

SUMMARY 


Two cases of congenital cerebral aneurysms 
together with an intra-abdominal hemorrhage have 
‘been described. 

The hemorrhage was associated in both cases with 


. developmental defects in the tunica media of the 


mesenteric arteries. 

In one case a large ruptured splenic aneurysm was 
present, and in the other, no definite bleeding point 
could be found. The clinical and . pathological 
féatures of the cases have been discussed. 


We wish to thank Dr. Douglas McAlpine for. permission 
to publish the first case. We are indebted to Dr. Greenfield 
for his advice and criticism. We also thank Prof. R. J. V. 
Pulvertaft for permission to take the photomicrographs. 
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EXAMINATION OF THE BONE-MARROW 


BY STERNAL PUNCTURE 


By A. F. Zanaty, M.B. Cairo, M.R.C.P. Lond., 
D.T.M., D.P.H. 


ae. the Medical Clinical Unit, St. Bartholomew’ 8 
Hospital, London) 


ALTHOUGH Neumann recognised the bone-marrow 
as the site of blood regeneration and the origin of a 
number of its disturbances in 1868, autopsy formed 
the only source of material for the study of this organ 


until the opening of the century, when attention 


was drawn to its examination during life and Ghedini 
(1908) trephined and scraped the tibia of patients for 
diagnosis. The examination of flat bones came first 
into prominence when Donovan (1909) found leish- 
manja more abundant in a rib than in the head of 
the tibia, and Seyfarth (1922) abandoned puncturing 
the spleen or liver for the diagnosis of malaria and 
kala-azar in favour of the sternum because it was 
safe and the marrow was always active. This method 
was soon adopted by a few hematologists, but the 
customary use of a trephine prevented its universal 
application. The examination of the bone-marrow by 
mere aspiration of its contents, which was devised 
by Pianese as early as 1903 and neglected because 
it did not supply material for the study of sections, 
was revived, in a modified form, for hematological 
work by Arinkin (1929). On account of its simplicity ` 
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this method has gained extensive use and has become 
almost a routine examination in some clinics. 


METHOD 

A special hard-steel needle,* similar to an ordinary 
lumbar puncture needle cut short, is fitted with a movable 
shield which’ can be fixed at any required distance to 
limit the depth of penetration. The skin is cleaned and 
some novocain injected subcutaneously and over the 
periosteum on the. middle of the sternum opposite the 
third costal space. The shield is fixed at 0-5-1-5 cm. 
from the point of the needle according to the age of the 
patient, the thickness of the sternum, and the amount of 
subcutaneous fat. The needle with the stilette in place 
is inserted carefully. Some pressure is usually required 
and the operator can feel when he has pierced the super- 
ficial lamella of the sternum. The stilette is now removed 
and by means of a 2 c.cm. syringe about 0-2 c.cm. of blood 
is aspirated, during which the patient experiences some 
discomfort or even actual pain. Films are prepared, 
dried quickly, and stained by the May-Grunwald-Giemsa 
method. The remainder is oxalated and the total cell 
count determined. A collodion dressing is applied to the 
site of the puncture which does not bleed and heals very 
quickly. The manubrium and the lower third of the 
sternum can also be punctured, but both are better avoided. 
The former may have only a thin layer of spongy marrow 
in the middle line (Arinkin 1929), and in the latter a longi- 
tudinal oval split is present in about 20 per cent. of cases 
(Passler, quoted by Segerdahl 1935). 


` Average Differential Picture of Bone-marrow 


Se 1° in| Holmes Schilling 
Semen arnt adult | 1929. | groun | Benzler 
males) 1933. 1915. 
Myeloblast ..  ..  .. | 132 | 17 | 24 a 
Pre-myelocyte 1°35 1:9 F 
Neutrophil myelocyte 15-0 6:55 7:0 17°39 
‘Eosinophil myelocyte z 1:37 0°65 - ss 
Neutrophil metamyelocyte . | 15°69 2:4 6°7 18-98 
Neutrophil, band form 10°48 re 14-0 0-11 
= „segmented form | 20-86 | 480 | 17-4 | 485 
Eosinopbil .. we ee 1-44 2°31 1:0 2-91 
Basophil se Se <a 0:14 0°35 0:3 PER 
Erythroblast or normoblast | 12-88 | 10:85 6-9 37°47 
Pre-erythroblast .. Sis 1-85 Se 
Megaloblast .. A i3 as iid 5-2 
Megakaryocyte os 0:029| 3°35 
Reticular cell ma 0:031 š (16-09 
Monocytes .. 2-27 | 57 9.0 |; recog- 
nised.) 
Lymphocytes 16-76 | 11-9 24:9 
Plasma cells.. 0-39 0'6 
Primitive cells sis s éi 5 2°6 


—— ee, 


s Adult males, adult females, and old people were examined. 
Results for the first two are almost equal. Third group shows 
slight diminution of immature granulocytes and some increase 
in lymphocytes. 


THE NORMAL PICTURE 


One must be well acquainted with the contents of 
normal bone-marrow for the proper interpretation 
of the puncture findings in pathological cases. Many 
workers have tried to work out the normal differential 
picture of the marrow by various methods (see 
Table) and. the different terminologies are often 
confusing. For the purpose of this paper we have 
accepted the average differential picture worked out 

* Various designs have been used. This one, devised by 


Dr. M. Salah (Cairo), is very handy and was Made by Allen 
and Hanburys (London). sk y e by 
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by the same method by Segerdahl (1935) from .a 
exhaustive study of 110 normal cases. 7 
The total count of nucleated cells varies a great 
deal in different punctures of the same person and in 
the first and second portion of the same specimen. 
They vary from 10,000 to 250,000: with an average 
of 75,000 per c.mm. in normal people (Segerdahl 19365, 
Merwe 1936). Our total counts were usually 
below this average in what appeared to be a normal 
or even hyperplastic marrow, but it must be noted 
that we used the last and not the first few drops for 
these counts. Marrow cells readily adhere to one 
another and to the walls of the syringe. For this 
reason the periphery and tail of the film are more 
carefully. examined where marrow cells or islets of 
them are most abundant. A total count may be a 
rough guide to the general cellularity of the marrow 
which can also be seen in the smear but the differen- 
tial count is more significant. The leucocyte- 
erythroblast ratio (average 6:1), the percentage of 
myelocytes, myeloblasts, and erythroblasts, and the 
type of the latter are the most important details. 


DIAGNOSTIC VALUE 


The whole of our material (53 cases) was patho- 
logical and consisted mainly of pernicious anzmia, 
hypochromic anemia, and aplastic anemia, In 
addition a few cases of leukosis, acholuric jaundice, 
polycythemia rubra vera, agranulocytosis, purpura 
hemorrhagica, adenopathies, and other miscellaneous 
diseases were examined. Only once was the puncture 
unsuccessful, and this was a case of Paget’s disease. 
No subcutaneous or subperiosteal hemorrhage (as 
reported by Arinkin 1929) occurred even in cases of 
hemorrhagic diathesis. A few examples may serve 
to illustrate the diagnostic value of sternal puncture 
in disease of the hemopoietic system. 


CasE 1.—-A woman, aged 21, complained of weakness 
and pallor. Pallor and darkening of the skin were noticed 
one year ago. In the last six months pallor increased, the 
skin became yellow, and the patient began to complain 
of dyspnoea, palpitations, stabbing pain behind the 
sternum on exertion, occasional cramps in the legs, and 
pins and needles in the arms. Weakness was progressive. 
During the last month she used to vomit in the morning 
and she became unsteady on her feet. Some bleeding 
occurred from the gums but there was no bruising any- 
where. Appetite was poor, tongue not sore, and periods 
regular but heavy. She lost about 24 st. in the last 
year. There was no family history of importance. 

On examination she was pale with an olive-coloured 
skin and some pigment around the eyes, neck, and in the 
axille and abdominal wall. Tongue was flabby but 
surface not smooth. Some slightly enlarged glands were 
felt in the axilla. A systolic murmur was heard at base 
of heart, otherwise no abnormality in the chest was 
detected ; blood pressure 110/60 mm. Hg. Liver and 
spleen were not palpable, but there was some increase of 
splenic duliness. There was no abnormality in urine or 
central nervous system. 

Special investigations.—The tourniquet test was nega- 
tive. There was achlorhydria after histamine. Wasser- 
mann reaction negative. van den Bergh: direct, delayed 
reaction in 10 min.; indirect, 2-4 units of bilirubin. 
Blood examination : hemoglobin, 44 per cent. ; red cells, 
1,730,000 ; colour-index, 1-3; white cells, 2800 ; platelets, 
38,000 per c.mm. 

Diagnosis.—With the exception of the age of the patient, 
this is almost a typical case of pernicious anemia, but 
liver extract and duodenal powder were tried without any 
effect whatsoever, and careful examination of the blood 
film increased the suspicion about this diagnosis. The 
smear showed 14 per cent. nucleated erythrocytes, 8 of 
which were normoblasts and 6 were macro-megaloblastic 
in type. Anisocytosis and poikilocytosis were not as severe 
as in pernicious anemia. The differential picture of the 
leucocytes was 12 polymorphs, 60 lymphocytes, and 28 
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mononuclear cells per cent. Of the latter a large number 
were distinctly abnormal, and although a change in the 
character of monocytes is common in pernicious anzemia 
(Naegeli 1931) and in some other leucopenias, they were 
suspected of being myeloblasts; half of them gave an 
oxidase-positive reaction. 

Sternal puncture gave 50,000 total count per c.mm. 
and the following picture :— 


Per cent. Per cent. 
Basophil ee ee 0 Staff -nucleated ee ee 
Eosinophil .. Ea 0 Segmented polymorphs 6 
Myeloblasts. . ~- 44 Lymphocytes .. se 23 
Pre-myelocytes sa ES Monocytes . .. k 
Myelocyte .. 5a 1 Macro-megaloblasts .. 4 
Metamyelocyte ae 1 Normoblasts .. .. 10 


This reveals the myeloblastic nature of the marrow and 
justifies the diagnosis of myeloblastic leukesmia. 

The patient went steadily down hill with much fluctua- 
tion in the leucocyte count, and the day before she died 
there were 35,000 white cells per ¢.mm., of which 
many were myeloblasts. The post-mortem examination 
confirmed ‘the diagnosis of myeloblastic leukemia. 


CasE 2.—A man, aged 53, was admitted on March 23rd, 
1937, complaining of indigestion, pallor, and weakness. 
Previously he was a healthy man. Some years ago appendi- 
cectomy was performed because of indigestion, and two 
years ago he had attacks of biliary colic from which 
cholecystostomy with extraction of thirteen stones and 
later on cholecystectomy was performed. One year ago 
he had cedema of legs, and five months ago gastric influenza 
and was in bed for two weeks, after which he looked pale. 
He had injections of liver extract with some improvement 
but the cedema reappeared in the ankles and also in the 
scrotum. Heé suffered from acid eructations, fullness and 
flatulence after meals, and bright blood in motions, but 
hematemesis. He had never worked. with lead. 

On examination his skin and mucous membranes were 


pale. The tongue was normal and there was no dysphagia 


or glossitis and, apart from some tingling in the feet when 
walking about, nothing abnormal in the central nervous 
system was discovered. Some very small glands were 
palpable in both triangles in the neck and in the groin. 
The spleen was two fingers-breadth below the costal margin 
and hard. The liver was palpable (one or two fingers- 
breadth), smooth, and fairly hard. The blood pressure 
was 110/60 mm. Hg. l 

Special investigations.—The Wassermann reaction and 
occult blood tests were negative. Indirect van den Bergh 
‘reaction 0-4 units. Blood-urea 36 mg. per 100 c.cm, A 
levulose-tolerance test gave values of 85, 129, 121 mg. 
blood-sugar per 100 c.cm. before, one and two hours after 
lævulose respectively. In the fractional test-meal free 
and total acid were absent except in a very small amount 
at the end. Blood count: hemoglobin, 43 per cent. ; 
red cells, 2,580,000; colour-index, 0-86; reticulocytes, 
2-6 per cent.; white cells, 3800. 

Diagnosis.—In View of the history of biliary infection, 
the achlorhydria, and the impaired levulose tolerance, 
splenic anemia seemed to be the most probable 
clinical diagnosis. Suspicion as to the true nature of the 
case was aroused, however, by the differential pictur 
which showed: — 


Per cent. Per cent. 
Basophil .. ak Lymphocytes se 17 
Eosinophil .. es 1 Monocytes ai he 2 
Staff-nucleated oe 3 Abnormal cells .. ~. T4 
Segmented cells 2 


The abnormal cells, which were of medium or large size 
-and had primitive nuclei and occasional nucleoli, were 
-suspected of being myeloblasts. Moreover, the presence 
of many broken or basket cells (as much as 34 per cent.) 
in the film was significant. 


Sternal puncture showed : 


, Per cent. Per cent. 
Basophil ee. ee 0 Staff-nucleated ee ee 
Eosinophil .. a 0 Segmented polymorph.. 0 
Myeloblasts.. -. 75 Lymphocyte .. ei 1 

_ Pre-myelocyte. 0 Monocyte ss ee 0 
Myelocyte .. 1 Erythroblasts oa .. 21 
Metamyelocyte 0 


and this myeloblastic marrow seemed to confirm the 
diagnosis of myeloblastic leukemia. 


- The patient was treated by massive blood transfusions 
and was temporarily much improved. On Oct. 13th, 
1937, there was no change in the physical signs, and the 
blood count was: hæmoglobin 59 per cent., red cells 
3,200,000, white cells 2800 (neutrophil segmented 19 per 
cent., lymphocytes 53 per cent., promonocytes 2 per cent., 
monocytes 26 per cent.). The abnormal cells which had- 
been noted before suggested very strongly a relationship 
to the monocyte rather than the myeloid series. They 
were not the typical monocytes of peripheral blood but 
resembled histiocytes, and the case must probably be 
regarded as an aleukemic monocytic leukemia. 


STUDY OF HZMOPOIETIC DISEASE - 


Apart from its diagnostic value, puncture of the 
bone-marrow commends itself for the study of this 
organ in all diseases of the hemopoietic system. 


In a group of aplastic anemias with hyperchroma, 
which can easily be confused with pernicious anemia 
and corresponds with Wilkinson’s description of 
achrestic anemia, the puncture demonstrates a hyper- 
plastic marrow which is macroblastic in contrast to 
the megaloblastic marrow characteristic of pernicious 
anemia. (The findings will be discussed in detail in 
a later communication.) 


In idiopathic hypochromic anemia, the essential 
points observed were normal or active leucopoiesis 
almost in all and frequent hyperplasia of the epy- 
thron (four out of six cases). This hyperplasia 
(average 25 per cent. nucleated red cells) was in the 
main normoblastic with the occasional presence of 
a few macroblasts. Iron therapy seems to stimulate 
hyperplasia in cases in which it is absent before 
treatment. In one case, after a fortnight’s treat- 
ment, the total count in the puncture increased from 
25,000 to 81,000 per c.mm., and the percentage of 
nucleated red cells from 4 to 35. The marked 
normoblastic hyperplasia of the bone-marrow 80 
characteristic of acholuric jaundice was demon- 
strated in two cases in which the number of nucleated. 
erythrocytes was 42 and 58-2 per cent. 


In agranulocytosis, immature white cells need not 
be absent from the marrow in all cases. In two cases, 
indeed, they were present in excess. The stage at 
which development was blocked and the return of 


‘maturation under successful treatment could be 


easily followed (Witts and Gupta 1936). The same 
paradox was found in purpura hemorrhagica. Of 
four cases, all young females, with a positive tour- 
niquet test and a prolonged bleeding time, two had 
a platelet count below 30,000 per c.mm., and no 
megakaryocytes were found in the bone-marrow 
smears ; the other two were of the familial type with 
platelet counts of 40,000 and 154,000 respectively on 
admission which fluctuated considerably and they 
showed an increased number of megakaryocytes in 
the smears. The pathological changes în these cells, 
which were described by Frank (1925) and reported 
by Stein and Hartmann (1926) and Arinkin (1929) in 
the examination of bone-marrow punctures, could 
not be definitely demonstrated. Apart from the 
increase or decrease in the number of these cells, no 
abnormality was noted. An active regeneration of 
the bone-marrow was present in one case which 
showed a secondary anemia at the same time. 


DISCUSSION 


There are many advantages in this method of 
examining the bone-marrow. Its simplicity especi- 
ally commends itself. There is no permanent injury 
to the skin or bone, and, with proper care, no com- 
plication whatsoever. Unlike trephining it can be 
repeated frequently on the same individual. The 
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absence of histological sections is not a disadvantage. 
Owing to the difficulty of staining sections it may be 
impossible to distinguish between a myeloblast, a 
macroblast, and a megaloblast, and especially between 
a lymphocyte and a normoblast. This was partly 
responsible for the confusion of the identity of many 
marrow cells in the literature. It was perhaps this 
difficulty which let the study of the bone-marrow lag 
behind the other branches of special pathology. On 
the other hand, the arrangement of cells to one 
another and to vascular and other structures can be 
studied only in a section preparation. This is essen- 
tial in other organs but not so important in the bone- 
marrow. Apart from the study of the genesis of cells, 
it is the quality rather than the distribution that 
counts. A normoblastic, megaloblastic, myelocytic, 
or myeloblastic marrow derives this distinction from 
the predominance of the special cell concerned 
irrespective of its order of arrangement. The fine 
histology of the marrow cells in the smears is 
demonstrated by a staining technique identical with 
that used in the study of the blood, and the blood-cells 
can easily be traced to mother cells and transitional 
forms in the marrow. Moreover it is important to 
note that the results of a controlled study of sections 
and puncture smears always run parallel (Arinkin 
1929). Megakaryocytes are relatively few in the 
marrow and they show a characteristic focal arrange- 
ment. Morphological landmarks of maturity on their 
part are less distinct, and because of their enormous 
size they hardly spread evenly in a film. This makes 
their identification easy and interpretation difficult. 
A few are encountered irregularly in a puncture but 
their proper exploration seems undoubtedly to be 
more satisfactory in a section. 

A puncture explores a very limited area of the 
marrow and consequently the nature of any nodal 
lesion—e.g., carcinomatosis or lymphogranuloma- 
tosis—may not be betrayed. The essential diseases 
of the hzxmopoietic system are generally diffuse, 
and hyperplasia or hypoplasia of bone-marrow, in 
man as well as in experimental animals, is already 
diffuse in the flat bones by the time it starts in a 
nodular form in the long bones. Anatomically as 
well as physiologically the red marrow is, so to speak, 
a central marrow. The credit of drawing the atten- 
tion of hematologists to this fact must be given to 
the parasitologists. Hyperplasia is always present in 
the marrow of the flat bones in idiopathic hypochromic 
anæmia although that of the long bones may be fatty 
(Wintrobe and Beebe 1933). 

Changes of morbid physiology, too, start in the 
centre and gradually overflow to the periphery, and 
the order of events is reversed in retrogression. 
Besides everyday experience in the post-mortem 
room, this was classically illustrated during life in 
the remissions and relapses of pernicious anæmia 
(Zadek 1921, Peabody 1927). It is this pécu- 
liarity that, apart from technical difficulty, is the 
main advantage of puncturing the sternum instead 
of the tibia or femur as practised by earlier workers. 


The peculiar vascular arrangement of the bone- 


marrow allows many of its formed elements to be 
aspirated in the puncture. Narrow arteries open into 
wide veins which in turn expand into sinuses where 
adhesive immature cells reach their maturity. More- 
over, in an active marrow, intra- and extra-vascular 
hemopoiesis can no longer be recognised, and the 
mother cells of both leucocytes and erythrocytes 
are thoroughly mixed together. In a puncture, these 
cells come out mixed with blood, and it is by the 
routine comparison of smears of that material and 
peripheral blood that valuable information is gained. 
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Puncture of the bone-marrow is performed to 
clinch a diagnosis or to study the marrow in a parti- 
cular disease. It has been recommended for diag- 
nosis in various forms of anemia, adenopathy, and 
leucosis. Careful clinical examination together with 
other laboratory data enables an easy differentiation 
of most of them and, since liver has been introduced 
for the treatment of pernicious anzmia, the thera- 
peutic test has replaced almost any other test in the 
hands of the practitioner. Nevertheless, in cases of 
pernicious anemia where infection or other complica- 
tion is present, the blood picture may not be alto- 
gether clear and the response to treatment may be 
inhibited. In general practice aleukzemic leukosis 
(aleukzemic leukemia) and aplastic anemia remain 
the most difficult types of anemia for diagnosis, and 
in these diseases puncture is of the greatest help. 
A diagnosis of idiopathic aplastic anæmia is reached 
by exclusion. The two cases recorded show that an 
aleukemic myelosis can present itself with either 
a hyper- or a hypo-chromic anemia which closely 
resembles pernicious anemia or splenic anemia and 
careful attention to the blood picture is often rewarded. 


In spite of the leucopenia primitive cells find their 


way into the circulation. In this form of myelosis 
small or large myeloblasts may ‘be present. The 
oxidase stain is essential to avoid their confusion 
with lymphocytes, which are always oxidase nega- 
tive, or with monocytes, which sometimes contain a 
few oxidase-positive granules, though in my experi- 
ence never to the same extent as myeloblasts. In 
this respect the presence of oxidase-positive granules 
in the small as well as large cells is very significant. 
Confirmation of such diagnosis, however, rests with 


‘the result of the puncture, which on account of 


its simplicity may well dispense with more tedious 
laboratory methods. 

For general study of the bone-marrow in diseases 
of the hemopoietic system, the method has proved 
most valuable in my hands as well as others (Salah 
1934, Rohr 1936), and has confirmed what other 
workers had found by more elaborate means. It 
shows clearly what is taking place in the marrow, 
and it demonstrates that the diminution or disappear- 
ance of one or more of the formed elements in the 
blood stream may be due to a disturbance of the 
function rather than of the histology of the bone- 
marrow. The block of maturation has been traced 
to its causative factor in pernicious anzmia, and 
similar causes may be found for other diseases such 
as agranulocytosis, purpura hemorrhagica, and 
aplastic anemia in the future. The presence in 
abundance of mother cells in the bone-marrow in 
spite of their suspended maturation may suggest a 
better prognosis in a special case than their complete 
absence, 


SUMMARY 


1. The method of examination of the bone-marrow 
by simple aspiration of its contents from the sternum 
is described. Its simplicity should encourage its use 
in all diseases of the hemopoietic system. 

2. The diagnostic value of sternal puncture in 
aleukzmic leucosis and aplastic ansmia is discussed, 
and the importance of careful examination of the 
peripheral blood is further emphasised. It appears 
that apart from parasitic diseases, the diagnostic 
value of sternal puncture is limited and is rather 
exaggerated by some workers. 

3. Sternal puncture is of most value in the study 
of the morbid anatomy and physiology of the blood- 
forming organs and the effects of treatment. Many 
of the apparent discrepancies between blood pictures 
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and marrow pictures that puzzled previous observers 
are now known to be essential features of the disease 
process and have led to better understanding of 
ætiology and treatment. 


I wish to express my sincere thanks to Prof. L. J. Witts 
for his continual help and encouragement and for his 
permission to use this material and to publish these cases. 
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MERTHIOLATE IN THE TREATMENT 
OF TUBERCULOSIS 
By S. L. Cummms, C.B., C.M.G., M.D. Irel. 


DAVID DAVIES PROFESSOR OF TUBERCULOSIS, WELSH 
NATIONAL SOHOOL OF MEDIOINE, OARDIFF 


MERTHIOLATE, the sodium salt of ethyl mercuri- 
thiosalicylic acid, has already been tried in the treat- 
ment of pulmonary tuberculosis by Lambert (1936), 
who published a clinical paper giving only provisional 
evidence that the drug was perhaps of some use. 
The Therapeutic Trials Committee of the Medical 
Research Council accordingly invited me to under- 
take certain tests on the value of this substance on a 
series of cases to be selected for the purpose, without 
previous specific treatment. 


TESTS IN ANIMALS 


As a preliminary certain tests in animals were 
carried out. 

It was decided to try the effect of growing out 
tubercle bacilli in Besredka’s fluid egg medium 
(1921) to which, in different flasks, varying strengths 
of merthiolate had been added so as to find out the 
germicidal effect. 

Fourteen Roux fiasks were prepared, each containing 
an accurately measured volume of 25 c.cm. of Besredka’s 
medium, and were tested for sterility by placing at 37° C. 
for 24 hours. These were divided into tyo sets of 7 flasks 
each and were treated with an amount of merthiolate 
varying in dilution from 1 in 100 to 1 in 10 million of the 
medium in each series, one flask in each series being left 
free from merthiolate. All 14 flasks were then “‘ infected ” 
by the addition of 0:5 mg. of human tubercle bacilli. 
All were then replaced in the incubator at 37°C. | 

Tests in vitro.—tThe flasks of Series 1 were subcultured 
24 and 48 hours after seeding. The flasks of Series 2 
were left for three weeks. From both, 0°1 o.cm. was re- 
moved on the day of subculture and cultivated on Jensen’s 
egg medium. The results are given in the Table. They 
show that all bacilli are killed in three weeks in dilutions 
up to 1 in 100, 000. 

Intraperitoneal 4 noculations into guinea-pigs were given, 
1 c.cm, of each flask 24 hours after seeding, and 0-5 c.cm. 
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of each—as the dose of 1 c.cm. had caused some trouble— 
after three weeks. The guinea-pigs inoculated with 1 c.cm. 
of the mixtures after 24 hours all died ; the first of merthio- 
late poisoning and the remainder either of or with tuber- 
culosis. Those inoculated with the mixtures after three 
weeks proved free from any trace of tuberculosis except 
the guinea-pig to whom 1 part in a million had been 
given, and from that animal a minute quantity of tubercle 
was isolated from the spleen. The recipient of 1 in 10 mil- 
lion unfortunately died of sepsis and so could not be 
adequately examined. 


Table showing Results of Subcultures from Besredka 
Fluid Medium Cultures containing Merthiolate 


0-1 c.cm. subculture on Jensen's egg medium. 


Merthiolate . 
strength 

(per cent.). Series 1 Series 1 Series 2 

at 24 hours. | at 48 hours. | at 22 days.. 

1 ee se . . 
1/10 ga os čs ý 
1/100 +++ + a 
1/1,000 +++ ++ . 3 
1/10,000 +++ +++ * 
1/100,000 +++ +++ +++ 


Control broth= + + ++ 
Number of plus s indicate degree of growth. 
* The culture was negative, but a guinea-pig inoculated with 
the same amount showed tuberculosis of the spleen. 


Further tests on the action of tubercle in the blood 
in rabbits treated with merthiolate were also tried. 


They received a dose intravenously the first 5 minutes, 
the second 2 hours, and the third 24 hours after the 


- inoculation of a 0°56 mg.- culture of bovine bacilli intra- 


venously, while a control animal received nothing but 
the tubercle bacilli. The animals all died of tubercle, as 
was to be expected in view of the strength of merthiolate 
found necessary to kill off bacilli in 24 hours. 

An investigation of the action of merthiolate in clots 
was of some interest, showing that, by Wright’s 
method (1924), the clots were sterilised by 1 in 
100 and 1 in 1000 but that higher dilutions were 
ineffective. 

CLINICAL TESTS 


A freshly prepared 1 per cent. solution was made 
up and handed to the medical superintendents of 
three tuberculosis hospitals—at Cefn Mably, Sully, 
and Craig y Nos—for use in the cases selected for 
treatment. The directions were that the following 
doses were to be given intravenously every 
second day so that the course should last a 
fortnight: 2 ¢c.cm., 3 c.cm., 4 c.cm., and 5 c.cm. for 
each of the final four doses. The urine was tested 
every day for albumin. The patients were kept 
quiet on the days of administration but were not 
necessarily confined to bed unless this had been 
ordered for other reasons. In all 17 patients were 
picked out as suitable for treatment, but two were 
subsequently rejected. 

No complaints were made of immediate sensations 
of nausea or shock. One patient tended to cough 
a little after his treatment but this may have been 
accidental. The patients rather liked the treatment, 
and there would have been no difficulty in the giving 
of a second course if this had appeared necessary. 
Careful assessment of the cases, carried out on a 
sufficient number of occasions, before, during, and 
after the merthiolate, however, failed to demon- 
strate any pronounced change in the patients treated 
and so they were not recommended for a further 
course. They remained approximately in the same 
condition as before. 
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| TREATMENT OF SINUSES 

Tuberculous sinuses were treated with merthiolate 
at Glan Ely Hospital, and the tests were not such as 
to render the sinuses appreciably better. Through 
the kindness of Dr. A. Brownlee and his senior 
assistant, Dr. I. A. Williams, I was enabled to carry 
out tests on 11 patients, Dr. Enid M. Williams taking 
cultures at the same time. In none of the cases was 
there any improvement, and the cultures, seeded by 
Dr. Enid Williams, showed no change after treatment. 


CONCLUSIONS 

1. So far as our clinical tests go, merthiolate in 
safe doses is without significant effect. 

2. Used for the irrigation of chronic tuberculous 
sinuses in a strength of 1/1000, it fails to clear up 
the condition after three weeks’ trial, a finding which 
suggests that the treatment is ineffectual. 

3. In Besredka’s medium there is a slow but sure 
sterilisation of the culture, a bactericidal or perhaps 
a bacteriostatic effect, all tubercle bacilli being killed 
off in three weeks in dilutions up to 1 in 100,000. 
This sterilisation of the culture is perhaps of impor- 
tance, and it is remarkable that it takes place even in 
the presence of egg proteid. 

4. In water its action is rapid and efficient, as 
found by Douglas and Hartley (1934), and as shown 
by my own confirmatory experiments. 

5. In Wright’s capillary blood clots its stion on 
tubercle bacilli is restricted to a dilution of 1/1000. 
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PEPTIC ULCER OF MECKEL’S 
DIVERTICULUM | 
By W. I. Carp, M.D., M.R.C.P. Lond. 


FIRST ASSISTANT IN THE MEDICAL UNIT, ST. THOMAS’S 
HOSPITAL, LONDON ; AND 


T. W. Mrveriss, M.S. Lond., F.R.C.S. Eng. 


CHIEF ASSISTANT IN THE SURGICAL UNIT AT THE HOSPITAL 


MECKEL’s diverticulum is a remnant of the vitelline 
duct and is found in about -2 per cent. of the popula- 
tion. In the embryo, at the time of separation of the 
duct, its entodermal lining has the same power of 
development.as the intestinal entoderm. If occlusion 
of the duct fails to take place, differentiation of the 
lining may follow exactly as in the intestinal entoderm. 
It is therefore not surprising to find epithelial hetero- 
topia in Meckel’s diverticulum. Gastric mucosa has 
often been recorded and occasionally pancreatic tissue 
has been found (Taylor 1927). Should gastric mucosa 
occur peptic ulceration may follow. Perforation of 
a peptic ulcer of Meckel’s diverticulum was first 
described by Deetz in 1907, and since then many 
cases of peptic ulcer of the diverticulum have been 
reported, mainly in Germany and America. These 
have lately been reviewed by Johnston and Renner 
(1934) and Cobb (1936). The condition still appears 
to be so little recognised in this country that publica- 
tion of a further case is warranted. 


CASE REPORT 
A boy, aged 13, was admitted to St. Thomas’s 


Hospital on May 25th, 1936, with a history of profuse 
rectal hæmorrhage three hours before admission. 
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For the previous three days he had had vague 
abdominal pain referred. to the umbilicus. 


He presented the signs of recent acute hæmorrhage, 
with pale mucous membranes, sweating, restlessness, a 
pulse-rate of 120, and a temperature of 98° F. There was 
diffuse abdominal tenderness and rectal examination 
showed the presence of altered blood. The red cell count 
was 2,480,000 per c.mm., with hæmoglobin 40 per cent. 
and colour-index 0:81. A tentative diagnosis of a bleeding 
duodenal ulcer was made and the patient was given 
morphia. Three days later red blood was passed per 
rectum and the red cell count on the next day had fallen 
to 2,060,000, with Hb. 33 per cent. and C.I. 0-82. 
He was thereupon transfused with 15 oz. of blood from a 
suitable donor. Though melena persisted for several 
days there was no indication of fresh bleeding. He was 
given a Meulengracht’s diet and ferri et ammon. 
cit. gr. 90 o.d. Proctoscopy, a complete barium meal, 
and a barium enema showed no abnormality.‘ His condi- 
tion gradually improved and on discharge he showed 
72 per cent. of hæmoglobin. He attended the out- 
patient department and appeared in good health. 

In November, 1936, he was readmitted with a similar 
history of acute rectal bleeding. Once again it was clear 
that he had had a severe hemorrhage. He again had 
vague abdominal pain referred to the umbilicus and 
there was dark blood on the rectal glove. „The pulse-rate 
was 160, the temperature 97-5°, and the hæmoglobin 40 per 
cent. He was given morphia. During the next 24 
hours the abdominal pain became more severe and 
generalised and was accompanied by widespread rigidity 
suggesting a perforation of an abdominal viscus. His 
pulse rose steadily from 120 to 150 and his temperature 
to 100°; a leucocyte count showed 12,000 cells per c.mm. 
A diagnosis of acute spreading peritonitis was made and a 
transfusion of 20 oz. was given prior to laparotomy. 

Operation.—Anesthesia was induced with nitrous oxide 
followed by ether and oxygen. A low right paramedian 
incision was made and a large amount of purulent fluid 
and altered blood was found in the peritoneal cavity. 
There was a perforated ulcer at thé base of a short Meckel’s 
diverticulum situated on the antimesenteric border of the 
ileum some 24 ft. from the cecum. The diverticulum, 
including the ulcer, was excised and the bowel sutured 
transversely. An intraperitoneal drain was inserted 
through a stab incision above the pubes and the abdominal 
wound closed with a drain down to the rectus sheath. 

Post-operative course.—The patient suffered from disten- 
sion due to peritonitis and the pulse-rate did not fall below 
120 for the next five days. A residual pelvic abscess formed 
and discharged through the suprapubic drain-hole, but he 
ultimately made a good recovery and was discharged from 
hospital 44 weeks after operation. He has since remained 
perfectly well. 


The excised diverticulum was an inch in length 
and was surrounded by a cuff of ileum. The mucous 
membrane of the diverticulum was thick and suggestive 
of gastric mucosa and was sharply delimited from 
the ileal mucous membrane. At the junction of the 
two mucose was an ulcer, a third of an inch in diameter 
and in appearance similar to a peptic ulcer at the 
stoma of a gastro-enterostomy. The floor had 
perforated into the peritoneal cavity but no large 
eroded vessel was seen. 


Microscopy (Dr. D. C. L. Derry).—The section described 
below was taken through the junction of the ileal mucosa 
and the mucosa of the diverticulum. The ileal mucosa is 
normal in appearance, showing villi lined by columnar 
epithelium, interspersed with goblet cells, and the typical 
crypts of Lieberkuhn; the lamina propria contains a 
normal] number of connective tissue cells, such as small 
lymphocytes, plasma cells, and eosinophils, with lymphoid 
patches. This mucosa passes abruptly into the mucosa 
lining the diverticulum which is identical with gastric 
mucosa, consisting of tall columnar epithelium lining 
gastric pits, and typical gastric glands, containing the 
usual number of zymogenic and oxyntic cells ; the lamina 
propria contains a normal number of connective tissue 
cells—e.g., small lymphocytes and eosinophils. There is 
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no evidence of inflammation. A few ectopic foci of 
gastric glands are present in the ileal mucosa, and vice 
versa. The muscularis mucosa is continuous below the 
mucoss, 

COMMENT 


Cobb (1936) has collected 100 probable cases of 
peptic ulcer of Meckel’s diverticulum. Gastric mucosa 
has been found in the diverticulum of 66 of these ; 
the remainder were not examined histologically. 
Of the 66 cases, 9 were in females. Perforation of 
peptic ulcer had occurred in 32 of these proved cases ; 
only 3 were in females. This preponderance in males 
appears to be highly significant. When it is considered 
that the condition usually occurs in childhood at a 
time when general living conditions and diet are very 
similar for the two sexes, the female seems to enjoy 
an especial freedom from ulceration depending solely 
on her sex. However no control observations are 
available. We therefore cannot infer a relative 
immunity of the female to this type of peptic ulcera- 
tion since Meckel’s diverticulum is twice as common 
in males, and we can find no figures to show the 
relative incidence of gastric mucosa in normal 
diverticula in the two sexes. 

The commgnest presenting signs of an ulcer of 
Meckel’s diverticulum are severe rectal hemorrhage 
or perforation. Of the 100 cases collected by Cobb, 
71 had had hemorrhage, 53 had perforated, 35 had 
had hemorrhage followed by perforation, while in the 
remainder the ulcer was only found at operation or 
autopsy. The cases likely to be missed are those in 
which bleeding is the presenting sign and the condi- 
tion should certainly be considered as a cause of 
rectal hemorrhages especially in children. Even if 
an ulcer of Meckel’s diverticulum is suspected it is 
difficult to demonstrate the diverticulum by radio- 
graphy, though this has occasionally been done. 
Case (1926) appears to have been the first to demon- 
strate a diverticulum that was afterwards confirmed 
by operation. If an ulcer may reasonably be suspected 
from the history of repeated rectal hemorrhages, and 
a complete physical and radiological examination is 
negative, we feel that it is justifiable to advise 
laparotomy in view of the risk of further hemorrhages 
or perforation. 

‘We are grateful to Prof. O. L. V. de Wesselow and Mr. C. 
Max Page for permission to publish this case. 
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TYPHOID BACILLURIA TREATED WITH 
SULPHANILAMIDE 
By M. Barer, M.B. Lond. 


LATE HOUSE PHYSICIAN AT THE SEAMEN’S HOSPITAL, 
GREENWICH 


THE treatment of Bacillus colt pyelitis and bacilluria 
with p-aminobenzenesulphonamide (sulphanilamide) 
appears to be now well established (Kenny and others 
1937) and my own results in a series of cases have been 
so good that I decided to try the drug in a case of 
typhoid bacilluria. 

The patient, @ seaman aged 65, was admitted to the 
Seamen’s Hospital, Greenwich, on May 27th, 1937. His 
ship had been trading on the Spanish coast and whilst 
at Valencia four weeks before admission he developed 


(1) dizziness and weakness followed by. a state of semi- 
K 
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consciousness ; he was confined to bed for seven days, 
but then resumed duty; (2) frequent loose stools; dry 
tongue and mouth, and loss of taste; and (3) cough. 
There was no vomiting or rigors and no urinary symptoms. 

On admission the temperature was 101° F., the pulse- 
rate 80, and the respirations 24. Dry tongue showing 
leucoplakia. Abdomen soft and not tender or distended. 
Bilateral inguinal hernia ; mild bronchitis at both bases ; 
spleen not palpable; no rash. On May 28th the Widal 
reaction was positive, 1/10-1/1280. A blood count 
showed 3000 white cells (polymorphs 63 per cent., lympho- 
cytes 31 per cent., monocytes 5 per cent., and myelocytes 

l per cent.). Wassermann reaction positive (+ +). 

. By June 4th the temperature had begun to fall. The 
spleen was now palpable. Convalescence was uneventful 
until June 25th when the temperature rose to 100-2° F., 
with a pulse-rate of 92, and bronchitis at both bases. 
There was frequency and pain on micturition, tenderness 
in both loins and over bladder, and pus in the urine (+). 
Treatment was commenced with hexamine gr. 15 t.d.s. 
and acid sodium phosphate gr. 20 t.d.s. Four days later 
the urine contained pus (+ +) and gave a heavy growth 
of B. typhosus.. On July 2nd all the symptoms were worse, 
with swinging temperature and pus in urine (++). The 
patient was given Mandelix (elixir of ammonium mandelate 
B.D.H.) 2 drachms t.d.s., ammon. chlor. gr. 30 t.d.s. 
being given for a few days in addition in order to ensure 
sufficient acidity of the urine. The urinary pH was 5-3 
after four days and treatment with mandelix was con- 
tinued for three weeks, till July 22nd. The patient’s 
symptoms cleared up rapidly and the temperature became 
normal on July 8th, but urinary examination on the 17th 
showed pus (very heavy deposit) and B. typhosus in pure 
culture. The same organism was present in the urine on 
July 20th and 23rd but could not be found in the stools 
on the 20th, 21st, and 22nd. 

In view of the persistence of typhoid bacilluria, after 

a week on hexamine and three weeks on ammonium 
mandelate, treatment with sulphanilamide was begun 
on July 22nd. The reaction .of the urine was not 
adjusted, since the drug acts over a wide range of 
pH (5:2 to 6-8) in B. colt infection (Kenny). The 
dose was gr. 74 b.d. by mouth, and in five days 
(on July 27th) no B. typhosus could be found in the urine. 
Treatment was discontinued next day, but a culture of 
urine contained B. typhosus on August 5th and sulphanil- 
amide was again given, in the same daily dosage, for a 
fortnight. Cultures taken four times between August 10th 
and Sept. 26th grew no typhoid bacilli. 


Transient bacilluria is common during convalescence 
from enteric fever. As a rule it is not associated with 
symptoms or with pyuria and the organisms dis- 
appear from the urine comparatively soon (Browning 
1933). Moreover, both in temporary and permanent 
carriers, their excretion may be very intermittent : 
Garbat (1922), for instance, states that one specimen 
may be sterile though urine passed an hour before or 
after may contain numerous typhoid bacilli. Hence 
one must be especially careful when assessing the 
value of any particular drug in the treatment of 
typhoid bacilluria. No deductions can be drawn 
from a single case, but the sequence of events from 
July 22nd to August 10th was so striking that I 
place it on record in the hope that others with greater 
facilities may be encouraged to try sulphanilamide 
in typhoid bacilluria and pyelitis. 


SUMMARY 


(1) A case of typhoid pyelitis and bacilluria which 
failed to react to hexamine was treated for three weeks 
with ammonium mandelate but still showed a pure 
growth of B. typhosus in three separate urine cultures. 
(2) After five days’ treatment with sulphanilamide 
culture was negative ; but typhoid bacilluria returned 
when sulphanilamide treatment was discontinued. 
(3) The urine became sterile after four days’ further 
treatment, and after a course of sulphanilamide 
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lasting fourteen days there was no recurrence of 
bacilluria, 

I wish to express my thanks to my former chief, Dr. C. E. 
Sundell, senior physician to the Seamen’s Hospital, for 
permission to publish this case and for many helpful 
suggestions, 
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RECURRENT FIBROIDS 


By Bryan C. MuRtEss, M.B. Camb., F.R.C S. Edin., 
M.C.0.G. 


OBSTETRIO REGISTRAR AT 8T. MARY’S HOSPITAL, LONDON 


THOUGH a number of cases of fibroids recurring 
after subtotal hysterectomy have been described 
the condition still remains extremely rare, and the 
following case may be of interest. 

A woman aged 46 was admitted for pain low down in 
her right iliac fossa. She had had 3 children, the youngest 
being 15. A subtotal hysterectomy had been performed 
5 years 9 months previously for fibroids, and since this 
she had not menstruated. 

Examination revealed a pelvic tumour, firm, tender, 
and fixed to the cervical stump. A diagnosis of ovarian 
neoplasm was made. l 

At operation a medium-sized fibroid was discovered 
and panhysterectomy performed. Great difficulty was 
experienced as the bladder, which almost completely 
covered the tumour, was firmly adherent to its anterior 
and upper surfaces, the tumour having grown up between 
the peritoneal and muscular coats of this viscus. During 
separation a hole was made in the bladder and repaired | 
with fine catgut. 

The specimen consisted of a mass measuring 5 by 4 in. 
and contained the stump of the uterus and two irregular 
fibroids growing from the supravaginal portion of the 
cervix. In the centre of one a small patch of red degenera- 
tion was found. The ovaries appeared normal. Micro- 
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scopy showed no special feature in the pathology of the 
ovaries or the fibroid growths. 

Most who have dealt with this condition have 
found the removal of these tumours difficult, due to 
their relations to the bladder and pelvic colon, and 
Fletcher reporting a case in 1935 stresses these 
points. Giles (1922) and Greenhill (1936) also report 
cases where technical difficulties were experienced. 

Owing to the knowledge of the previous subtotal 
hysterectomy, correct pre-operative diagnosis seems 
to be rare. Like this case, those of the three writers 
quoted above were thought to be ovarian neoplasms 
till the abdomen was opened. It is well known that, 
judging clinically, cases of fibroids appear to differ 
in their rate of growth, depending no doubt upon 
their variations in blood-supply and also probably 
upon the concentration of the unknown endocrine 
influence causing their development. 

A survey of such cases as these, however, provides 
excellent first-hand evidence of their.minimum rate 
of enlargement. The fibroid reported by Fletcher 
had enlarged to 13 by 9 in. in 8 years ; in Greenhill’s 
case to 7} by 6 by 4 in. in 17 years. Reader (1924) 
reports a case of one that had attained the size of a 
billiards ball in 3 years. The tumour in my case 
measured 5 by 4 in. after 6 years. All reports of 
microscopy showed normal fibromyomatous tissue. 

It is probable that the majority of recurrent 
fibroids develop from a seedling fibroid left in the 
supravaginal portion of the stump, but possibly 
some start as a fresh development a period of years 
after the subtotal operation. Such a theory will 
explain the apparent variation in rate of growth 
shown in the cases quoted. 

My thanks are due to Mr. Leslie Williams by whose 
permission I treated this case. 
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MEDICAL SOCIETIES 


HUNTERIAN SOCIETY 


A MEETING of this society was held on Oct. 18th. 
The president, Dr. Donatp C. Norris, F.R.C.S., 
occupied the chair, and gave an address on 


Some Medical Problems in Accident Insurance 


He said there were four main matters on which 
the doctor’s advice was sought in accident cases: 
(1) the physical fitness of the applicant for employ- 
ment or for various kinds of insurance ; (2) the risks 
attaching to. occupation or to industrial processes ; 
(3) the effects of accidental injury ; (4) prognosis in 
cases of disease or injury. 

In estimating physical fitness it was necessary to 
have a standard, and this would vary with the 
object of the examination. A man might be a good 
risk for life assurance if he had no defect likely to 
shorten his life, yet a bad risk for accident insurance 
if he had bad sight or hearing. Moreover, he might 
be fit for work as a clerk but not as a blacksmith. 
Life assurance was far from being a mere gambling 
transaction. The real gambler—whose position was 
morally indefensible—was the man who was under- 
insured, who was faced with a risk which he could 
not avoid, and could not afford to meet if it should 


materialise, and yet made no proper provision for 
such a contingency. 

In examining applicants for employment it was 
customary to pass only those who were free from 
major defect, and many firms accepted only “ first- 
class lives,” which might be hard on the rejected 
candidate. Much unemployment and invalidity 
could be avoided if workers were allotted only to 
tasks for which they were physically suited, and the 
examining medical officer should know much about 
the physical requirements in various industries. In 
a large factory in America it had been estimated 
of 7882 different jobs, only 949 needed men of strong 
physique ; 3338 jobs required moderate strength, 
while 3595 were light enough to be done by women 
or boys. In some occupations cripples could earn 
full wages; it was regrettable that so few British 
employers would take on partially disabled men. 

Medical advice was frequently sought as to the 
hazards associated with new industrial processes. 
Inhalation of certain kinds of dust might lead to 
disease, and there were elaborate regulations con- 
cerning silicosis; but it was disconcerting to learn, 
from the last annual report of the chief inspector of 
factories, that no trace of that disease was found in 
autopsies on 122 of a total of 189 fatal cases which 
had been certified as suffering from silicosis, and that 
the rest had only slight traces of the condition. 
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In examining cases of alleged injury full particulars 
of patients should be recorded, especially any past 
illnesses. It was exceptional for any disease to have 
a single cause; for example, osteo-arthritis might 
be due to any one or more of several factors, acting 
either alone or in combination, such as age, injury, 
infection, overstrain, endocrine disturbance, and 
exposure to cold or wet. Statistical evidence needed 
to be studied carefully before it could be applied to 
a particular case. The differential diagnosis of pain 
in the back had recently been complicated by recog- 
nition of a condition in which the soft, elastic centre 
of the intervertebral disc (the nucleus pulposus) 
broke through the dense fibro-cartilage surrounding 
it, and prolapsed, either into the bodies of the 
vertebrz or into the spinal canal, where it exerted 
compression on the spinal cord or nerves. 

Perhaps no branch of medical work was so difficult 
as the estimation of the probable duration of incapa- 
city after accidental injury, when such factors as the 
availability of proper treatment and the provision 
of suitable work if needed as a remedial agent had 
to be considered. That pending litigation was a 
potent cause of delay in resuming work did not 
imply that malingering was common; in the presi- 
dent’s own experience it was rare. Only one case in 
fifty of claims to werkmen’s compensation reached the 
courts, but negotiations for settlement were sometimes 
needlessly prolonged, and the workman might then 
regard himself not as a sick man to be restored 
to efficiency as quickly as possible, but as an ordinary 
litigant who had acquired an interest in the fund 
from which he might expect to receive a share. It 
sometimes happened that a workman recovered from 
an injury sufficiently to be able to resume work, but 

the accident had set up some condition which was 
likely to lead to late complications, and hence to 
further disability. Claim to compensation for this 
might be barred by lapse of time, and in order to 
preserve his rights the workman might be allowed to 
file a ‘‘ Declaration of Liability.” 

It was sometimes suggested that a doctor whose 
work was concerned largely with the assessment of 
claims might be unduly influenced by the supposed 
interests of the party to whom he sent his report ; 
this danger tended to eliminate itself with increasing 
experience, as it soon became apparent that any 
departure from strict impartiality had a very damag- 
ing effect on the reputation of the doctor concerned, 
and was embarrassing to the employer or insurer 
dealing with the claim. | 

The practice of examining claimants disclosed, 
said the president, remarkably few attempts at fraud. 
When a claim was pursued to unjustifiable lengths 
that was more commonly due to an excess of zeal 
on the part of the patient’s legal advisers than to 
his own cupidity. 


` 


ROYAL ACADEMY OF MEDICINE IN 
IRELAND 


At a meeting of the section of surgery on Oct. Ist, 
with Mr. SETON PRINGLE in the chair, a discussion on 


Curable Intracranial Lesions 


was opened by Mr. A. A. MCCONNELL, the President. 
He pointed out that the presence of symptoms and 
signs suggesting a tumour of the brain were not to 
be taken to mean that the case was hopeless, for 
there were many patients in whom these symptoms 
were due to curable lesions. The curable conditions 
in general were derangements in the amount or 
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circulation of the cerebro-spinal fluid, and tumours 
growing from the meninges, from certain cranial 
nerves, and from the pituitary body. Some types 
of hydrocephalus were cured simply by lumbar 
puncture, other types by short-circuiting operations, 
whilst others seemed to be permanently relieved by 
evacuation of cysts. Only some meningeal tumours 
were curable and operations for their removal might 
carry considerable risk. But no case presenting 
symptoms of intracranial disease should be regarded 
as hopeless until a complete examination had been 
made; moreover it was often impossible to tell the 
nature of the lesion without some physical method 
of diagnosis being employed, or even an operation 
performed. 

Mr. C. J. MacAvtry thought it important to 
emphasise the comparative frequency of collections 
of blood in cases of traumatic origin. On one or two 
occasions he had removed a tuberculoma without 
knowing that it was one, and once at least complete 
recovery had followed post-operative deep X ray 
treatment. 

Dr. H. LEE PARKER said that in the early days of 
brain surgery tumours were very large and the mor- 
tality very high. It was well to remember that the 
outlook was very often not as hopeless as one might 
think. Certain conditions, especially subdural hema- 
toma, were very difficult to recognise, but once they 
were recognised they might be completely cured ; 
very often they were bilateral and both sides had to 
be opened. 

Mr. SETON PRINGLE said that Mr. McConnell had . 
quoted many cases of very pleasant surprises, and 
he was sure it was necessary, in these cases, to have 
very close coöperation between surgeon and physi- 
cian.— Mr. T. J. D. Lane asked if it was advisable 
to release suddenly the pressure caused by a collection 
of blood on the brain.—Mr. L. B. SOMERVILLE-LARGE 
referred to a case mentioned by Mr. McConnell, in 
which a child had a peculiar gait and ocular paralysis 
in one eye but no papilledema.—Dr. R. H. Micks 
suggested that the question of inflammatory hydro- 
cephalus required reconsideration, especially since 
the discovery of Prontosil. This drug had recently 
been used in some cases in which the surgeon had 
been able to defer operation until the acute toxic 
symptoms had gone down. Personally, he did not 
look on toxic hydrocephalus as necessarily requiring 
operation. 


BOROUGH GENERAL. HOSPITAL, WARRINGTON.— 
The foundation-stone of an extension to this municipal 
hospital was laid recently by Alderman Marron. The 
extension includes the provision of a new nurses’ home, 
additional ward accommodation, a _ receiving block, 
clinics, and a new operating theatre. 


HACKNEY HOSPITAL, LONDON CountTYy COUNCIL.— 
On Oct. 15th at this hospital Mr. Herbert Morrison, 
leader of the London County Council, opened a new nurses’ 
home which has cost over £97,000. It has accommoda- 
tion for 265 sisters and nurses and is six storeys high. 
The bedrooms each contain a lavatory basin with hot and 
cold water and a built-in wardrobe cupboard. There are 
bathrooms, shampoo rooms, tea-making rooms, box- 
rooms, and small laundries for personal use by the nurses, 
a dining room, three recreation rooms, self-contained flats 
for the matron and the deputy matron, and private sitting 
rooms for the administrative sisters. A training centre 
for nurses, which includes a lecture room, demonstration 
room and a library, is also provided. Two electric pas- 
senger lifts serve all the floors and a flat roof over the greater 
part of the building affords facilities for sun-bathing and 
physical exercises. A large putting green and two full-size 
hard tennis courts are being provided for the use of the 
nursing staff, 
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REVIEWS AND NOTICES OF BOOKS 


Tissue Reactions in Bone and Dentine 


A Morphobiological Study of the Formation and 
Dissolving of Bone and Dentine. By AKE WILTON, 
M.D., Assistant Professor and Lecturer in Patho- 
logy at the Caroline Institute, Stockholm. London: 
Henry Kimpton. 1937. Pp. 194. 15s. 


THERE is irony in the choice of a quotation from 
Sir James Goodhart for the conclusion of this essay, 
for in 1912 Goodhart chose as the title for the Harveian 
oration, “The Passing of Morbid Anatomy.” In 
the succeeding years morbid anatomy has shown 
no signs of passing but actually, as this book shows, 
is becoming of increasing importance in the elucida- 
tion of disease. 

It is true that morbid anatomy is approached from 
a different angle; no longer is there the need for 
gross descriptions of disease and happily the effects 
of the set-back associated with the advent of bac- 
teriology are waning. The tendency now is to study 
the natural history of a disease, aided by ancillary 
methods such as experimental pathology and tissue 
culture, to attempt to explain the changes in terms 
of morphology, and so make clear the various causal 
factors which take a part in its evolution. 

In this essay Prof. Wilton considers osteogenesis 
and osteolysis from the point of view of morpho- 
genetic determination. He attributes the abnor- 
mality in certain bone diseases in part to the influence 
' of certain factors whose nature he does not discuss. 
The ‘‘N ” factor causes abnormally slow differentia- 
tion and decrease in growth of mesenchymatous 
tissue and acts most strongly where the rate of 
growth is normally most pronounced. The “W ” 
factor, on the other hand, causes abnormal dedif- 
ferentiation and increase of growth of mesenchyma- 
tous tissue acting most strongly where growth is 
usually least pronounced. Applying these hypo- 
theses he suggests that in rickets the essential change 
can be explained in terms of the “N” factor— 
i.e., a lack of cellular differentiation in those areas 
normally showing active growth. It is suggested 
that as the cells are poorly differentiated, a calcified 
matrix could not be found even if a sufficiency of 
calcium and phosphorus were present; this is in 
keeping with the experimental work of Robert 
Robison and Henry Fell. 
on to suggest that in achondroplasia the same lack 
of differentiation. is seen as in rickets, but is exag- 


gerated owing to the changes taking place when 


growth should be even more marked. Accordingly 
achondroplasia is termed a “biological rickets,” 
though it is emphasised that it is only the cellular 
process and not the causal factor which is common 
to both diseases. Further the changes found in bone- 
forming tissue, must be distinguished from those 
taking place in bone already formed (this applies in 
particular to rickets). Deformities, such as the 
rachitic ‘‘rosary,’? are explained very convincingly 
by the action of the “ N ” factor on normal enchondral 
ossification. 

The second part of the book is less satisfactory. 
Here the changes produced by the ‘ W ” factor are 
considered, and it is suggested that scurvy, Paget’s 
disease, and osteogenesis imperfecta are illustrative 
of this process. It is true that these conditions, 
clinically so distinct, have morphological features in 
common, particularly in the marked increase of the 
so-called fibrous tissue (which Prof. Wilton wisely 
elects to call Virchow’s tissue, for it is not truly 


Prof. Wilton then goes ` 


collagenous), and that this occurs in those areas where 
growth is least marked; yet it would be more in 
keeping with modern biological thought to suggest 
that this is associated with an abnormal proliferation 
of undifferentiated tissue rather than a dedifferentia- 
tion and subsequent proliferation. It is surprising 
that no mention is made of the important work of 
Turnbull, Harris, or Knaggs in this field. 

Although the translation is quite good yet there 
are many obscurities and ambiguities which could 
have been avoided had the English version been 
checked by someone familiar with the subject. The 
book as a whole is so interesting, and Prof. 
Wilton’s hypothesis so stimulating, that it is a pity 
that it should be difficult to follow. 


Operative Obstetrics 


Fourth edition. By J. M. Munro Kerr, M.D., 
F.C.0.G., late President of the Royal Faculty of 
Physicians and Surgeons of Glasgow; Obstetric 
Surgeon, Glasgow Maternity Hospital; Gynsco- 
logical Surgeon, Royal Infirmary, Glasgow. With 
the assistance of DonaLp McINtyYrgE, M.D.,F.C.O.G., 
late Obstetric Surgeon, Glasgow Maternity Hos- 
pital; and D. FYFE ANDERSON, M.D., Senior 
Assistant to Professor of Obstetrics and Gynzco- 
logy, Glasgow University; Assistant Surgeon, 
Royal Maternity Hospital, Glasgow. London: 
Bailliére, Tindall and Cox. 1937. Pp. 847. 45s. 


Munro Kerr wrote a book called ‘ Operative 
Midwifery ” nearly thirty year ago, and in successive 
editions it has been widely used by those seeking 
sound and practical guidance in any obstetric emer- 
gency or difficulty. Rechristened ‘‘ Operative Obstet- 
rics,” the work has now been largely rewritten and 
entirely brought up to date; but in purpose, form, 
arrangement, and character it has not changed. Prof. 
Munro Kerr has a style of his own. It is easy for the 
new reader to recognise his book as mainly the 
work of a man who not only has an immense practical 
knowledge of obstetrics, and a faculty for assimilating, 
tabulating, and assessing the value of recent work, 
but also has a real love for his subject and a firm deter- 
mination to raise the standard of midwifery. He and 
his collaborators never give advice without explaining 
why it takes that form, and they are unsparing in 
their efforts to make. the reader understand their 
opinions and their reasons for holding them. It is 
necessary to turn to chapters on a controversial 
subject, such as the management of cases of suspected 
disproportion, to discover some of the most valuable 
material of the book. All available information upon 
the subject is assembled and then comes the judg- 
ment, showing why some views are accepted and 
others condemned. Should the authors believe that 
a certain practice is dangerous to the patient they 
show exactly why, not by mere rhetoric but by 
detailing facts and invoking the recorded experiences 
of themselves and of others. In this way what might 
have been an orthodox text-book has acquired the 
far more intimate and interesting atmosphere of a 
clinical discussion. 

No less than twenty chapters, or half the book, are 
devoted to dystocia. Our present knowledge of the 
nature of uterine contractions and of the factors 
that may influence their efficiency is discussed in 
detail. Pelvic mensuration by every known means is 
described and the value of each method is assessed. 
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A most useful chapter is that on anesthetics, and 
analgesic and sedative drugs, especially perhaps 
the section on the barbituric acid group, of which 
many obstetricians in this country still disapprove. 

The work is well assembled and produced, and the 
illustrations are excellent. This book has historic 
as well as educational value. With the other classic 
by the same author on Maternal Mortality it will not 
only show what men taught in obstetrics to-day, it 
will also tell future generations how they thought, 
argued, and even fought over the difficulties and 
problems recognised as acute at the period of its 
production. 


The Rôle of Chemiotaxis in Bone Growth 


By A. P. BERTWISTLE, M.B., Ch.B., F.R.C.S. Edin. 
London: Henry Kimpton. 1937. Pp. 59. 8s. 6d. 


THE thesis around which this little book is written 
is that whenever young fibrous tissue or young blood- 
vessels come into contact with bone or a calcified 
deposit, new bone formation occurs. To support 
this thesis the author has gathered phenomena from 
the behaviour of the roots of trees, the power of dried 
tissues to expand by moistening, and the cracking of 
pots, tumblers, and the rest in frosty weather. For 
his purpose it is necessary to review the architecture 
of bone, and the admiration which the author feels 
for Bouin’s text-book has led him to use the account 
published there. This is indeed an admirable 
work, but the statements in the paragraph labelled 
“* Bone cells ” which are quite accurately translated 
by Mr. Bertwistie, make curious reading. It begins 
as follows: “The bone corpuscles are the lenticular 
spaces from which proceed a number of fine canaliculz, 
&c. The cavity of the corpuscle is lined by a kind of 
non-calcified material, &c.” This sounds strange to 
English readers, for the word ‘“‘ corpuscle”’ is used 
in quite a different sense from its usage here. Mr. Bert- 
wistle uses his radiographic studies of bone diseases 
to illustrate his thesis which is certainly an interesting 
one. Probably he would claim no more than having 
collected together observations of a general and a 
special character which might be regarded as consistent 
with such a conception. 


The Thyroid and its Diseases 


By J. H. Means, M.D., Jackson Professor of 
Clinical Medicine, Harvard University ; and Chief 
of the Medical Services, Massachusetts General 
Hospital. London: 
1937. Pp. 602. 25s. 


THIS is a book by one who has had an opportunity 
of studying his subject under the best possible con- 
ditions, at a time when rapid advances in biochemistry 
have revolutionised our conception of the pathology 
of the thyroid gland. That he has made good use 
of this opportunity is shown by the astonishing 
amount of information contained in the book, and 
we appreciate the clear style, the orderly arrange- 
ment of the material, and the comfort of handling 
a volume which for its size is pleasantly light. 

In his masterly review, which is delightfully free 
from repetitions and redundancies, Prof. Means 
covers a very wide field. He discusses the anatomy 
of the secreting unit of the gland, the thyroid hormone, 
the inter-relationships between the thyroid and the 
other endocrine glands, and the special methods of 
estimating thyroid activity, and provides a most 
_ valuable clinical and pathological account of simple 
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goitre and myxedema. He deals with the multiple 
problems of toxic goitre in great detail, and proceeds 
to chapters on malignant disease, thyroiditis, aberrant 
thyroid tissue, and the influence of the thyroid in 
diseases not of thyroid origin, including an account 
of total thyroidectomy for heart disease. 

The more a man knows about a subject the more 
conscious he becomes of the imperfection of his 
knowledge, but it is scarcely too much to say that 
Prof. Means seems almost to gloat over our ignorance, 
and to be loth even to try to lighten our darkness 
until the time comes for complete understanding. 
He adopts a judicial attitude, laying before us all 
the facts, with documentary evidence relating to 
them, and summing up the present position, but 
leaving us to find our own verdict about such impor- 
tant affairs as exophthalmos in Graves’s disease, the 
existence of true adenomas, and the possibility of 
their becoming toxic, the influence of age upon the 
clinical picture of toxic goitre, and the ætiology of 
post-operative thyroid crises, which he calls “ storms.’” 
The attitude of the agnostic is understandable, but 
more dogmatism from one with his experience would 
have been welcomed. It is strange that the chapters 
full of biochemical facts and figures should be less 
convincing than those relating to clinical experience, 
and it is also queer that the author should hold his 
most decided views about some of the surgical pro- 
blems. Many surgeons, however, will not agree with 


-his adverse criticism of multiple stage operations, 


which are still required in cases of unusual severity. 
Although this work helps to some extent to simplify 
goitre nomenclature, there is still much to be done ` 
before the difficulties of terminology, due almost 
entirely to perpetuation of the errors of a former 
generation, are overcome. 

We congratulate Prof. Means on producing a 
readable, scholarly, and complete review of the thyroid 
gland as it is known to-day. 


The Avitaminoses 


Chemical, Clinical, and Pathological Aspects of the 
Vitamin Deficiency Diseases. By WALTER H. EDDY, 
Ph.D., Professor of Physiological Chemistry, 
Teachers’ College, Columbia University; and 
GILBERT DatuporF, M.D., Pathologist to the 
Grasslands and Northern Westchester Hospitals, 
New York. London: Bailliére, Tindall and Cox. 
1937. Pp. 338. 20s. 


Tuis book sets out to cover rather different ground 
from that over which writers of general text-books 
on vitamins are used to roam. Chapters are 
devoted to the nature and functions of each of the 
better defined vitamins, and these lead up to sections 
on the vitamins in relation to disease. The book 
has undoubted value as a starting-point for more 
specialised study though it is not comprehensive 
nor very critical. The style of writing lacks charm 
except for the malicious reader who discovering 
some curious statement—e.g., that carotenemia is a 
misnomer because the condition is not an ansmia— 
may seek for others of the same order. If he is 
sensitive to carelessness in small matters he wilk 
be distressed by the spelling of phosphorus in 
three different ways within the compass of a couple 
of pages. These are however details which will 
not bother some readers at all. Anyone who wishes 
to start a serious investigation of the diseases arising 


from excess or lack of the vitamins can get quite a 


long way on his. road by studying this book. 
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PROPHYLAXIS OF DELINQUENCY 


Ir is generally believed that the Home 
SECRETARY, who recently concluded a tour of 
British prisons, will introduce a Bill for prison 
reform in the new Parliamentary session, and it 
is hoped that in this Bill powers will be sought 
for the establishment of camps and colonies for 
the prophylactic treatment of delinquent youth. 
Something of what is being done at Wakefield, 
Chelmsford, and the North Sea.camps near Boston 
in Lincolnshire is an indication of the future of 
the prison system under the expected Bill. At 
Wakefield there are huts in woodland surroundings 
in lieu of prison cells, and market gardens, the 
surplus produce of which is sent to other prisons ; 
at Chelmsford there are physical and educational 
classes, and an eight-hour working day; at the 
North Sea camp Borstal boys are engaged in 
reclaiming marsh-land. These interesting experi- 
ments are being carried out by young men already 
within the prison system, but for many years now 
a feeling of anxiety has been growing about the 
absence of any form of official provision for those 
of our youth, both boys and girls, who are not 
antisocial enough to require Borstal training. We 
trust the contemplated Bill will endeavour to 
formulate some scheme whereby the prophylaxis 
of delinquency may be ensured, and to this end 
we would draw the attention of those concerned to 
what Dr. Denis CARROLL describes on another 
page as a promising social experiment. 


The bjrth of an idea is a gradual process and it 
is not easy to say how the first conception of 
Q Camps occurred. Much of its inspiration was 
drawn, and some of its pioneering technique 
adapted, from the Grith Pioneers whose camps for 
unemployed men are in active being, and with the 
most successful results, in the New Forest and in 
Derbyshire. At these camps the men have cleared 
their own sites, built their own huts, and manage 
their own domestic affairs ; vegetables have been 
raised for their personal use, and many of their 
material needs are supplied by the men themselves 
at the benches and looms of their own craft houses ; 
cultural desires, also, have found expression in the 
writing and production of their own plays, in 
educational classes, discussion groups, and debates. 
Q Camps ‘have adopted similar methods, aims, and 
ideals, but have had to deal with difficulties 
greater than those arising out of simple unemploy- 
ment. Dr. CARROLL, who is a member of the 
Q Camps committee, indicates some of these 
difficulties and the principles employed in dealing 
with them. “The object,” he states, “is to 
attempt the reformation of minor delinquents, and 


PROPHYLAXIS OF 


DELINQUENCY [ocT. 23, 1937 969 


other socially undesirable types, by means of 
communal life in a self-governing colony.” The 
name adopted suggests a quest or adventure and 
avoids the drawbacks of a descriptive title. 
According to its first annual report?! the pioneer 
Q Camp was opened on May 9th, 1936. It is in 
Essex, but, in order to avoid sensational reports 
and visits from curious sightseers, the committee 
have deemed it wiser not to publish the exact 
locality and ask those who know to respect this 
reticence. The first camper arrived on May 18th, 
and others followed at irregular intervals, 25 being 
admitted during the first year. Eight of these 
were referred to the camp by the courts or proba- 
tion officers, 5 by the Institution for the Scientific 
Treatment of Delinquency which works in close 
coöperation with the camp, and 5 by the Maudsley 
and other hospitals; the remaining 7 were sent 
by parents or friends or others interested in their 
welfare. Fourteen of these admissions were from 
London, the others from Brighton, Bristol, Cam- 
bridge, Derby, Glasgow, Herts, Reading, Salis- 
bury, Sheffield, Southend, and South Wales. 
Eleven campers left in the course of the first year, 
5 after less than one month’s stay, 2 after a period 
of one to three months, 1 after five months, I after 
seven, and 2 after nine months at the camp. 
One of these was removed by his parents; 5 left 
of their own accord, 2 without notice, 1 after 
twenty-four hours and the other after eighteen 
days ; the remaining 5 were discharged as unsuit- 
able for treatment, 4 having since been convicted 
and 1 being certified as insane. 


Payments towards the maintenance of campers 
were made by parents or friends in 15 cases, by 
public assistance committees in 6, from charitable 
funds in 3, and by the Charity Organisation Society 
in 1 case. The average weekly payment was 
17s. 8d. per camper, which did not, of course, 
cover the cost of his keep. Budgetting from the 
first year’s experience, it would seem that with an 
average number of 25 campers a year the inclusive 
cost per camper would be about 27s. 6d. a week ; 
18s. of this should be covered by maintenance fees, 
leaving something less than 10s. a week per 
camper (say £600 a year) to be found by the 
Camps committee. It has been computed that 
about £1000 a year will be necessary for the next 
three years, £600 a year for maintenance and the 
remainder for capital expenditure. Finance, indeed, 
has been a source of continual anxiety, and an 
auxiliary society, “‘ Friends of Q Camp;’’ has been 
formed to arrange meetings in large towns where 
magistrates, probation officers, and medical men 
may become acquainted with the work of Q Camps, 
and to establish local branches. We trust these 
efforts will be justified by results for a perusal of 
the report of the first year’s work clearly shows 
that the camp is dealing successfully with cases 
unsuitable for probation and yet not requiring 
Borstal training. In the words of Dr. CARROLL, 
Q Camps can be commended both to the medical 
profession and to official notice. 


1 Q Camps: First Annual Repor, May, 1936, to May, 1937. 
Office: 31, Alfred-place, London, W.C.1. 6d. Á 
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AMERICAN SURGEONS ON ACUTE 
APPENDICITIS 


In a recent American discussion of appendi- 
citis as a cause of death’ there was little advocacy 
of the delayed operation. It was, however, recog- 
nised by several of the speakers that by the time 
the surgeon saw the patient the disease might have 
reached a stage at which it was safer to trust to 
the localising power of the peritoneum rather 
than risk breaking down its protective barriers, Dr. 
Roy D. MoCLURE pointed out that the peritoneal 
spread of infection from the appendix varies; in 
only a proportion of cases does it tend to localise. 
His statistics showed that the age of patients 
with abscesses was higher than the age of those 
with peritonitis, from which he concludes that 
the Ochsner form of treatment is more likely 
to be successful in those who are older. Dr. EDGAR 
P. Hogan said that almost perfect results were 
reported by surgeons practising either the imme- 
diate or delayed operation. His explanation was 
that the experienced surgeon modifies his treat- 
ment according to circumstances: the advocate 
of delay would operate immediately when he 
thought it necessary, and the believer in immediate 
operation would leave the case in which delay 
was life-saving. Everyone agreed that the early 
case should have immediate operation; and also 


that the well-established abscess might be safely 


opened. It is the one seen at the stage of com- 


mencing peritoneal spread that needs most judg- 


ment, both as to the ‘‘ when” and the ‘ how” 
of operation. There was point in Dr. HUBERT 
RoystEr’s contribution to the discussion: “I 
have said repeatedly that I would take my chances, 
and so would you, with a mediocre surgeon if I 
had an unruptured appendix, rather than have the 
most expert surgeon at the eleventh hour.” Dr. 
Hoaan quoted M. RioHarpson’s opinion, given in 
1894, that he occasionally saw cases too late for 
the early operation and too early for a safe late 
operation. It is obvious from the context that 
RICHARDSON applied his principle with care, and 
by no means always held his hand in cases first 
seen on the third, fourth, or fifth day. Neverthe- 
less the principle stands and Hoaan thinks that 
the fact that it was at one time largely disregarded 
accounts in part for the high mortality from appen- 
dicitis in the United States. He quoted Sir JAMES 
BERRY’S comparison of the fate of King EDWARD 
VII and of President EBERT of Germany.? In 1902 
King Epwarp had a delayed operation for appen- 
dix abscess. He was first seen by a surgeon on 
the fifth day of illness, and the operation—a simple 
drainage of the abscess—took place on the eleventh 
day. He lived. President EBERT, in 1925, was 
seen by a surgeon about 21 hours after the onset 
of his attack and the operation was done three 
hours later. The appendix was removed by free 
incision into the peritoneal cavity, and he died 
four days later. The difficulty is, of course, to be 
certain in which cases a localised abscess will form. 


1 Ann. Surg. 1937, 105, 800. 
2 Lancet, 1932, 1, 1027. 
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American surgeons are much ‘concerned about 
the continued high mortality. Dr. R. S. Hur 
said he felt safe in saying that the progress of 
American surgery had been satisfactory in every 
respect other than the reduction of the death-rate 
from appendicitis. A fair summary of the con- 
clusions of the discussion seems to be that early 
operation, within a few hours of the onset of the 
illness, is the surest means of decreasing the 
deaths; but that when there has been a delay 
the services of an expert surgeon are required, 
both to determine the safe time to operate, and 
to perform a safe operation. The diagnosis, as 
Dr. Hogan put ‘it, should not wait for the stage 
of subjective symptoms in the right iliac fossa. 
It should be made before there is enough local 
infection to produce local symptoms. At the stage 
of generalised pain there is already, as a rule, 
localised tenderness. Dr. J. T. Moore remarked. 
that there were a few principles that he tried to 
instil into the minds of the coming surgeons of 
his State: to avoid purgatives till the diagnosis 
made; to operate immediately after 
making the diagnosis, provided they knew how 
to operate properly; and to get the appendix 
out without ever letting the ileum come into 
contact with anything septic. He attributed the 
high mortality in his part of the country to the 
performance of so many operations by general 
practitioners. The discussion revealed a con- 
sensus of opinion in favour of the McBurney 
incision, most of the speakers insisting that 
in acute appendicitis it is pretty well criminal to 
use the right rectus incision. An incision so small 
that it is impossible to bring anything but the 
appendix through it was Dr. Moorer’s choice. 
He tries to see nothing but the appendix and the 
cecum and, to ensure this, he makes the incision 
far out. The right rectus incision he designated 
an exploratory incision and not an incision for 
appendicectomy. 

On the question of drainage, Dr. EDWARD 
Carritz® of Washington is the latest to argue 
against draining the peritoneal cavity in most 
cases .of appendicular peritonitis. He excepts 
those in which the appendix cannot be removed, 
or in which a large mass of necrotic material is 
left behind; and, of course, he drains walled-off 
abscesses. In all other circumstances he believes 
that the drainage is so localised as to be useless, 
and that it favours both post-operative mechanical 
ileus and post-operative hernia. 


DYING STATEMENTS IN CRIMINAL CASES 


THB City of London coroner last week approved 
the action of a member of the medical staff of one 
of the big London hospitals who had called in the 
police to take a “ dying statement ” from a woman 
patient. There had been a recent miscarriage. A 
medical practitioner whom the deceased had 
consulted stated at the inquest that she had asked 
him to terminate her pregnancy; this he had 
declined to do in terms which the coroner evidently 


3 J. Amer. med. Ags. 1937, 108, 1317. ` 
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regarded as admirably correct and diplomatic. 
There was reason to think that the dead woman 
afterwards had recourse to someone less scrupulous. 
Her husband said that, after coming out of a period 
of delirium, she used the words “ do not give Blank 
away,’ mentioning someone by name. Post- 
mortem examination showed nephritis, itself a 
possible cause of miscarriage. A verdict of death 
from natural causes was returned. 


The duty of the doctor in respect of dying 
statements is clearly explained in medico-legal 
text-books. He should tell the patient as kindly 
as possible that she is dying and should put the 
simple question “do you wish to make any state- 
ment ? ”?” It is permissible to point out the import- 
ance and advisability of making a statement and 
to explain the use which may be made of it in 
defending the innocent or punishing the guilty. 
To give the opportunity of making the statement 
(by asking the question already mentioned) is the 
main duty; the urging of the patient to do so is, 
so to speak, secondary and discretionary. If it is 
possible to call in the police authorities, the respon- 
sibility is naturally transferred. The doctor’s 
task is to note carefully the condition of the 
patient’s mind. If he himself is taking the state- 
ment, he should write it down at the first oppor- 
tunity, and in the actual words used by the dying 
person as far as possible. He should avoid putting 
leading questions and, inasmuch as clarity of mind 
may not be conspicuous at a moment of consider- 
able agitation, he should bear in mind that the 
law looks a little suspiciously at any effort to 
secure a death-bed identification of an accused 
person by confronting the latter with the 
patient. 

The question of the admissibility of a dying 
statement is for the court to decide. The doctor 
who obtains the statement leaves that question 
to the judge. The admission of such evidence is 
a remarkable exception to the general principle 
of criminal law that hearsay is inadmissible and 
that evidence can be given only on oath in open 
court where cross-examination can follow. The 
law excuses the exception by holding that, where 
persons have a settled, hopeless expectation of 
immediate death, they will not (in language now 
possibly regarded as old-fashioned) go into the 
presence of their Maker with a lie upon their lips. 
“ A situation so solemn and so awful,” said Chief 
Baron Eyre in R. v. Woodcock (1789), “is con- 
sidered by the law as creating an obligation equal 
to that which is imposed by a positive oath adminis- 
tered in a court of justice.” A child of four, be 
it noted, cannot make a valid dying statement 
because it is not old enough to know of the alter- 


native prospects of Heaven and Hell (R. v. Pike, í 
1829) ; but the statement of a boy of ten has been 


admitted (R: v. Perkins, 1840). One other limita- 
tion is noteworthy. Dying statements are admis- 
sible only on charges of murder or manslaughter, 
not in those of perjury, robbery, or rape, or any- 
thing other than homicide. Thus they are not 
admitted in prosecutions for criminal abortion, 
though, if the charge is murder or manslaughter, 
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the dying statement may contain the full story 
of an illegal operation. In one leading case 
(R. v. Perry, 1909) this conversation occurred 
between the dying woman and her sister, -“ Oh ! 
Maggie,” said the sister, “ what did you have that 
woman for? I don’t like her.” “Oh! Gert,” 
replied the dying woman, “I shall go, but keep 
this a secret.” She then gave a detailed account 
of what the abortionist had done to her; this 
account was admitted at the trial and conviction - 
followed. The case illustrated what is the main 
point in dying statements. Did “TI shall go” 
mean “I shall die very soon”? The trial judge 
thought it did, and the Court of Criminal Appeal 
did not interfere. There must be evidence of the 
consciousness that death is coming, in Lord ALVER- 
STONE’s words, “ within a very very short distance 
of time,” though not perhaps the same day. What 
the doctor thinks of the prospect of recovery is 
immaterial. It is what the patient thinks that 
matters. In R. v. Cleary (1862) where a man had 
been shot through the body but said he did not 
think he would die, the court refused to presume 
that he must necessarily feel that, with such a 
wound, he could not recover. In R. v. Morgan 
(1875) Mr. Justice Denman disgountenanced the 
idea that, by crediting the deceased with ordinary 
intelligence, one could infer that he must have 
been conscious of impending death. There are, 
however, cases where the grave nature of the 
wounds has made it easy to convince a court that 
the dying person had the necessary “settled, — 
hopeless expectation of immediate death.” 


AT the request of the Royal Australasian College of 
Surgeons, the primary examination for the fellowship 
of the Royal College of Surgeons of England will be 
held in Melbourne, Sydney, and Dunedin during 
A similar examination 
will also be held in Bombay early in January and in 
Cairo at the end of January. The Cairo examination 
is the first of its kind in Egypt, and the invitation 
comes from the dean of the medical faculty of the 
Egyptian University. Mr. ©. P. Q. Wakeley, a 
member of the council of the Royal College of Surgeons 
and senior surgeon to King’s College Hospital, will 
act as the examiner in anatomy at each of these 
examinations, while Prof. A. St. George Huggett, of 
St. Mary’s Hospital medical school, will examine in 
physiology. There are 96 candidates in Australasia, 
85 in India, and 22 in Egypt, and at each centre the 
examiners will act with assessors appointed locally 
by the council of the College. The director of 
examinations, Mr. Horace H. Rew, will be responsible 
for the conduct of the examinations in India and 


Egypt. 


Dr. L. Haden Guest was successful last week when 
he contested the North Islington division in the 
labour interest. He is a seasoned Parliamentarian 
and represented Southwark (North) in 1923 when he 
became Parliamentary private secretary to the 
Minister of Health. There was nothing specifically 
medical in his election address this time but at his 
meetings he laid stress on the importance of 
improved nutrition, basing his argument on Sir 
John Orr’s facts and figures, especially as to the 
use of milk. | 
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ST. BARTHOLOMEW’S HOSPITAL REPORTS 
PROGRESS 


Ir one had to name a score of subjects now attract- 
ing attention—in other words the growing points of 
medicine to-day—the list of articles contributed 
to St. Bartholomew's Hospital Reports for 19371 would 
be a useful guide. Those on artificial fever produced 
by physical agents (H. S. Brodribb), the cardiac 
arrhythmias of thyrotoxicosis (B. C. Nicholson), mas- 
sive collapse of the lung occurring in bronchitis and 
asthma (James Maxwell), and treatment by manipula- 
tion (H. J. Burrows and W. D. Coltart) are particularly 
topical. They fulfil the purpose of these Reports 
“ to be a record of the work going on in the hospital ” 
in that the conclusions reached are based niainly on 
investigations proceeding within its walls, though 
work outside is given due weight. For example, 
Dr. Brodribb appends a bibliography of nearly 200 
references, mostly quite recent but extending back 
over sixty years, to his survey, but it is from his own 
experience that he concludes that the most suitable 
method of producing artificial fever “which can 
now be prescribed as accurately as any drug” is by 
electromagnetic induction (inductothermy) used in 
conjunction with a heat-insulating cabinet or bag. 
Similarly Burrows and Coltart detail, analyse, and 
discuss some 1000 manipulations undertaken in the 
orthopxdic out-patient department of the hospital 
during the five years 1932—36 on the type of cases 
. which, to quote Paget, ‘“‘ bone setters cure” ; that 

` is, mostly cases of chronic sprain and strain. The 
variation in the results of such treatment of 
similar conditions in different joints has been strike 
ing—e.g., reasonably satisfactory results follow 
manipulation of tarsus or knee affected with osteo- 
arthritis, but the hip does not respond well. In 
their view no theory of breaking down adhesions 
or reducing subluxation adequately explains the 


results obtained ; they regard the procedure adopted . 


as largely empirical so that in the selection of suitable 
cases: the main guide must be experience. This 
communication provides welcome refutation of the 
criticism that medical stucents are not given oppor- 
tunity to study manipulative methods. Another 
criticism of a different order is met by the account of 
37 infants with pyloric stenosis successfully treated in 
open wards following Rammstedt’s operation during 
the last 84 years. Charles Harris points out that 36 of 
the children survived, the average stay in hospital 
being 2 to 4 weeks including the time spent in confirm- 
ing the diagnosis, and that since the results are so 
satisfactory doctors would do well to send more cases 
to general teaching hospitals as opposed to special 
hospitals so that students may learn to recognise 
the condition. Geoffrey. Keynes adds a note on the 
procedure now adopted in preparation for Rammstedt’s 
operation which he performs under local anzsthesia ; 
the anesthetist is there ready to give gas and 
oxygen for closing the abdomen, but nearly always 
his services are confined to the provision of a finger- 
tip previously dipped in glycerin for the infant to 
suck, F. C. W. Capps analyses some tumours of 
the nasopharynx, nose, and maxilla, with particular 
reference to the occurrence of lympho-epithelioma. 
F. G. Chandler discusses the treatment of a non- 


1 St. Bartholomew’s Hospital Reports, Vol. LXX. London: 
Jobn Murray. 1937. Pp. 381. 212. 
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expanding lung after spontaneous pneumothorax. 
P: D. R. McEwen describes the upper accessory 
lobe of the right lung. J. Paterson Ross, G. Discombe, 
and A. H. T. Robb-Smith use a case of multiple 
myelomatosis to illustrate the value of biochemistry 
in the diagnosis of bone disease; H. F. Brewer 
comments on the titre of iso-hemoglutinins in human 
sera and its importance in stock groups sera; and 
J. P. Hosford discusses acute suppurative arthritis 
of the hip-joint. W. Girling Ball opens the volume 
as patient and surgeon, using his own case-history, 
happily sixteen years out of date, to illustrate his 
survey of a series of 100 cases of gall-bladder disease 
and ends it as dean of a school which admitted in the 
years 1925-29 inclusive 533 students whose fate he 
analyses. Eighty failed to qualify for various 
reasons ; 25 are still working, and Mr. Ball expresses 
the hopeful view that most of them “ will probably 
qualify shortly.” Of the 261 entering for the Univer- 
sity of London course 222 qualified, 4 with a degree 
only, 97 with both degree and Conjoint diploma, and 
90 who had passed second M.B., B.S., with diploma 
only. The rest (31) took Conjoint without having 
passed second M.B., B.S., and 39 have failed, so far, 
to qualify. It is noteworthy that of the 200 men 
who passed second M.B., B.S., only 101 (50 per cent.) 
obtained the degree, but also that only 109 have 
hitherto sat, of whom 93 per cent. passed it. Com- 
menting on these and other results, Mr. Ball points 
out that since the great majority of students are 
admitted for university courses, it is incumbent on 
the College to obtain a higher number of degree 
qualifications. He adds significantly: “This may be 
made possible by an alteration of the degree examina- 
tion,” touching on a question now becoming a burning 
one in academic and collegiate circles. 

If we have been at pains to draw attention to the 
good fresh material available for those who browse 
in this volume it is because so-called hospital reports 
often consist, quite legitimately, of reprints of com- 
munications already published by the staff and then 
bound together for the honour of the institution that 
provided facilities for the work. There appear to be 
only some 300 regular subscribers to St. Bartholomew’s 
Hospital Reports, which would be a deplorably small 
number for a hospital admitting 100 students a year, 
even if they were buying from pious motives a mere 
collection of reprints; but these are original essays 
of real merit, properly documented. For homogeneity 
in production only one small matter requires editorial 
attention—the systemisation of the references accord- 
ing to the convention now generally adopted by 
serious medical publications throughout the world. 


RECOVERY AFTER HEART STASIS 


RESTORATION of the heart’s beat after it has 
stopped is always a dramatic and sometimes a lasting 
satisfaction. When the stoppage has occurred during 
the administration of an anæsthetic and has lasted 
so long a period as thirteen minutes, recovery has 
ultimately ensued although evidence of cerebral 
damage remained for many weeks before complete 
restoration. Sometimes the heart has been stimulated 
directly by injection of adrenaline into the wall of 
the ventricle, although some authorities maintain 
that the best site to puncture is the right auricle, 
and that it is the stimulus of the puncture which is 
effective rather than the injected liquid. An example 
of success after injecting adrenaline through the 
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fourth left intercostal space, presumably into the 
substance of the left ventricle, is related by Rouffart t 
who was to operate on a woman of sixty years for 
intestinal obstruction. The obstruction was severe ; 
there had been vomiting and distension for four days. 
The patient underwent total hysterectomy, followed 
by vesical fistula also cured by operation, eighteen 
years previously and the present trouble was obvi- 
ously due to long-established adhesion. Her pulse 
was 120 and her condition poor. She was given an 
intraspinal injection of 12 c.cm. of 1/1000 percaine 
solution (fourth lumbar interspace) while in a sitting 
position, being immediately afterwards laid flat for 
five minutes and then placed onthe back. Cardiazol- 
ephedrine was then injected. After this the surgeon 
was completing his preparations when the nurse left 
in charge of the patient reported a sudden collapse. 
The patient was found to be pulseless and not breath- 
ing, and the heart’s beat could not be felt. While 
his assistant did artificial respiration and had the 
tongue drawn forward Rouffart plunged a needle 
through the left fourth intercostal space near the 
sternum, and injected 1 c.cm. of adrenaline 1 in 1000. 
The needle remaining motionless, he injected a further 
cubic centimetre and it began to oscillate. Artificial 
respiration was needed for another five minutes. 
The operation was carried out, taking about forty 
minutes, and at its close there was a violent action 
of the bowels. Consciousness began to return about 
half an hour after the initial collapse. The patient 
made a complete recovery, although complaining 
of precordial pain for eight days after the operation. 


THE PITUITARY GLAND AND THE MENOPAUSE 
SYNDROME 


Ir was at one time believed that in small doses 
irradiation had a stimulating effect on the pituitary, 
and such doses were given in amenorrhea with the 
idea of increasing the secretion of the anterior lobe. 
It is now known, however, that the effect of irradia- 
tion is always to inhibit function, the apparent 
stimulation being due to a compensatory increase 
after radiation has been discontinued; and the 
suggestion has been made that the secretion of prolan 
might be reduced by producing destructive changes 
in the anterior lobe which are not severe enough to 
jnterfere with the other functions of the gland. 
R. Zollinger and W. W. Vaughan ? decided to try to 
test this possibility by irradiating the pituitary 
gland in 14 women who came to the Peter Bent 
Brigham Hospital, Boston, complaining of varying 
degrees of discomfort, mostly severe, during the 
menopause. The symptoms treated were hot flushes, 
perspiration, headaches, and insomnia. None com- 
plained of menorrhagia. It is worth emphasising 
that menopausal menorrhagia should never be treated 
indirectly without a biopsy to exclude cancer of the 
cervix or of the body. Biopsies of vaginal mucosa 
were obtained in ten of these cases ; all showed post- 
menopausal changes. Doses were 1400-1600 r to 
circular skin portals, 5 cm. in diameter, over a period 
of 4 days. The factors were 200 kv 50 cm. target 
skin distance and 2 mm. copper filtration, so that 
the dose to the gland was probably about 100 per 
cent. of the skin dose. Of the patients treated 5 were 
much improved, 3 recorded some improvement, and 
6 no improvement. To rule out the psychological 
element a sham course, followed later by a genuine 
one, was given to three patients with very indefinite 
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results. The authors admit that the mental attitude 
often determines the persistence of symptoms, so 
that it is reasonable to assume that it may also 
determine their onset. - 

It seems very doubtful if irradiation of the pituitary 
in such conditions is justifiable. If the doses are low 
they are: probably ineffective; quite high doses 
reaching the sella in the course of treatment of other 
tumours invading the base of the skull have no 
obvious early effect on pituitary function, and it is 
not worth while to treat the temporary discomfort 
associated with the menopause unless early relief 
can be expected. On the other hand, really large 
dosage carries a risk and little is yet known about 
the late effects of irradiating the pituitary or the 
intervening cerebral tissue. 


DIPHTHERIA OF THE SKIN 


IT was at one time believed that cutaneous diphtheria 
can only be diagnosed if false membrane is present 
in some part of the lesion. Some modification of 
this view would appear to be necessary if recent work 
and observations by various authors are confirmed. 
Knowles and Frescoln + declare, however, that diph- 
theria on the skin may be either primary or secondary 
to some nasal or pharyngeal focus. They cite the 
view of other authorities that it may occur without 
any suggestion of a membrane in the form of impetigo ` 
of a bullous type, or even as an impetiginous eczema ; 
such cases are said to have been associated with 
specific paralyses, and even to have ended fatally. 
J. T. MacCarthy has recently ? reported from Ireland 
a case where bacilli similar to the Klebs-Léffler 
bacillus, both in appearance and, staining properties, 
were recovered from a moist patch in the axilla of a 
child. A swab had been taken because the father 
had clinical diphtheria of the throat, though the 
cultures from this source were “not quite typical.” 
The fact that the child had just recovered from 
scarlet fever is worth noting, for other observers 
have recorded the sequence. S. N. Galbraith 
described in 1934 the development of diphtheria in 
a Maidstone hospital in a child of 5 who was about 
due for discharge after scarlet fever; no cases of 
diphtheria were under treatment at the hospital 
at the time, and, seeking for the source of infection, 
he found reasons (not detailed in his report) for 
regarding as a carrier another child admitted for 
scarlet fever who also had impetigo. He may have 
been influenced by a previous experience when he 
found “a diphtheria bacillus” in the pus from 
impetigo sores during an outbreak of diphtheria, and 
deduced a relationship between impetigo and diph- 
theria. Dr. Galbraith seems to have been satisfied 
that the bacilli obtained from the impetigo sores were 
true diphtheria, but the pathologist or dermatologist 
would have inquired what tests of virulence had been 
done to confirm the results of morphological examina- 
tion. An example of the extreme caution and care 
necessary to prove the case is afforded by a recent 
paper on diphtheroid ulceration (it will be noted that 
no claim is made for the Klebs-Loffler identity) by 
H. W. Barber, P. L. Giuseppi, and F. A. Knott.? 
This is an exceedingly interesting and complete study 
of two cases of ulceration of the skin caused by a 
diphtheroid bacillus, with notes of a case supplied by 
Sir Ernest Graham-Little, in which the mouth and 
throat were also involved. The conclusions are stated 
with the greatest reserve, in spite of evidence which 
to the ordinary reader might seem conclusive, in 


1 ninoaneg of the Skin, London, 1936, p. 416. 
. med. J. Sept. 25th, 1937, p. 621. 
3 Brit, F Den Aus and Sept., 1937, pp. 360-376. 
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favour of a Klebs-Léffler infection. The fact is 
that the skin, particularly when it is inflamed or 
discharging, becomes a habitat of all sorts of organisms, 
which may be of primary but is more usually only of 
secondary causal importance. When the frequency 
of impetigo is compared with that of diphtheria it 
seems obvious to the impartial observer that they 
cannot be closely related. 


OPIUM-SMOKING 


-~ Mr. Leonard Lyall, who has ably presided over the 
Permanent Central Opium Board of the League of 
Nations, has lately written an informative essay 1 
entitled Does Opium-smoking Shorten a Man’s Life ? 
Informed opinion has differed over the physiological 
or other effects of opium whether ingested, inhaled, or 
injected. A distinguished pharmacologist has asserted 
that smoking is “ by far the least objectionable way of 
taking opium.” The official view in India however 
is that opium-smoking is a “vicious habit” and 
“ harmful to the Burman race.” We have travelled 
a long way from the findings of Lord Brassey’s 
Commission of 1895 which held opium to be “the 
universal household remedy. It is extensively 
administered to infants and the practice does not 
appear to any appreciable extent injurious.” The 
same authority regarded the revenue derived from 
the export of opium, largely for smoking, to be 
“ indispensable for carrying on with efficiency the 
Government of India.” During the International 
Opium Conferences at Geneva in 1924-25 reproach 
was levelled against the British Government because 
“a very considerable proportion of the revenues of 
certain of the Crown Colonies is drawn from the 
traffic in opium for smoking, which is a criminal 
offence in the self-governing parts of the British 
Empire and which His Majesty’s Government is 
internationally bound to suppress.” Since 1926 the 
policy enunciated by the late Lord Reading, when 
Viceroy, of progressively reducing the export of 
opium from India has been pursued. Nevertheless 
the objective set out in the Hague Convention of 
1912—namely, “ the gradual and effective suppression 
of the manufacture of, internal trade in and use 
of prepared opium (for smoking) and the prohibition 
of import and export of prepared opium ’’—remains, 
despite the Bangkok agreement, unfulfilled. Mr. 
Lyall’s opportune pamphlet, based largely on statistics 
prepared for the Japanese Government by Dr. 
Somei To of-the Formosa Laboratories, conclusively 
shows that, at all ages, the death-rate among 
opium-smokers is higher than in non-smokers. 


NEW METHOD OF ASSAY FOR LIVER EXTRACTS 


THERE are several reasons why progress should be 
slow in the analysis of the principle in liver extracts 
which is effective in pernicious anemia. It is pro- 
bably of a protein or polypeptide nature and the 
chemistry of such substances is intrinsically difficult. 
A greater obstacle is the difficulty in testing fractions 
because pernicious anemia is relatively uncommon 
in man and cannot be reproduced with any certainty 
in animals. The nearest equivalents are the macro- 
cytic ansemia produced in monkeys by deficient diet 
and the macrocytic anemia associated with cirrhosis 
of the liver induced in the rabbit and other animals 
by chronic poisoning with carbon tetrachloride. 
Both of these conditions need a good deal of money 
and time to produce, and in the end it would appear 
that they are akin to, rather than identical with, 


1 Issued by the Women’s International League for Peace and 
Freedom, 55, Gower-street, London, W.C.1. 


pernicious anemia. They may react in a different 
way to different fractions of liver, and it seems that 
we should speak of a liver complex rather than a 
single principle. Jacobson and Subbarow! suggest 
that liver extract contains a primary factor and three 
chemically distinct accessory factors, of which one is 
tyrosine, another contains a complex purine, and the 
third is a peptide. The accessory factors are com- 
pletely inert without the primary factor, while the 
primary factor is therapeutically only slightly active 
without the accessory factors. A new test for the 
anti-pernicious effect of liver extracts is proposed 
by Wolf, Weber, and Krdéger.2 Rabbits injected 
daily with an extract of typhoid bacilli developed a 
progressive anzmia of high colour-index usually 
associated with leucopenia and thrombocytopenia, 
and died within two or three weeks. If liver extract 
was injected at the same time as the typhoid extract, 
there was a reticulocytosis about the twelfth day, 
the anæmia began to improve, and the animals 
remained alive and relatively well for eight weeks. 
As a corollary to these observations, litgr extract is 
suggested in the treatment of typhoid feve? in man. 
These results are surprising, for there seems little 
analogy between a toxic anemia of this kind and 
pernicious anzmia, and infection depresses or neu- 
tralises the action of liver extract in megalocytic 
ansmias in man. The experimental procedures are 
so simple that we can be sure they will soon be 
repeated by other workers, and if it is confirmed that 
liver extract neutralises the action of typhoid toxin 
and that its power to do this runs parallel with its 
effect in pernicious anemia, two great advances will 
have been made. : ` 


CACAO SHELL AS A SOURCE OF VITAMIN D 


THE desirability of increasing the vitamin-D 
content of the winter diet in this country—especially 
the winter diet of young children—is very generally 
accepted. The obvious vehicle for the purpose is 
milk, but during the winter the antirachitic potency 
of milk and its products decreases to less than half 
the summer value. A cheap method of raising the 
vitamin-D content of winter milk might thus be of 
great importance. Addition of irradiated ‘yeast or 
cod-liver oil to the food of cattle will serve the desired 
purpose, but at a substantial cost. An interesting 
alternative now suggested is the use of cacao shell— 
a by-product, hitherto almost a waste product, of 
the cocoa industry—which has been found to be not 
only a useful cattle foodstuff but also, rather sur- 
prisingly in view of its vegetable origin, a rich source 
of vitamin D. The shell is said to have at least a 
quarter of the vitamin-D content of cod-liver oil,? and 
experiments by Kon and Henry ‘ have shown that 
part of the vitamin D in cacao shell consumed by 
cows is conveyed to the milk, so that butter made 
in the winter from this milk may have a vitamin-D 
content equal to that of summer butter. The origin 
of vitamin D in the husk of the cacao bean has been 
shown by Knapp and Coward 5 to be the irradiation 
of an ergosterol-containing yeast, which develops 
in the mucilaginous pulp on the shell, and which, 
exposed during the drying process to tropical sun- 
light, develops strong antirachitic potency. Beans 
dried artificially or in the dark contain no vitamin D ; 
hence if cacao shell is being fed either to young farm 


1 Jacobson, B. M., and Subbarow, Y., J. clin. Invest. 1937, 


16, 573. . 

i Wolf, H: J., Weber, L., and Kröger, E., Med. Welt, 
August 21st, 1937, p. 1170. 

3 Knapp, A. W., and Coward, K. H., Analyst, 1934, 59, 474. 

“ Kon, S. K., an Henry, . M., Biochem. J. 1935, 29, 2051. 
5 Knapp, A. W., and Coward, K. H., Ibid, p. $728. 
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stock to prevent rickets, or to cows to increase the 
antirachitic power of their milk, its method of pre- 
paration is important. Another property of the 
cacao shell appears to be its ability to increase 
slightly the butter-fat content of cow’s milk. This 
was first suggested in experiments just quoted * and 
was subsequently confirmed by Golding and Burr,® 
and demonstrated during a test on a larger scale by 
Knapp and Churchman.’ The rise in the fat content 
is possibly due to the stimulating effect of theo- 
bromine, found to the extent of 1 per cent. in the 
cacao shell. On account of the theobromine it is 
considered inadvisable to feed more than 2 Ib. of cacao 
shell per head per day to milking cows. We under- 
stand, however, that H. C. Dowden has shown that 
when fed in relatively -massive amounts to cows, 
theobromine does not reach the milk in appreciable 
quantities, and it can therefore do no harm to children 
receiving milk from cows on a cacao-shell ration. 


POST-NORMAL OCCLUSION 


By the term “ post-normal occlusion ” dentists mean 
that the lower six-year-old molar meets the upper 
molar in a plane posterior to normal and instead of 
projecting beyond the upper molar lies partly 
behind it. On the assumption that the arrangement 
of the teeth is an index of a corresponding relation- 
ship of the jaws, post-normal occlusion should imply 
that the mandible is on a plane posterior to normal, 


thus giving rise to the appearance of a receding chin. - 


This classification was introduced by E. H. Angle, 
the American dentist, who may be termed the 
father of orthodontics, and it is still used as a con- 
venient means of classifying the main irregularities of 
the teeth. If the chin and lower jaw are receding 
then the upper incisors appear unduly prominent and 
the facial appearance becomes displeasing. Various 
methods are employed to treat these irregularities of 
the teeth, but though many excellent results are 
obtained, tzeatment is still somewhat empirical 
because precise knowledge both of normal and 
abnormal growth of the face and jaws is still lacking. 
In 1932 the Medical Research Council published a 
report by Miss K. Smyth and Dr. M. Young on facial 
growth, based on an elaborate series of measurements 
of a large number of children. The sequel now 
published ê ig devoted to post-normal occlusion and 
will be found instructive. An analysis of the measure- 
ments obtained, for which Dr. Young as the statistician 
is responsible, suggests that contrary to the usual 
belief the disharmony observed in the jaws and 
dental arches in post-normal occlusion is due more 
often to excessive forward growth of the upper jaw 
than to retrusion or undergrowth of the mandible. 
A point of interest is that the findings in boys differ 
from those in girls. Thus in fully three-quarters of 
the boys the upper jaw was at fault, whereas in girls 
the proportion was less and a true retrusion of the 
mandible more common. The authors group the 
varieties of post-normal occlusion encountered into 
three types: those in which the inclination of the 
upper incisors was almost vertical or only ‘slightly 
forward; those in which the upper incisors showed 
conspicuous labial inclination; and those in which 
the upper incisors showed conspicuous lingual inclina- 
tion. In the first type the appearance of post- 
normality is probably due to a forward projection of 


* Gol , J., and Burr, H., Agric. Progr. 1937, 14, 44. 
1 Knapp, A. W., and Churchman, A., J. Soc. Chem. Ind. 1937 


$ Investigations into the Nature and Characteristic Features 
of Post-Normal Occlusion. By Matthew Young, Elsa Johnson, 
Korisande Smyth, and Mildred Still. H.M. Stationery Office. 
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the upper jaw, whereas in the second and third 
types protrusion of the upper jaw and retrusion of 
the lower jaw appear to share about equally in 
producing a post-normal appearance. The main 
result of the investigation can be summarised by 
saying that it provides suggestive—though perhaps 
not quite conclusive—evidence that in the great 
majority of boys, and in a smaller proportion of girls, 
post-normal occlusion is due to excessive forward 
growth of the upper jaw and not to retrusion of the 
lower jaw. When upper protrusion and lower retrusion 
coexist either may predominate, the chances being 
about equal. | 

As a contribution to anthropometrics this has been 
a valuable piece of work well worth doing. At 
present it does not seem to offer much help to the 
orthodontist concerned with treatment, but in the 
long run the accumulation of exact knowledge of 
the growth of the face must give his work a 
firmer foundation. 


A MEDICAL UNIT IN SPAIN 


Tuer hospital established by the Spanish Medical 
Aid Committee at Grayien,! between Huesca and 
Saragossa, was destroyed in an air raid on Oct. 11th. 
When the hospital was handed over to the Spanish 
Government authorities last January six English 
nurses were left to help the Spanish staff, and the 
English committee continued to send supplies; but 
recently these nurses had been moved to another 
section of the Aragon front. The English unit has 
now taken over another hospital containing 643 beds 
of which 500 are occupied, and during the Brunete 
attacks a few weeks ago more than 5000 patients 
were treated there. The Spanish Medical Aid Com- 
mittee has been asked to modernise this hospital and 
train Spanish nurses in it, and for the extension 
planned 550 new. beds will have to be sent from 
England. In addition the committee is fitting out 
a new mobile surgical unit consisting of several 
vehicles equipped to carry the requirements of an 
operating ‘theatre and a small emergency hospital 
to the front line at very short notice. The main 
vehicle, resembling a pantechnicon, will contain 
sterilisers and an operating table, while an auxiliary 
car will take an X ray apparatus and an emergency 
lighting set. The committee, whose address is 24, 
New Oxford-street, London, W.C.1, now maintains 
in Spain nearly 50 ambulances and lorries and a 
trained staff of 80; it is responsible for two base 
hospitals and three field hospitals. Six members of 
the unit have lost their lives. l 


SCHOOL-CHILDREN IN 1936 


THE report ? of the Board of Education for 1936 
shows that the numbers on the registers of the 
elementary schools again fell substantially—from 
5,400,000 in 1935 to 5,250,000 in 1936. The estimated 
expenditure for the year, on the other hand, increased 
by nearly 2 million pounds to 48 million, mainly 
owing to the remission of previous reductions in 
teachers’ salaries and the growing number of 
pensioners. The year was one of considerable educa- 
tional development. The Education Act, 1936, 
which provides among other things for the raising 
of the age of compulsory school attendance from 
14 to 15 after September, 1939, received the Royal 
Assent in July. Of the children who were admitted 
to the grant-aided secondary schools in the autumn 


1 Described in The Lancet, 1936, 2,1295; seaalso. 1937, 1, 1188. 
3 a Kaucation in 1936. H.M. Stationery Office. Pp. 199. 
s. 6d. l l 
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term 1936, 67-3 per cent. were given special or free 


places, and it is notable that of 719 entrance scholar- 
ships and exhibitions awarded at Oxford and Cam- 
bridge 374 were won by pupils from these schools, and 
65 per cent. of these had previously been educated 
in public elementary schools. There was a further 
rise in the amount of land acquired by local education 
authorities for use as playgrounds and playing- 
fields, in the expenditure on sending children to camp- 
schools and holiday camps, and in the number of even- 
ing classes for adults in physical exercises, dancing, 
swimming, and the like. Arrangements are being 
made at certain colleges for courses in physical 
` training for teachers on the lines of the advanced 
- courses in other subjects, and more local authorities 
have followed the chief medical officer’s advice by 
appointing physical training organisers. The milk- 
in-schools scheme was in force in 83 per cent. of the 
departments of elementary schools against 79 per 
cent. in 1935, but less than half of the children availed 
themselves of it. This appears to have been due 
mainly to indifference on the part of parents and to 
dislike on the part of the children. The results of 
the assessment of nutrition at routine inspections 
were almost exactly the same as in 1935—14-6 per 
cent. excellent, 74:2 per cent. normal, 10-5 per cent. 
slightly subnormal, and 0-7 per cent. bad. The 
returns showed no evidence of any: general deteriora- 
tion in the condition of the children, but the per- 


centage of slightly subnormal nutrition was definitely . 


higher in the most depressed areas than elsewhere. 


SULPHANILAMIDE AND A DISASTER 


In our last issue Surg.-Commander Crean gave an 
encouraging account’ of the use of Prontosil and 
sulphanilamide for gonococcal infections. His good 
opinion gains support from Dr. Harold Orr! of 
Edmonton, Alberta, who has given sulphanilamide 
to 104 men and 30 women with gonorrhea (mostly 
acute), and reports that 91 of the males and 26 of 
the females were cured within fifteen days. Every 
patient had, by mouth, 80 grains of sulphanilamide 
a day for four days, gr. 40 a day for four days, and 
then gr. 20 a day for seven days, each daily dose 
being divided into four. They were told to drink a 
lot of water and milk but no other fluids, and they 
had no local treatment whatever. The failures 
included relapse as long as three weeks after apparent 
cure, but no complications arose in any case after 
sulphanilamide was given, and Orr interprets his 
preliminary results as an indication that the remedy 
is of outstanding merit in the treatment of gono- 
coccal infections. Six patients developed rashes on 
parts of the skin exposed to sunlight ; all were con- 
scious of “a drug effect, which varied from a slight 
feeling of dizziness or lassitude to a definite inability 
to do work which required mental concentration ”’ ; 
and one patient probably had a few hours’ methsemo- 
globinemia. But blood counts done in more than 
100 of the 134 cases showed no changes attributable 
to the drug, and Orr regards it as “relatively non- 
toxic.” 

Meanwhile Tuesday’s Times contains news of a 
disaster at Tulsa, Oklahoma, in which 9 out of 10 
persons receiving a proprietary “ elixir of sulphanil- 
amide ” for sinus infection have died, 6 of them being 
children ; and later reports tell of 4 other deaths in 
Illinois. Tests made by the American Medical 
Association are stated to show that this elixir appears 
to be a solution of sulphanilamide in a menstruum 
containing about 72 per cent. of diethylene glycol ; 


1 Canad. med. Ass. J. October, 1937, p. 364. 
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and since some‘ of the patients had been taking 
ordinary sulphanilamide for a fortnight without 
apparent harm there is reason to think that the 
diethylene glycol: rather than the sulphanilamide 
was responsible. An advance quotation from this 
week’s Journal of the American Medical Association 
concludes with the words: ‘‘ This tragic experience 
should be a final warning to physicians relative to 
the prescribing and administration of semi-secret 
unstandardised preparations.” 


CLINICAL FACILITIES FOR WOMEN STUDENTS 
AT THE WEST LONDON HOSPITAL 


AT the annual dinner of the Chelsea Clinical 
Society this week Sir Ernest Graham-Little, M.P., 
announced in the presence of the chancellor as well 
as the principal of the University of London that 
on Oct. 20th the senate of the University would 
recognise the West London Hospital for the teaching 
of under-graduates on condition .that women are 
admitted as well as men. The lack of clinical faci- 
lities in London for women medica] students has 
long been a matter of anxiety, especially among those 
who begin their preliminary scientific work in Oxford 
or Cambridge. The,places at the Royal Free Hospital 
are mostly claimed by students coming in direct 
from the London School of Medicine for Women ; 
King’s and University Colleges always have many 
more studying anatomy and physiology than the 
dozen or so accepted at their attached hospitals. 
The admission to the clinical courses are thus com- 
petitive, and the need to gain a high place in a special 
local examination after the Second M.B. has been 
passed has added much to the strain. The develop- 
ment of the West London Hospital, which has well 
over 200 beds, excluding pay-beds, and is already a 
well-known centre for post-graduate teaching has 
long been projected but was delayed pending the 
completion of the Silver Jubilee extensions which 
were opened by Queen Mary on Oct. 18th. These 
include casualty wards, a new pathological depart- 
ment, and a diagnostic radiology department. We 
wish every success to the venture. 


AT a meeting of the Royal Australasian College of 
Surgeons held in Melbourne on Sept. 2nd, the honorary 
fellowship was conferred on Prof. G. Grey Turner. 


THE biennial dinner of the Royal Society of Medi- 
cine will be held on Nov. 10th at the May Fair Hotel 
at 8 P.M. Sir John Parsons will preside, Sir John 
Simon will toast the society, and Mr. Walter Elliot 
will respond for the guests. 


Lord RUTHERFORD, who died on Tuesday at the 
age of 66, held the Cavendish chair of physics at 
Cambridge in succession to Clerk Maxwell, Rayleigh, 
and J. J. Thomson, and by his brilliant generalisa- 
tions completed the revolution in our ideas of the 
composition of matter. Had he not lived and worked 
we might still be thinking of elements as untrans- 
mutable and of atoms which could never be broken 
up. We owe to him a large part of the understanding 
of radio-activity and of the atomic nucleus which 
make up the background of present progress in 
experimental science. : 


ROYAL MEDICAL Society, EDINBURGH.— The inaug- 
ural address of the 20lst session of this society was 
given on Friday last by Dr. J. D. Pollock, who spoke 
on the exhumation of the ex-German warships at 
Scapa. Dr. A. G. Ross Lowden, senior president, was 
in the chair, and a vote of thanks was proposed by Sir 
David Wilkie, seconded by Dr. J. M. Macfie. 
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INCREASE OF 
DENTAL CARIES IN GREENLANDERS 


By G. KroauH-Lunp, M.D. 


FORMER MEDICAL OFFICER TO THE GREENLAND BOARD OF 
ADMINISTRATION 


DURING my stay in Greenland in 1931-33 I had 
an opportunity, while carrying out some bacterio- 
logical investigations, at the same time to examine 
the conditions of the teeth in a good many Green- 
landers. Similar work has been reported before by 
physicians as well as by dentists, but, as far as I have 
been able to find out, systematic examinations of 
the teeth in a fairly large number of Greenlanders 
have been recorded only once before—by Budtz- 
Joergensen in 1922. 


She examined 500 Greenlanders. In the principab 
settlements (“ colonies ’’) she found caries of the teeth 
in 58 per cent. of the persons examined ; in the outposts 
she found caries in 10 per cent.; and she states that, 
according to Knud Rasmussen and Peter Freuchen, 
caries is said to be found only in 2 per cent. of the Green- 
landers living at Cape York. In a subsequent investiga- 
tion she gives even higher figures. 


It seemed as if a systematic inquiry into the 
occurrence of caries in a relatively large number of 
Greenlanders would be of interest, since the more 
summary observations reported in recent years had 
indicated that its incidence was increasing. For 
instance, Pickerill in 1914 gives the incidence of 
dental caries among Eskimos as 4 per cent., while 
other of the older authors put it as low as 2 per cent. 
As a rule, this estimate is the proportion of the popula- 
tion in which caries has been found in one or more 
teeth. 

Such an estimate gives but little information, and 
other methods were subsequently adopted to express 
the incidence of caries, either (1) as the proportion of 
decayed teeth given as a percentage of the teeth 
present in each individual, or (2) as the occurrence 
of disease in each individual tooth, as a percentage 
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FIG. 1.—Incidence of caries in each tooth. 
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of the total number for a fairly large number of 
individuals. It goes without saying that these 
estimates give a far more objective illustration of 
the actual conditions than the older method. 


SCOPE OF THE INVESTIGATION 


Name Type. esr ae P a ET 
Godhavn Colony. 288 230 
Umanak sa sa js 236 127 
Satut Outpost. 184 107 
Nugaitsiak .. ae 39 102 ' 77 
Uvkusigssat .. ss ss 70 47 
Ikerasak T ia a 83 47 
Agpat å Dwelling. 21 10 

Total.. .. = 984 | 645 


My material comprises the results of examination of 
645 Greenlanders in North-west Greenland, distributed 
over all age-classes and both sexes. These examinations 
were carried out in the places shown in the Table. 

Thus these examinations cover 65-5 per cent. of 
their total population. In view of my relatively short 
stay in these places (except in Godhavn) the proportion 
of the population that responded to my call for 
examination was surprisingly high, for these people 
were busily engaged all day long, often far from home. 


RESULTS 
Of the total number examined, 279 are males and 
366 females. Their age-distribution is as follows :— 


i ' Over 
Years .. | 1-5 | 6-11 , 12-19 | 20-29 | 30~39 | 40-49; 50 
Males .. | 55 48 32 48 33 26 ` 37 
Females .. | 56 58 59 62 57 28 | 46 


Total .. | 


In comparison with the old statements about 
2—4 per cent. attacked by caries, I found, like Budtz- 
Joergensen previously, far higher 


100 figures—namely, 82-2 per cent. 
90 persons with caries involving one 
80 or, in most cases, several teeth 
among the 645 examined. If we 
70 divide the teeth into permanent and 
60 deciduous groups, we find caries in 
50 82-8 per cent. of those with per- 
40 manent teeth, and in 73-8 per cent. 
30° of those with deciduous teeth. 
Children with both deciduous and 
208 permanent teeth are entered in 
10% both groups. 
0 PA The incidence of caries in each 


individual tooth, permanent as well 


209% 28 deciduous, is illustrated in Fig. 1. 
30 ù The individual numbers of the teeth 

N from 1 to 8 on both sides are put 
40 down along the abscisse. The 
50 number of decayed teeth ‘are ex- 
60 pressed as a percentage of the 
70 number of teeth present. It will 


be noticed that in the permanent 
teeth the affected percentage varies 
30 from 40-50 for the 6th tooth to 
100 10-20 for the 1st teeth. There is a 
pronounced symmetry between the 
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two sides of the mouth. It will also be noticed that 
the difference in the occurrence of caries in the incisors 
and in the molars is far more pronounced in the lower 
jaw than in the upper jaw. The possible cause of this 
has been the subject of considerable discussion, and 
various views have been advanced, but none of them 
has hitherto been able fully to explain it. 

The number of deciduous teeth attacked by caries 
varies here from 20 to 40 per cent. in the upper jaw, 
and from 5 to 60 
per cent. in the 
lower jaw, the 
molars of the 
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particularly 
severely attacked. 
Fig. 2 illustrates 
the incidence of 
caries as a whole 
within the differ- 
ent age-groups 
over 6. There is a 
gradual increase 
up to the age of 
FIG. 2.—Incidence of caries in age- 50; the subse- 
‘+ groups over 6 (645 cases). quent fall above 
this is perhaps to 
be explained by the fact that these elderly Green- 
landers have had so many teeth extracted that 
only the best remain. Perhaps it is also a not 
inessential point that this generation comes from a 
time when various factors, including the diet, 
were considerably different from the conditions 
nowadays. 
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SOURCES OF ERROR 


In an account like this several sources of error are’ 


to be reckoned with. 

First, the numbers of carious teeth are minimum 
figures, as a very slight degree of caries may be 
overlooked—and, no doubt, it has been overlooked 
in some cases where its localisation has been sub- 
gingival or limited to the surfaces of contact of the 
teeth. This is because the examination was made by 
means of a tongue depressor, probe, and electric 
torch, but without a mirror. 

Secondly, some of the missing teeth ought to be 
included in the count, since until recently extraction 
—as opposed to filling—has been the usual treatment 
for caries. In this series the number of missing 
permanent teeth has been increasing gradually with 
advancing age. 

The average number of missing permanent teeth 
in the various age-groups has been as follows :— 
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Of course, it is impossible to estimate with any 
degree of accuracy how many of these missing teeth 
may have been extracted on account of caries. 
Keeping in mind the occurrence of paradontosis, the 
possibility of local violence and of scurvy, it is evident 
that not all the missing teeth could have been 
extracted. 

SUMMARY 


1. The incidence of dental caries is investigated in 
645 natives in North-west Greenland. The disease 
was found in 88-2 per cent., generally involving 
several teeth. 

2. A graphical presentation is given of the occur- 
rence of caries for each individual tooth, permanent 
as well as deciduous. The curve shows the number of 
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decayed teeth expressed in percentage of the teeth 
present at the time of examination. 

3. The frequency of caries for all examined persons 
over 6 is also presented graphically. 
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THE AUSTRALASIAN MEDICAL 
CONGRESS 


TUBERCULOSIS IN THE COMMONWEALTH 


THe fifth session of this congress was held in 
Adelaide from August 23rd to 28th under the presi- 
dency of Sir Henry NEWLAND. Some 450 members 
and visitors attended, and the scientific work was 
dealt with in fifteen sections, including one devoted 
to medical literature and history. At a trade exhi- 
bition held in connexion with the congress most of 
the scientific apparatus, hospital furniture, surgical 
instruments, and drugs shown were of Australian 
manufacture, but British firms were also represented. 


At the inaugural meeting, opened by Sir GEORGE 
MURRAY, lieutenant-governor of South Australia, Sir 
Henry Newland gave a presidential address in which 
he spoke of the application of scientific knowledge to 
human betterment, the influence of heredity on 
disease, the ageing of the population, the progress of 
specialism, and the possibilities of health insurance 
in Australia. At this meeting Sir Henry was presented. 
with the gold medal of the British Medical Association 
in Australia in recognition of his outstanding services 
to the medical profession. The medal has previously 
been awarded only three times since it was instituted 
in Australia in 1922. 


TUBERCULOSIS TO-DAY AND TO-MORROW 


The principal subject of discussion at the congress 
was tuberculosis, and the scientific proceedings 
opened with a plenary session. 

The PRESIDENT said that in South Australia this 
disease claimed more than three times as many 
victims as all the other infectious diseases put 
together. Speaking of bovine infection, he supported 
the campaign instituted by the Australian Veterinary 
Association for the eradication of infected animals. 

Dr. M. J. HoutmeEs, senior medical officer of the 
Commonwealth Department of Health, showed that 
there was a pronounced death-rate from tuberculosis 
in young wonien in South Australia, rising to 96 per 
100,000 in the age-group 25-29 years, compared with 
60 per 100,000 for Australia'as a whole and 50 in 
New South Wales. The mortality-rate in age-group 
20-24 in South Australia (85 per 100,000) was about 
40 per cent. greater than in New South Wales (51). 
It was thought that the high mortality in young 
females compared with males might be due to the 
stresses of child-bearing and to the strain of present- 
day life. In Australia, Dr. Holmes said, the bovine 
strain of bacillus was found only in children and 
not in adults. Nevertheless it probably gave rise to 
a considerable amount of illness and attention must 
be paid to its elimination. The mortality from 
tuberculosis of bovine origin was now very low in 
Australia, however, and since the deaths were almost 
exclusively due to the human strain, the main object 
must be to break the human chain of infection. Dr. 
Holmes thought it essential that all the activities 
within each State should be under the control of a 
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State director of tuberculosis wholly engaged on 
direction and coérdination and given all necessary 
powers and facilities. The clinic system was the 
foundation on which all effort for the control and 
eradication of tuberculosis must be based. Half- 
measures were of little value. Notification of all 
forms of suspected tuberculosis, whether infective or 
not, was essential and must be immediately followed 
by administrative action. The clinic system must 
secure early diagnosis, and periodical examination, 
both physical and radiographic, ‘should be most 
frequent and careful between the ages of 15 and 25. 
One of the greatest difficulties in the fight against 
tuberculosis was the maintenance of the patient’s 
family in a reasonably good state of nutrition and in 
@ suitable environment. The invalid pension paid 
was utterly insufficient, and it was urgent that some 
system of monetary allowance should be established 
which would provide adequately for the families of 
tuberculous civilian patients, this allowance being 
paid in full when the patient was under treatment 
either at an institution or in his own home. There 
was also need for accommodation for the patient 
who had not yet developed an active focus of disease 
—the child with a positive tuberculin skin reaction, 
who was ill-nourished or unhealthy, or the child who 
had to be removed for a time from a source of possible 
infection. Preventoria would prevent the develop- 
ment of fresh foci of infection in the community, and 
should be provided by the State. 

Eradication, Dr, Holmes admitted, could not be 
attained without considerable expenditure. Last 
year 2836 persons died from tuberculosis in Australia, 
and the cost to the Commonwealth and State govern- 
ments in pensions and in treatment was more than 
£1,000,000 a year. But if tuberculosis mortality had 
continued at the same rate as in 1880 the govern- 
mental expenditure would now exceed £5,000,000 a 
year, and further progress would mean further 
saving. “I believe,” said the speaker, “that 
measures directed to the total eradication of the 
disease would cost less over the next twenty years 
than is spent at present in partially checking the 
disease.” Australia’s great natural advantages in 
climate and in a relatively high standard of living 
made the existing mortality-rate all the more unsatis- 
factory. Tuberculosis presented the best of oppor- 
tunities for demonstrating the effectiveness of pre- 
ventive medicine and there should be no tuberculosis 
in Australia. 

Dr. COTTER Harvey thought that life was being 
lived too strenuously by young women of the present 
day. For any campaign to be successful, there were 
four preliminary essentials: an adequate public 
health organisation ; a recognition of the part played 
by the general practitioner ; a careful education of the 
layman; and thorough instruction of the medical 
student in chest diseases. Adequate and decent 
accommodation must be available for all patients, 
especially those with advanced disease, and there 
was need for reform in what was complacently called 
“sanatorium treatment,’ which in Australia had 
often fallen far below modern standards. In a 
tuberculous household, either the infected person or 
the children should be removed from the home, and 
country preventoria should be provided on a large 
scale, where such children might stay for long periods. 
Contacts should report for examination at regular 
intervals, and contact examination should include all 
persons with whom the patient had been in close 
contact. Early diagnosis was a primary line of 
attack, and it seemed scarcely credible that in England 
only 12 per cent. of patients were diagnosed at an 


early stage. Australia could show better figures, but 
the medical practitioner should do more to recognise 
the disease early. The X ray survey of selected 
groups would prove to be the most profitable advance 
in preventive medicine, provided that the utmost 
care was taken in the interpretation of the films. 
Finally, the standard of living of the lower classes 
should be improved, and an endeavour made to 
ensure an adequate diet for all. Tuberculosis 
was the one disease to which a well-fed body was 
more resistant. 

The necessity for a thorough survey of young 
adults in industry was stressed by Dr. J. BELL 
FERGUSON, director of tuberculosis control, Victoria. 
If we can control the spray of coughs and the spread 
of sputum, he said, we can control the disease. In 
the proposals for a national imsurance system the 
control of tuberculosis would need to go further than 
the clinical care of the patient. Politicians must be 
made to realise that the spending of money towards 
eradication of the disease was a good commercial 
proposition. 

“ It is time for our profession to speak and think 
in terms of human welfare, rather than in terms of 
highly suspect figures and books,” said Dr. JOHN 
DALE, city health officer for Melbourne. “We must 
make preventoria of the homes of the people.” In 
Melbourne he knew of several hundred children living 
in the same houses as notified cases of tuberculosis 
and of scores living in hovels with patients who had 
tubercle bacilli in their sputum. He questioned 
whether the decline in the tuberculosis death-rate 
during the last century was due to medical effort so 
much as reduction in the overcrowding that prevailed 
after the industrial revolution. , 

Dr. Joun Huemes doubted whether preventoria for 
children did much to prevent tuberculosis. Nine 
months’ holiday at the age of 12 did not do much 
to prevent tuberculosis occurring at 20 or later. He 
advocated a survey of adolescents of tuberculous 
families instead of surveys of groups of the population. 

Dr. Harvey Sutton, referring to the habit of 
slimming, said that he had found the weight of a 
number of young women examined for the educa- 
tion department on an average 9-10 Ib. less than the 
weight of a similar group examined in 1910. Young 


- women 63? inches tall were found to-day to weigh 


116 lb., whereas they should weigh 2 lb. to the inch. 


SURGERY OF TUBERCULOSIS 


The section of surgery met the same afternoon 
under the presidency of Prof. G. Grey TURNER 
(London), who spoke on the general principles 
governing surgical intervention in tuberculosis. He 
urged the importance of the pathological background 
in cases where operation might be needed. In most 
patients there was a focus of origin in addition to the 
local lesion, and this might be actually or potentially 
active. Hence an operation was really only an 
incident in the management of these cases. Time 
and care should be spent in preparing the patient for 
operation, which should not be undertaken until the 
general resistance was raised to the highest possible 
level. For the same reason special pains should be 
taken to avoid shock and blood loss, and a long 
period of convalescence was necessary in order to 
guard against the reawakening of some latent focus 
of infection. 


TUBERCULOSIS AND MARRIAGE 


The question whether tuberculous patients should 
be allowed to marry or to have children was discussed 
at length at the plenary session. 


OP said that a dogmatic answer 
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manage the property of all persons (whether certified 
or not) who, through mental infirmity, are unable to 
conduct their own affairs. This important activity of 
the management and administration department of 
the Supreme Court is governed by rules made by the 
Lord Chancellor in 1934 with approval of the Treasury. 
Although the receivers sometimes chafe under the 
inevitable requirements of careful accounting for 
the property for which they are responsible, it is 
the general opinion that the department exercises a 
benevolent and sympathetic supervision, with due 
regard to the interests and welfare of the patient, 
over the 15,000 estates administered. 

Behind these arid tables there lies a good deal of 
legal history. In the years after the Norman Conquest 
there had been some kind of struggle between the 
lords and the Crown for the custody of idiots, the 
lords having claimed wardship as in the case of 
infants. The statute De Prerogativa Regis, attributed 
by Maitland to the beginning of the reign of Edward I, 
show the King winning. It is said that Robert 
Walerand, a minister, justice, and Royal favourite, 
procured the change, knowing that he must leave an 
idiot as his heir and preferring that his lands should 
fall into the hands rather of the King than of his 
lords. The Lunacy Act of 1890 defines a lunatic as 
including an idiot ; but in the early days a distinction 
is carefully drawn. The Statute of the King’s Pre- 
rogative gives the King the custody of the lands of 
idiots, therein described as “natural fools” (fatws 
naturales), the King to have the profits without waste 
or destruction, to find the idiots their necessaries and, 
after their deaths, to hand their property back to 
their right heirs. The Statute deals separately with 
the lunatic whom it describes as anyone who formerly 
had his wits and memory and now is: non compos 
mentis sue, “as certain persons are during lucid 
intervals ” (lucida intervalla). The Statute entrusted 
to the King the duty of seeing that the lunatic’s 
lands and tenements be safely kept without waste or 
destruction, the lunatic and his household being 
“ maintained competently,” and the residue of his 
property being preserved for his use in case he should 
recover his right mind; if he died without recovery, 
the residue was to be distributed for the good of his 
soul ‘* by the advice of the ordinary.” In the case of 
the idiots, therefore, the King took their income ; in 
the case of the lunatics, he was merely a trustee. Re- 
search shows that the distinction presently lost its 
value because juries, with their excellent habit of 
mitigating the asperities of the law, obstinately returned 
verdicts of non compos mentis rather than of idiocy. 
After the Revolution it became the practice of the 
Crown to hand over to members of an idiot’s family 
any surplus profits of his estate. The Statute of the 
King’s Prerogative is the foundation of the Crown’s 
jurisdiction in lunacy. The Lord Chancellor has 
exercised this not because he was head of the Court 
of Chancery but because he was the delegate and repre- 
sentative of the Sovereign. On being appointed to 
his office, the necessary authority was delegated to 
him under the sign manual : thus he obtained custody 
of lunatics and their estates. Once the custody was 
granted, the Lord Chancellor proceeded under his 
general power as keeper of the King’s conscience. In 
1842 he was authorised by statute to appoint two 
fit persons (serjeants-at-law or barristers of ten 
years’ standing) as Commissioners in Lunacy. Three 
years later the title of Masters in Lunacy was sub- 
stituted. The Masters and Assistant Masters have 
authority by modern statute to exercise the adminis- 
trative power of the Judge in Lunacy. The Mental 
Treatment Act of 1930 largely eliminated, for excellent 
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reasons, the word “lunatic.” We still need some 
euphemistic substitute for one expression ‘‘ jurisdiction 
in lunacy.” 


Official Shorthand Writers in the Courts 


The introduction of an official service of shorthand 
writers in the King’s Bench and Chancery Divisions at 
the Law Courts is likely to make little change to a 
medical witness giving expert evidence in an important 
case. When he has done so in the past, the parties 
have probably arranged for a shorthand note to be 
taken at their own expense. The change now being 
experimentally operated is the provision of steno- 
graphers to take a note at the public expense, The 
cost of the transcript will be part of the ‘‘ costs in 
the cause.” Critics have objected that the services of 
stenographers (including the provision of transcripts) - 
should be regarded as part of the overhead expenditure 
of the administration of justice and that the unsuc- 
cessful party should not be made to pay for this any 
more than for the lighting and heating of the court. 
Legal reforms, however, must be expected to proceed 
by stages. 

The genesis of the new plan is a recommendation 
of the Royal Commission on the Despatch of Business 
at Common Law, presided over by the late Lord 
Peel. Its report, issued last year, recommended that 
official shorthand writers should be supplied ‘‘ so far 
as practicable”’ in nisi prius cases. The reform, be 
it noted, is not primarily in the interests of the public 
or the parties or the witnesses but for the purpose 
of saving judges’ time. The Lord Chief Justice told 
the Royal Commission that, if the judges could be 
spared the mechanical labour of taking a long-hand 
note of the evidence, the economy in judicial time 
would be the equivalent of the appointment of an 
additional judge. The Peel Commission realised that 
the judge will still have to take some kind of note. 
If he has to sum up to the jury on evidence and 
arguments heard during the same day, no shorthand 
transcript will be available for him. The change 
should mean, however, that the judge will have more 
leisure to study the demeanour of the witnesses. 
Some judges are believed to hold the view that it will 
assist the discovery of truth by giving the witness 
less time to think of his next answer. The system of 
official shorthand writing has been in operation at 
assizes and quarter sessions for some thirty years 
since transcripts of the evidence and the judge’s 
summing up (though not of counsel’s speeches) are 
required by the Court of Criminal Appeal. This, by 
the way, is one of the practical reasons (quite apart 
from the statutory prohibition under a half-obsolete 
enactment of Henry VIII) why the Welsh language 
cannot be used before tribunals like, for instance, the 
Carnarvonshire quarter sessions, where it is likely 
that the accused persons, the jury, the bench, and the 
bar are all familiar with it. There is a dearth of 
bilingual stenographers; and, even if the evidence 
were taken down as spoken in Welsh, it would still 
have to be translated for the benefit of the judges in 
the Court of Criminal Appeal. 


PRINCE OF WALES’s HOSPITAL, PLYMOUTH.—The 
deficiency on the maintenance account of this hospital 
is £31,642 and an additional annual income of 
£16,000 is needed. There is no money to pay the bills 
due this month, and, since the number of subscribers is not 
increasing, wards may have to be closed. A meeting 
between the city council and representatives of the 
hospital has been held and negotiations are proceeding 
for a grant-in-aid from the Devon and Cornwall county 
councils, 
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LONDON MEDICAL EXHIBITION ` 


THis exhibition, exclusively for the medical 
profession, opened on Monday last in the New 
Horticultural Hall in Greycoat-street, Westminster, 
and will remain open until Friday, the 22nd, at 
6.30 P.M. We have made notes on a few of the 
many thousands of preparations and instruments 
exhibited at the stands, concentrating on those which 
have been produced since the exhibition of last: year. 


Drugs and Pharmaceutical Preparations 


(101) ABBOTT LABORATORIES (ENGLAND) LTD. 
(524, Wigmore-street, W.) presented Nembutal, the 
well-known sedative, with its powerful hypnotic and 
. prolonged sedative action, and a new barbiturate for 
intravenous injection, Pentothal Sodium, which 
closely approaches the qualities of a controllable 
anssthetic.—(90) ALLEN AND HANBURYS LTD. (Bethnal 
Green, E.) showed, among a wide range of prepara- 
tions, A.B. Protamine Insulin (with zinc) Suspension, 
.the low solubility of which, they claim, prolongs 
lowering of blood-sugar and so reduces the frequency 
of the injections; Antihæsin, a mixture of organic 
solvents for easily removing adhesive plaster; and 
elixir of ammonium mandelate for the treatment 
of urinary infections. They have introduced a range 
of pastilles, soap, and mouth-wash containing Lysan- 
tol, a powerful non-poisonous antiseptic; and 
Prolactin, a standardised solution of anterior pituitary 
principle for disorders of lactation.—(67) ANADIN 
LTD. (12, Chenies-street, W.C.) exhibited anodyne 
tablets containing four ingredients, acting in com- 
bination to provide effective and harmless relief.— 
(100) THE ANGIER CHEMICAL Co., Lro. (86, Clerken- 
well-road, E.C.), showed their two old-established 
preparations, Angier’s Emulsion and Sagradol laxa- 
tive emulsion, a highly miscible palatable emulsion 
with cascara.—(116) ANGLO-FRENCH DRUG Co., LTD. 
(11 and 12, Guilford-street W.C.), had on view their 
organic combination of iodine and hamamelidin, 
Iodamelis, the indications for which are diseases due 
to faulty circulation and nutrition. Their Pantavene, 
which they recommend for asthenia and debility, is 
an extract of the active principles of oats in tablet 
form.—(19) ANTIBODY PRopucts Lp. (Watford, 
Herts) displayed the oral form of their well-known 
Antibacsyn, a suspension of euglobulin extracted 
from ox serum ; their range of air-borne dust protein 
extracts for skin tests and treatment of asthma ; 
and extracts of British grass pollen for hay-fever.— 
(80) ANTIGEN LABORATORIES (95, Great Portland- 
street, W.) offered their visitors Ruthmol, a chloride- 
free table salt prepared from citrates, formates, and 
small quantities of phosphates. They also exhibited 
Pan Vax, an anti-virus ointment with vitamin D 
for external application to suppurations and wounds ; 
and anti-influenzal and common cold prophylactic 
vaccine, three doses of this vaccine being packed in 
each vial for a reasonable price. They stressed parti- 
cularly their laboratory service.—(7) ARMOUR LABORA- 
TORIES (Armour House, St. Martin’s-le-Grand, 
E.0.), presented a new method of administering 
glandular substances. Their preparations, which 
have the whole lipoid content intact, are presented 
in a fused elastic air-tight capsule ; this protects the 
compound against oxidation and loss of potency. 
They also showed Suprarenal Concentrate capsules, 
each containing two grains of gland concentrate for 
the treatment of all forms of allergy ; and their Liver 
Concentrate capsules, which they claim to contain 
the highest concentration of liver obtainable. 

(44, 58) BAYER PrRopucts LTD. (Africa House, 
Kingsway, W.C.) emphasised the value of Betaxan, 
a synthetic antineuritic vitamin, 1 mg. of which 
contains 500 international units, for the treatment 
of all forms of avitaminosis B,. It is packed in 
1 c.cm. ampoules for intramuscular injection daily 
for several weeks. The makers claim that it is the 
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first synthetic vitamin B, preparation. Manetil, a 
biological extract of spinal cord for the treatment 
of hæmorrhage, was on view; it is claimed to have 
a specific effect on bleeding time as opposed to 
coagulation, and is therefore recommended for prophy- 
lactic use.—(5) BENGUE AND Co., Lro. (24, Fitzroy- 
street, W.), displayed samples of Nestosyl antiseptic 
and nasal preparation in ointment, oily solution, 
suppositories, and ovules; Permyase, a preparation. 
of the secretion of the maggots of Lucilia sericata, 
a blue-bottle fly, the principle underlying the bene- 
ficial action of maggots in infected wounds; and 
Noseptyl, an ephedrine nasal jelly. They also showed. 
their ethyl chloride in a patent ampoule with spray 
stopper.—(87) Bisopon Lro (12, Chenies-street, 
W.C.) stressed the importance of their product 
Bisodol, an antacid digestive containing diastase and 
papain.—(37) Boots PurE DRUG Co., Lip. (Notting- 
ham), exhibited, in addition to their many interesting 
and useful pharmaceutical products and sterilised. 
surgical dressings, Ferosan (ferrous chloride capsules) 
for the treatment of iron deficiency anæmias ; Super- 
san, a safe, non-poisonous, and non-irritant anti- 
septic for all purposes; Sulphanilamide-Boots (p- 
aminobenzenesulphonamide), issued in tablets for 
oral administration; and a new gonad-stimulating 
hormone prepared from human pregnancy urine 
called ‘‘ Physostab,”’ for the treatment of conditions 
associated with anterior pituitary and ovarian dys- 
function. Other hormone preparations which they 
have recently introduced are ‘‘ Antostab,”’ a follicle- 
stimulating gonadotropic hormone prepared from 
pregnant mares’ serum; and ‘ Ovostab,” an oily 
solution of pure crystalline cestradiol benzoate.— 
(57) BRITISH ALKALOIDS LIMITED (Winchester House, 
E.O.) exhibited their T.C.P. products: a general 
antiseptic, a medicated soap, ointments, bronchial 
antidote, colloidal emulsion (a non-toxic intestinal 
antiseptic), and pastilles.—(156) BRITISH Cop LIVER 
OIL PRODUCERS (HULL) Lrp. (St. Andrew’s Dock, 
Hull) again presented their SevenSeaS palatable cod- 
liver oil, in ‘‘standard’’ and ‘high potency ” 
strengths. The ‘standard’ they produced to 
conform with the B.P. standard: to the “high 
potency ” they assign four times the standard strength. 
They declare that their product is exceptionally 
fresh, palatable, and free from after-taste because of 
their special methods of processing and handling.— 
(140) British DRUG Houses LTD. (Graham-street, 
City-road, N.) had on view Anahemin B.D.H., a 
liver preparation for which they claim outstanding 
hemopoietic power. They recommend Sulphonamide-P 
B.D.H. for infection with hemolytic streptococci 
and for prophylaxis; it is also available in tablets. 
Their Mandelix,a preparation of ammonium mandelate, 
has long been used for urinary infections, and they 
have now introduced Mandecal, a preparation of 
calcium mandelate which is pleasant to take and non- 
nauseating.—(114) BuRRovuGHS WELLCOME AND Co. 
(Snow Hill-buildings, E.C.) showed their usual com- 
prehensive range of products, among the more 
ere introduced being Tabloid Sulphonamide-P 
and Wellcome Sulphonamide-P for the treatment of 
hemolytic streptococcal and other infections. The 
bactericidal power of the blood after treatment was 
demonstrated by charts. They offered ‘‘ Wellcome ”’ 
Protamine insulin (with zinc) suspension as an alter- 
native to ‘‘ Wellcome ” insulin, claiming for it a more 
prolonged action. Special attention was drawn to 
‘ Stypven ” Russell viper venom, which they put 
forward as the most effective local hemostatic avail- 
able. Ryzamin-B concentrate of rice polishings, a 
clear golden-brown syrupy preparation, standardised 
to contain 50 international units of vitamin B, per 
gramme, they recommended as a palatable and con- 
venient means of supplying vitamin B. 

(1) G. W. Carnrick Co. (Brooks and Warburton 
Ltd.. 232-240, Vauxhall Bridge-road, S.W.) exhibited 
Hormotone T, which includes the follicular hormone 
and is used orally ; also their well-known Incretone, a 
physiological combination of the endocrine glands.— 
(3) THOS. CHRISTY AND Co., Lrp. (4/12, Old Swan- 
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lane, E.C.), had on show their disinfectant Lysoform 
and their Histoplast vaccine plaster for boils and 
pimples. They also displayed their preparations 
Glyco-Thymoline, Tussipect syrup for coughs, and 
Estivin, a local remedy for hay-fever.—(13, 14) 
COATES AND COOPER LTD. (94, Clerkenwell-road, 
E.C.1) made a specialty of their Pankreon tablets 
and powder, containing trypsin, diastase, and lipase 
from fresh pancreas, for the treatment of digestive 
disturbances ; and also their hemostatic preparation 
Sangostop, a non-toxic vegetable preparation for 
oral use or injection, free of albumin. They also 
showed samples of Forapin bee venom, which they 
now prepare in ampoules for injection.—(162, 163) 
CONTINENTAL LABORATORIES Lro. (30, Marsham- 
street, S.W.1) recommended their new sedative Serenol 
as a palatable and non-toxic liquid containing ephe- 
drine, thyroid, and bexamethylenetetramine ; in 
addition to Taxol their biological laxative, Antipeol, 
an immunising vaccine filtrate for wounds, and their 
usual range of biological products.—(117, 118, 136, 
137) CROOKES LABORATORIES (Park Royal, N.W.) 
emphasised the value of the new Sulphanilamide 
spray for streptococcal infection of the throat, and 
Sulphanilamide ointment for acne and other staphy- 
lococcal infections of the skin. Their Tri-antiseptic 
with a Rideal-Walker coefficient of 6 contains three 
antiseptics (xylol and two proprietary compounds) 
forms a colloidal emulsion with water, and effectively 
sterilises hands and instruments. Other striking 
preparations were their halibut oil ointment for 
inflammatory conditions of the skin, and glucose 
food containing vitamins B, and D. 
(97) J. C. ENo Lp. (Pomeroy-street, S.E.) again 
reminded visitors of their traditional fruit salt and its 
tonic mildly laxative and cathartic properties which 
have made it familiar throughout the world.— 
(149, 150, 160) Evans Sons LESCHER AND WEBB 
LTD. (56, Hanover-street, Liverpool) showed their 
Streptocide ointment for the topical application of 


sulphanilamide which contains, by means of a special 


solvent, 5 per cent. of p-aminobenzenesulphonamide. 
Also Percalcin, a concentrated solution of calcium com- 
bined with mixed acids derived from glucose; it is 
claimed to be two and a half times as strong as any 
of the available calcium gluconate solutions. They 
drew special attention to their wide range of anti- 
septics and vaccines.—(70) FASSETT AND JOHNSON 
LTp. (86, Clerkenwell-road, E.C.) displayed their 
familiar range of Seabury and Johnson’s surgical 
dressings and Mead’s plaster, Antikamnia analgesic 
tablets, Howard’s Quinisan tablets and Argyrol silver 
vitellin. ‘‘ Mission ” fruit Juices and Welch’s grape 
juice were also to be seen and tasted at this 
stand.—(10, 11) Genatosan LTD. (Loughborough) 
drew attention, among their wide range of exhibits, 
to Genora, an oral vaccine for the prevention of colds 
and influenza, which contains hemolytic streptocacci 
and other organisms. They claim that it also confers 
immunity to other diseases caused by streptococci. 
They showed their Genozo tooth paste, which con- 
tains an emulsion of detoxicated mouth organisms ; 
their stabilised calcium aspirin, and Genasgprin. 
Samples of a new series of products named Fissan 
were also on view; they are for use in skin therapy 
and have a base of colloidal milk albumin.—(95, 96, 
109) GLAXO LABORATORIES (Greenford, Middlesex) 
introduced for the first time their Examen liver 
extract. which they declare to be the most powerful 
parenteral liver extract ever manufactured on a large 
scale. Each 2 c.cm. ampoule is said to contain the 
active hemopoietic factor of 100 g. of fresh liver. 
They reminded visitors of their dissolved vaccines G.L., 
in which the bacterial cells are in solution and the total 
antigens are thus immediately available for antibody 
production ; the toxicity is low and a full dose can be 
given from the start without fear of a toxic reaction. 
(121) C. J. HEWLETT AND Son LTD. (35/42, Char- 
lotte-street, E.C.) showed their ampuliques, con- 
taining a large selection of single doses of sterilised 
injections. They recommended the chemotherapeutic 
compound, P.A.B.S. (para-animo-benzene-gy]phon- 


amide), for puerperal sepsis and other hemolytic 
streptococcal infections; and also an orange- 
flavoured syrup containing mandelic acid for urinary 
infections. A new feature of their stand was the 
Physician’s Bag, which is their ‘‘ Complete G.P.” bag 
enriched by a miniature sphygmomanometer and an 
auriseope.—(110) THE INHALATION INSTITUTE LTD. 
(87, Eccleston-square, S.W.) demonstrated once more 
their apparatus for drug inhalation therapy including 
the Humpbris Collison radium emanation inhaler for 
administering oxygen activated by radium emana- 
tion.—(166) KAYLENE LTD. (Waterloo-road, N.W.), 
in addition to their existing kaolin preparations, 
showed their Kaylene opaque meal and Kaylenema 
for radiologists, and Magsorbent granules of mag- 
nesium tri-silicate with glucose for children suffering 
from ketosis and acidosis; also their Magsorbent 
powder and tablets, the original magnesium tri- 
silicate for gastric ulcer and acid dyspepsia.—(119) 
LACTEOL BRAND PrRODUcTs (Dr. BoucarD) (55, 
Welbeck-street, W.) again showed their wide range 
of lactic acid antiseptic preparations in tablets, 
ovules, liquid, suppositories, and other forms, 
and their oral polyvalent broth vaccine Vaxa, 
and Termosan solid non-greasy embrocation stick 
for aches and pains. Their Viatol Vitamin B tonic 
was also on view in tablet form.—(6) ELI LILLY AND 
Co., LTD.) (2, 3, and 4, Dean-street, London, W.), 
displayed Entoral, an oral vaccine for the prevention 
of common colds, containing killed pneumococci, strep- 
tococci, M. catarrhalis and B. influenze; They also 
offered a wide range of undenatured bacterial antigens. 

(148) MENLEY AND JAMEs LTD. (64, Hatton-garden, 
E.C.) have long marketed their Benzedrine inhalant 
for coryza and sinusitis, and now showed Benzedrine 
tablets, a sympathomimetic compound for neuro- 
logical and functional nervous disorders.—(101) E. 
MERcK (60, Welbeck-street, W.) exhibited a cardio- 
vascular tonic (Ephetonin Comp. Liq.) synthesised 
from ephetonin for cardiac insufficiency and cardio- 
vascular disorders ; and Dory] tablets, ampoules, and 
solutions, a choline derivative for Dont operaie 
retention of urine, colonic stasis, anxiety states, and 
tachycardia.—(103) H. R. Napp Lrp. (3 and 4, 
Clement’s Inn, W.C.) featured Sedonan analgesic and 
antiseptic eardrops for otitis media; Hepamult 
preparation of liver in the form of concentrated 
granules at a low price, and Ferro-hepamult, the same 
preparation containing active iron.—(120) OPPEN- 
HEIMER, SON AND Co., LTD. (Handforth Laboratories, 
Clapham-road, S.W.), showed their wide range of 
bi-palatinoids ; Ioxantin, a diuretic and cardiac and 
respiratory stimulant which is a compound of di- 
methylxanthin sodium salicylate with Alphidine, the 
non-toxic modification of iodine, which they recom- 
mend for all applications of iodine therapy. They 
stress the combined treatment with Alphidine Pan- 
creatin for thyrotoxicosis states; and potassium 
permanganate combined with iron and arsenic for 
furunculosis.—(33) ORGANON LABORATORIES (1, Gor- 
don-square, W.C.) displayed synthetic testosterone 
propionate Neo-Hombreol, and Binæmon tablets of 
liver extract and hogs’ stomach in a highly purified 
form to minimise the dosage. Pernewmon Forte 
liver extract for intramuscular injection, purified to a 
light straw-coloured fluid, was also a striking feature. 
Kolpon vaginal tablets, containing cstrone at the 
hydrogen-ion concentration found to be the most 
effective against vaginal and vulvar infections; and 
Menformon in oil solution for oral administration, 
packed in a dropping bottle were other noticeable 
exhibits.—(73) Oxo LIMITED (Thames House, Queen 
Street-place, E.C.) showed their well-known range of 
beef extract and essence, and biological preparations, 
Antoxylin (S), an anterior pituitary-like hormone 
for pregnancy diagnosis; Oxoid brand Œstrin, an 
oily solution of cestradiol monobenzoate ; and Liveroid. 
liver preparation. 

(64) PARKE, Davis AND Co. (Beak-street, W.) 
offered an interesting range of exhibits, including a 
preparation of vitamin A and vi in D named 
Nadola. The vitamin-D content is derived from a 
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spasm, and Propadrin hydrochloride nasal gel and 


mixture of halibut-liver oil and tuna-liver oil, the 
high potency of these oils enabling the makers to 
obtain the ideal ratio of 10 parts A to 1 part D. They 
also showed Gluco-Fedrin, a local preparation for 
catarrh, containing ephedrine in a dextrose solution.— 
(75) PETROLAGAR LABORATORIES LTD. AND JOHN 
WYETH AND BROTHER Lrp. (Oldhill-street,- N.) 
specialised in Neobovinine 20, a reconstructive tonic, 
and Plastules Heamatinic Compound of ferrous sulphate 
and concentrated yeast in a gelatin capsule. dis- 
integrating in the stomach, to provide ferrous iron 
in a soluble form. This is prepared in two varieties, 
plain, and with liver extract. Wyeth’s Amphoteric 
Gel, a palatable cream containing 5 per cent. of 
colloidal aluminium hydroxide for removing hydro- 
chloric acid from the stomach in hyperchlorhydria 
and gastric ulcer was on view. Also to be seen was 
Picragol, silver picrate dispersed in kaolin for the 
treatment of trichomonas and other vaginitis.— 
(98, 99, 108) PHARMACEUTICAL SPECIALITIES (MAY 
AND BAKER) LTD. (Dagenham, London) last year 
showed their Proseptasine, a colourless oral prepara- 
tion of sulphonamide for streptococcal infections. 
This year they also recommended it for B. coli infec- 
tions, and added to their range Soluseptasine, a 
similar compound for any form of injection. This 
they maintained to be the only colourless injectable 
sulphonamide, and they state that these compounds 
are comparatively non-toxic in ordinary therapeutic 
doses. They also showed their well-known sedative 
Soneryl in suppository form. 


(71) RocHE PrRopuctTs LTD. (51, Bowes-road, N.) 
featured Navigan travel-sickness remedy and anti- 
spasmodic sedative, containing one part of Syn- 
tropan, a synthetic analogue of atropine, and five 
parts of mild pyridine derivative ; and two synthetic 
vitamin preparations: Redoxon Vitamin © (and also 
Redoxon Forte, five times the strength) and Benerva 
Vitamin B,.—(147) SANDOZ Propvucts (J. FLINT) 
(134, Wigmore-street, W.) featured their well-tried 
preparation Femergin, a chemically pure preparation 
- of ergotamine tartrate, a powerful uterine hamostatic 
and, through its inhibitory action on the sympathetic 
nervous system, a valuable specific for migraine and 
thyrotoxicosis and tic douloureux. It is associated 
with Bellafoline, a preparation of the total natural 
alkaloids of belladonna leaves, in Bellergal, a sedative 
with a powerful action on the autonomic nervous 
system.—(27-29) SAVORY AND Moore Lip. (143, 
New Bond-street, W.) and Wm. MARTINDALE (75, 
New Cavendish-street, W.) showed a wide range of 
the vitamin preparations of E. R. Squibb and Sons, 
including Rayolex tablets of fish liver oil contain- 
ing 3300 units of vitamin A and 660 of vitamin 
D; and Cardiazol, a synthetic preparation which 
they claim to be superior to adrenaline for failure 
of the peripheral circulation and acute cardiac insuffi- 
ciency. Samples of non-staining ether-soluble tar 
paste, E.S.T.P., were also on show.—(25a, 26) Scorr 
AND Bowne Lip. (10, Stonecutter-street, E.C.) 
claim to have invented a most convenient method of 
administering halibut-liver oil: in a sugar-coated 

ill containing two drops of pure oil; and in their 
Halivite, in a self-dropper bottle for infants. That 
well-tried product, the first of all vitamin oil pre- 
parations, Scott’s Emulsion, was exhibited.—(47) 
ScHHRING Lrp. (185-192, High Holborn, W.C.) 
stressed the importance of Folinerin, a cardiac 
stimulating glucoside from Nerium oleander, which 
they claim to be as effective as digitalis, and to have 
the advantage of a smaller molecule and therefore 
more absorption and more complete elimination ; 
also their Proviron and Testoviron hormone pre- 
parations for sexual deficiency in the male. Petéin is 
a detoxicated vaccine containing 60 different strains 
of B. pertussis in a concentration of 20,000,000,000 
per c.cm.—(164, 165) SHARP AND DOHME LTD. (Mul- 
ford Biological Laboratories) (76-78, City-road, E.C.) 
displayed Topagen, a bacterial antigen for B. per- 
tussis for nasal application ; Vacagen, a respiratory 
mixed bacterial antigen for oral administration ; 
also Propadrin hydrochloride for allergic bronchial 


solution.—(155) WILLIAM R. WARNER AND Co., LID. 
(Power-road, Chiswick), again showed their Veracolate 
cholagogue tablets and their Anusol in ointment-form 
as well as in the familiar suppositories. 

(To be continued) 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 


Surg. Comdr. J. F. Pace retires at own request with 
rank of Surg. Capt. 

Surg. Comdr. Pace has been 22% years in the Navy, and 
during the War served at Malta Hospital and in H.M.S. Hercules 
in the Grand Fleet. Since then he has served in China and the 
Mediterranean. For the last five yoore he has been at the Anti- 
gas School at Portsmouth and the Chemical Defence Experi- 
mental Station at Porton, where he has been in charge of the 
physiological department. 

Surg. Lts. R. T. May to Drake for R.N.B. and to Norfolk ; 
W. H. E. McKee to Cricket; M. F. Sheehan to Drake for 
R.N.B. and to Birmingham ; and D. W. Pratt to President 
for course. 

ROYAL NAVAL VOLUNTEER RESERVE 

Surg. Lts. W. G. McLean, M. P. Reddington, P. B. 
Moroney, and R. S. Rudland promoted to Surg. Lt.-Comdrs. 

P. C. Barkla (proby.) to Sheffield. 


ARMY MEDICAL SERVICES 


Maj.-Gen. D. S. Skelton, C.B., D.S.O., late R.A.M.C., 
retires on ret. pay. 

Col. J. N. Thomson, D.S.O., M.C., on ceasing to be 
empld. is placed on the h.p. list. 

Col. E. M. Middleton, O.B.E., late R.A.M.C., having 
attained the age for retirement, is placed on ret. pay. 

Lt.-Cols. to be Cols.: C. L. Franklin, M.C., and 
J. J. D. Roche from R.A.M.C. 

Col. R. C. Priest, M.D., F.R.C.P., K.H.P., late R.A.M.C., 
to be Maj.-Gen. (supy.), and retains his appt. (Vide THE 
LANET, Oct. 2nd.) 


ROYAL ARMY MEDICAL CORPS. 


Lt.Col. J. M. Elliott retires on ret. pay. 

Maj. H. E. P. Yorke, M.C., is placed on the h.p. list on 
account of ill-health. 

Majs. to be Lt.-Cols.: J. R. Hayman, R. H. Leigh, 
M.C., and G. G. B. Holroyde, M.C. These three officers 
are serving at Belfast (D.A.D.M.S.), Devonport, and 
Cairo respectively. 


REGULAR ARMY RESERVE OF OFFICERS 
Col. J. D. Richmond, D.S.O., O.B.E. (late R.A.M.C.), 
and Lt.-Col. C. Scaife, having attained the age limit of 
liability to recall, cease to belong to the Res. of Off. 
Capt. J. B. Cargin resigns his commn, 


SUPPLEMENTARY RESERVE OF OFFICERS 
Lt. A. N. Fergus to be Capt. 


TERRITORIAL ARMY 
Lt.-Col. C. A. Webster, T.D., to be Bt.-Col. 
Maj. H. A. B. Whitelocke, from T.A. Res. of Off., to be 
Lt.-Col. and to comd. the 3rd (Southern) Gen. Hosp. 
Capt. L. P. Marshall, M.C., to be Maj. 
Lts. A. R. Bowtell and P. T. Cooper to be Capts. 


ROYAL AIR FORCE 


Squadron Leader S. B. S. Smith to Headquarters’ 
Bomber Command, Uxbridge, for duty as medical officer. 

Flight Lt. F. W. P. Dixon, M.B.E., to Central Medical 
Establishment, London. 

The undermentioned Flying Offrs. are promoted to the 
rank of Flight Lt.: D. J. Dawson and N. P. Rutherford 
Clyde. 

L. L. Ingram is granted a short service commission as a 
Flying Officer for three years on the active list, and is 
seconded for duty at the Miller General Hospital. 

Dental Branch.—Flight Lt. O. F. Brown to R.A.F. 
Station, Andover. 

Flying Ofirs. promoted to rank of Flight Lt.: A. C. 
Wilkie, C. H. Beamish, and E. Martin. 
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POST-GRADUATE LECTURES 


CONTINUING our series of post-graduate lectures 
delivered at London teaching hospitals at the opening 
of the session we publish this week summaries of 
those given by Dr. Shirley Smith at Charing Cross 
and Dr. Hilton at University College Hospital. 


HEART ATTACKS 
(DR. SHIRLEY SMITH) 


Symptoms related to the heart cause more anxiety 
than any others. One reason for this is that heart 
troubles are linked inseparably with the idea of 
sudden death in the minds of most people. And, in 
fact, sudden deaths are generally due to cardiac 
seizures. The series of events that is described by a 
patient as a heart attack may be anything from a 
brief bout of simple tachycardia to a major thoracic 
emergency. The diagnostic difficulties are magnified 
by the fact that the whole or part of the attack may 
be over by the time the physician arrives. The 
central feature may be pain either slight or so severe 
that it seems directly to threaten life. Other seizures 
are painless and have as their principal elements 
breathlessness, faintness, or palpitation. In any case 
the patient is likely to interpret his malady either as 
a rehearsal for sudden death or at best a prelude to 
a ‘‘ painful illness bravely borne.” 

Complaints of attacks of pain in the chest usually 
raise the same problem: is the pain due to coronary 
artery disease or is it of cardiovascular origin and 
yet of benign type (left mammary pain)? Here are 
the principal points in the differential diagnosis :— 


Left inframammary pain. Effort angina. 
Site of pain .. At or below left breast .. 


Type of pain .. Aching, pricking, stab- .. Opurese ye: con- 
g 
Radiation .. To vanels of left scapula .. To left arm, both 


and left arm arms, or throat. 
enue to .. No definite relation «- Obvious. 
or 


- Relieved in a minute 
or two. 


Relation to .. No direct relation 
rest 


Responseto .. Usually none . Usually swift. 
trinitrin .. : 
Pulse .-- Increased rate - Rate little altered. 
Respiration .. Often rapid and irregu- .. Pain may impede 
lar breathing. 
Associated .. Local hyperæsthesia, .. No local .hyper- 
symptoms palpitation, faint æsthesia, usualiy 
ness trembling, ke no complaint of 
weeping in or after ‘other symptoms. 
attack Faintness or sense 
2a Aying uncom- 
Prognosis Risk of death is risk 


- Norisk of death or dis- .. 
ablement of acute coronary 
occlusion. 


Pain of coronary origin will belong to one of the 
following categories: (i) effort angina, (ii) spasmodic 
angina, (iii) angina decubitus, (iv) cardiac infarction. 
Remember that many patients fail to distinguish 
between pain arising in the chest during exertion and 
pain experienced during the fatigue that follows 
exertion ; in the first case the pain is almost cer- 
tainly angina of effort, in the second it is almost as 
certainly not. The pain of effort angina may appear 
first in a part to which it often spreads; many 
patients with pains in the arms have been wrongly 
classed as rheumatic until the relationship to walking 
was established. Pain radiating to both arms is 
pathognomonic of an organic cause, but pain radiating 
to the left arm only is not. Paroxysms of pain 
bearing the stamp of a coronary source may occur 


Usually retrosternal. 


apart from exertion and in relation to food, tobacco, 
excitement, anger, or sudden changes of temperature. 
The term ‘‘ spasmodic angina ” is sometimes applied . 
to these attacks. Angina decubitus, or anginal pain 
awaking the patient from sleep, is rare except in 
patients who suffer from effort angina, and in many 
cases is the forerunner of coronary thrombosis. If 
in coronary occlusion the pain is in the epigastrium 
it may suggest an acute lesion in the upper abdomen ; 
pulse irregularity, respiratory distress, and certain 
electrocardiographic changes all point to an “‘ acute 
thorax ” as opposed to an ‘‘acute abdomen.” The 
distinction from pulmonary infarction may be far 
from easy, as fever, pain, and respiratory distress 
with collapse are common to both conditions. Hzmo- 
ptysis, the development of signs in one lung, and 
radiographic examination at the bedside may combine 
to indicate the true state of affairs. 

Paroxysms of dyspnea due to heart disease are 
to be distinguished from those due to bronchial 
asthma. Wheeziness suggesting the latter commonly 
occurs in cardiac asthma. Differentiation is not 
usually difficult if it is remembered that bronchial 
asthma rarely starts after the fifth decade, that 
cardiac asthma is usually accompanied by definite 
signs of cardiovascular disease (often hypertensive), 
and that exertional dyspnea has generally been 
noticed before the onset of nocturnal attacks. More- 
over, an attack of cardiac asthma is often prolonged 
for an hour or more, producing a more serious degree 
of illness. Still more alarming is the overwhelming 
bout of dyspnea that may come as a bolt from the 
blue and develop into acute pulmonary cdema; 
large quantities of frothy fluid may pour from the 
mouth and death may seem to be at hand. Such 
seizures may be due to coronary thrombosis or 
other causes of acute failure of the left ventricle. 
Oxgyen, adrenaline, and morphia are effective 
remedies ;. venesection is sometimes a life-saving 
measure in the more severe cases, 

The benign form of respiratory derangement 
known as suspirious is at times accompanied by a 
sense of dying that causes great alarm to the patient. 
The usual complaint is of a suffocating sensation and 
inability to take a full breath. It is caused by irre- 
gular action of the diaphragm which from time to 
time makes a full contraction, a sighing respiration 
resulting. Anxiety is a common cause of this disorder 
which is commonest in women in the first half of 
life, is benefited by exercise, and often completely 
relieved by sodium phenobarbitonum. 

Syncope of the vasovagal type (common fainting 
attack) is easily recognised at the time by the pallor, 
slow pulse, and low blood pressure. In retrospect the 
determination may not be so easy; the onset is 
often with uneasiness in the abdomen, while shock, 
or pain or surprise frequently precipitate the attack. 
No vertigo or precordial distress is noticed, but it 
should be remembered that in the common “‘ faint ” 
a patient will often make slight clonic movements 
of the arms or body. Vasovagal attacks may occur 
in the elderly and in convalescents, particularly in 
any circumstances which express blood from the 
splanchnic area. Such a bout of syncope after 
defecation may cause much alarm. 

Transient faintness or actual syncope is some- 
times a manifestation of one or other form of heart- 
block. The clinical examination then will usually 
reveal signs of heart disease and bradycardia. Electro- 
cardiography will give conclusive evidence. Sub- 
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cutaneous injections of adrenaline will usually 


decrease the frequency of Adams-Stokes attacks. 


If these seizures appear to threaten life a syringe of 
adrenaline hydrochloride 1/1000 solution should be 
kept at hand for intravenous or even intracardiac 
injection. 

Most attacks of palpitation are due to simple 
acceleration or augmentation of the regular heart 
beats. Records of the heart-rate during the develop- 
ment and the defervescence of the attack will then 
show gradations of rate perhaps between 140 and 90. 
The cessation of an attack is more easily observed 
than its inception, and such an opportunity is invalu- 
able for differential diagnosis. A bout of paroxysmal 
tachycardia must end abruptly since there can be 
no gradations between normal and ectopic rhythm ; 
the rate must therefore also drop abruptly, Simple 
or nervous tachycardias require treatment in so far 
as the underlying cause has to be remedied. Attacks 
of paroxysmal tachycardia (in which the rate is 
usually more than 150) are in a few cases dramatically 
ended by digital pressure along the carotid artery on 
the right or left side for 15-60 seconds. In most 
cases that resist this treatment the attack comes to 
a natural close in the course of a few hours, with or 
without the help of morphia. Paroxysms of auricular 
fibrillation are easily recognised at the time by the 
observance of irregular rhythm often at the rate of 
130-150. Electrocardiography in the attack (as. in 
paroxysmal tachycardia) immediately gives an exact 
diagnosis. Such bouts of fibrillation usually cease 
spontaneously after several hours but the restoration 
of normal rhythm ‘with quinidine may become 
necessary. 


RESPONSE OF CERTAIN BONE DISEASES 
TO RADIOTHERAPY 


(DR. GWEN HILTON) 


IN speaking of radiotherapy one must distinguish 
between two purposes of its use : firstly, the sympto- 
matic—that is, chiefly for the relief of pain—and 
secondly, the radical use, which attempts to cure the 
disease. In metastatic growths, for example, radio- 
therapy is used symptomatically. Bone metastases 
are common in carcinoma of the breast and other 
organs, and the pain they cause is often so severe 


‘that it cannot be relieved even with morphia. X ray 


therapy, however, will nearly always relieve it. 
Calcification is produced, and where the metastasis 
has caused a fracture the fragments usually unite, 
thus perhaps giving the patient several more useful, 
or at any rate painless, years of life. 

This healing process is shown in the films of the 
four cases I will now demonstrate. The first is that 
of a woman who when first seen was bed-ridden and 
apparently dying, with a history of tumours in both 
breasts for a year, and severe pain in the right hip 
for a month. The neck of the femur had fractured 
through the secondary deposit. Nevertheless, X ray 
therapy relieved the pain within three months, and 
calcification took place in the tumour area. The 
primary growth was also treated, and as a result 
the patient is still alive, and has had four years of 
healthy activity free from pain. Of the other three 
cases I have shown you, the secondary deposits 
came from carcinoma of the breast in two, and of the 
thyroid in one. They all became free from pain 
within 6-8 weeks of the beginning of treatment, and 
their lives have been prolonged. Such cases are 
typical rather than isolated. If there is only one 
secondary deposit and the patient is not moribund, 
the result is fairly certain. In my opinion, no person 


suffering from unrelieved pain from secondary growths 
should be deprived of this alleviation. 

X ray therapy relieves the pain in multiple myelo- 
matosis. There is, however, no change in the 
radiogram after irradiation. The punched-out rarefied 
areas remain the same size, and no calcification is dis- 
cernible. In the case of numerous deposits, it is, of 
course, impossible to treat all, for they are usually 
spread throughout the body, both in the bones and 
sometimes in the soft tissues. X ray therapy has no 
effect on the course of the disease; the relief of pain, 
however, in itself justifies X ray treatment. For 
the same reason, radiotherapy is indicated in osteo-- 
arthritis when the pain does not yield to simpler 
measures, The treatment does not change the X ray 
picture or, indeed, alter the stiffness, but the pain 
is often relieved in a remarkable manner, especially 


in cases of recent origin. 


Let us now consider the radical use of radiotherapy 
in osteogenic sarcomata. I will first show you the 
films of three cases of the osteolyttc form before and 
after therapy. Symptoms had been present several 
months before treatment. The pain began to be 
relieved in about three weeks. As you will see, 
calcification has taken place, and now no symptoms or 
signs remain. These patients have lived seven, 
three, and two years respectively without any sign of 
recurrence. The other films illustrate two cases of 
the osteoblastic form. This, as you know, is one of 
the deadliest of the sarcomata. This X ray appear- 
ance is usually incompatible with a life of longer 
than nine months. These two patients are healthy, 
and have lived so far four years and two and a half 
years without sign of recurrence, The last films I 
will show you in this series illustrate a case of Ewing’s 
sarcoma, which is one of the most radio-sensitive of 
the growths of bone. 

We will now turn to the osteoclastomaia. Some 
authorities think that there are two forms of osteo- 
clastomata, the trabecular and the osteolytic type. 
Other authorities consider that the latter variety is 
merely a more advanced stage of the former. The 
radiogram of the osteolytic type shows, as you will 
see, a rarefied area encroaching on both shaft and 
epiphysis. No trabecule traverse this area. In some 
cases .a thin shell of bone surrounds it, though this 
is often missing. 

- It is the osteolytic type which shows this satis; 
factory response to X ray treatment. The rarefied 
area increases in size for at least eight to twelve weeks 
after irradiation. ‘This is due to the initial increase 
of blood-supply caused by the treatment, which leads 
at first to further decalcification, and, therefore, to 
an increase in size of the rarefied area. It is impor- 
tant to remember this, for otherwise it might be 
thought that the tumour was rapidly growing. 


Small islands of calcification are then noted, which 


gradually increase until there appears to be a slight 
haze throughout the rarefied area, Later trabeculs 
form, and the radiogram may assume the appearance 
of the trabecular form of osteoclastoma. Indeed, it 
may only be when the tumour reaches this stage 
that the diagnosis can be made with certainty. 
Recalcification continues steadily for at least two to 
three years after the original course of irradiation. 
In some cases the process may last even longer. 
The rarefied area becomes completely filled. The 
bone never assumes a normal architecture, the tra- 
beculs remaining irregular and thick. When healing 
has taken place, the area appears more dense than 
normal bone. | 

Single bone cysts are common, and often give no. 
sign of their presence. They may be discovered 
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accidentally during a radioscopic examination for some 
other reason, or because a fracture through the 
cystic area has occurred. The stages through which 
the bone cyst. passes after irradiation are very similar 
to those of the osteolytic osteoclastoma already 
mentioned, only they are not quite so prolonged. 
Healing of a fracture through a bone cyst some- 
times occurs without the use of radiotherapy, but 
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since recalcification and solid bone formation always: 
follow adequate -X ray therapy, the end-result is 
more assured by this treatment. 

The last series of films I will show you illustrate 
cases of localised osteitis fibrosa cystica, which have 
been successfully treated by radiotherapy, as shown 
by recalcification throughout the cystic areas. Such 
bones are as strong as normal bone. 


GRAINS AND SCRUPLES TE 
Under this heading appear week by’ week the unfettered thoughis of doctors in 


various occupations. 


Hach contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM A GENITO-URINARY SURGEON 
IV 


I am sitting near a great Scotch pine whose topmost 
branches tower above me, In front the ground slips 
away from my feet into nothingness and then rises 
again on the other side of the valley bearing a wealth 
of trees the outline of which I can dimly see through 
a veil of mist. It is one of those autumn days that 
are Sunless yet shot with so much colour that the 
trunk of that fir tree appears mauve laced with the 
palest green lichen, and its needles almost a peacock 
blue. Even the greyness of the mist is touched with 
some warm light that tells me that the sun is not far 
distant. 


How remote this all seems from the life of the town, . 


and yet from here to London is barely thirty miles. 
The pine and J are alone with all this beauty ; . but 
not for long. Did I not pass some hundred yards 
away a placard that in six inch letters spelt out the 
doom of this hillside? Did it not announce with 
smug complacency that on this very spot would be 
erected ‘“‘ highly desirable residences fitted with all 
modern conveniences’? Between that world of 
villas and this there can be no parley. So, beautiful 
hillside, your days are ending. Highly desirable 
residences will cover you, Tudor houses, make- 
belief antiquities, rustic hypocrisies, privet hedges. 
The chance of snatching a good profit has proved too 
strong for your owner; you have been sold to the 
builders. 


x * x 


` The face of England is changing. This year I 
revisited Cornwall after four years of absence. 
will call at Bude,” I said to my friend, “ and find out 
whether it is as lovely as its name.” It turned out 
to be as lovely as Littlehampton and indistinguishable 
from it. Man has but little creative imagination, 
and so it comes about that all the fishing villages of 
England in time become Littlehamptons, and all 
those of Southern France grow into Cannes. Men 
create their own heavens and hells, and their own 
watering-places. Clearly this one was not to our 
liking. So shaking the dust of the new Bude from 
our feet we hastened towards the sea. The sea would 
surely have defeated them: they could not have 
vulgarised that. On the cliff we found a cinema, a 
dance hall, a restaurant beflagged with bunting, a 
car park, wireless, gramophones, charabancs, and 
smells. So Cornwall like this Surrey hill is being 
fitted with modern conveniences, and some day it 
will be possible to walk round the coast of England 
on an endless esplanade. | 


xæ * w 


But why should I complain 80 bitterly of changes 
that are inevitable ? Change is the one great reality, 


“We 


if I understand my Bergson. There i is no such thing 
as a thing that changes but only change itself. Ebb 
and flow, growth and decay, life and death, a beautiful 
hillside and a row of villas, and back again to the 
beautiful hillside, this is the substance of existence. 
Change is the reality, that which appears to change 
only a shadow. Can I hold fast a shadow? Not 
even the shadow of myself. 


+ * x 


Bergson did I say? These ideas are older than 
Bergson, incredibly old. 

*“To Tao-ism that which is absolutely still or absolutely 
perfect is absolutely dead, for without the possibility of 
growth and change there can be no Tao.” 

“ Movement is only noticeable to something which is 
relatively still but this is a false stillness because it creates 
friction with that which is moving. If a man would keep 
pace with Tao he would find true stillness, for he would 
be moving with life and friction would not arise.” 


This unexpected giving to resistance is the secret 
of ju-jitsu; it is also the secret of the Tao. By 
yielding to an oncoming force it hot only does one 
no harm but by a slight push may even be made to 
serve one’s ends. We Westerners have realised the 
skill behind ju-jitsu, but this manner of wrestling 
with life itself does not attract us. It appears to us 
as being based on a policy of laissez-faire, an easy- 
going and ignominious fatalism. Yet to the follower 
of the Tao this teaching is not a negative but a 
positive doctrine. I quote again from Alan W. 
Watts’s excellent little book ‘“‘ The Spirit of Zen.” 

‘The skilled master of life never opposes things; he 
never tries to change things by asserting himself against 
them ; he yields to their full force and either pushes them 
slightly out of the direct line or else moves them right 
round in the opposite dirgction, without ever encountering 
their direct opposition. That is to say he treats them 
positively ; he changes them by acceptance, by taking 
them into his confidence, never by flat denial.” 


I like this picture of life as a wrestling match, in 
which there are a great many tricks to be learnt from 
those who are more skilful than ourselves. It is not 
the usual view. Most of us feel such confidence in 
our own innate knowledge that we have no need for 
the help that others may give us, Either we already 
know all the tricks of the game, or else there are no 
tricks. Should difficulties arise, it appears to us as 
sheer bad luck. We have a right to be fortunate. 
That irritating old sage of the Victorian age, Carlyle 
has formulated this best in “ Sartor Resartus”’: 

“By certain valuations, and averages, of our own 
striking, we come upon some sort of average terrestrial 
lot; this we fancy belongs to us by nature, and of inde- 
feasible right. It is simple payment of our wages, of our 
deserts; requires neither thanks nor camplaint; only 
such overplus as there may be do we account Happiness ; 
any deficit again is Misery. Now consider that we have the 
valuation of our own deserts ourselves, and what a fund 
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of Self-conceit there is in each of us—do you wonder that 
the balance should so often dip the wrong way, and many 
a Blockhead cry: See there, what a payment; was ever 
worthy gentleman so used !—I tell thee Blockhead, it all 
comes of thy Vanity; of what thou fanciest those same 
deserts of thine to be.” , 

* * * 


If we give up the idea that we have any proprietary 
rights to happiness and start from the standpoint 
that life is essentially difficult, then perhaps we may 
in time learn the art of right living from the great 
teachers of wisdom. And amongst the things we will 


THE HARVEIAN CELEBRATIONS 
LORD DAWSON ON THE HEALTH SERVICES 


Ar the Royal College of Physicians of London on 
Monday last, St. Luke’s day, Sir Arthur Hurst 
delivered the Harveian oration which we publish on 
p. 949. In the evening some seventy or eighty of the 
fellows, including one lady, sat down to the Harveian 
Feast, when the president, Viscount Dawson of Penn, 
had beside him Sir Cuthbert Wallace, president of the 
Royal College of Surgeons of England, and 
Sir Ewen Maclean, president of the British College 
of Obstetricians and Gynecologists. 

In making the single speech ordained on this 
occasion, Lord Dawson spoke of the keen mind, the 
lively interest, and not least the courage, of the 
Harveian orator, and also paid tribute to the learned 
and brilliant performance of his predecessor last year, 
Sir Walter Langdon-Brown. He also extended a 
special welcome to Prof. E. L. Kennaway, to whom 
the Baly medal had been presented that afternoon 
for his brilliant work in biochemistry. The time, 
he said, was both fruitful and appreciative of research. 
But beyond its contribution to the maintenance and 
furtherance of knowledge, the college was concerned 
with the applicaton of such knowledge to the preven- 
tion and cure of disease, and the circumstances of the 
moment made it appropriate for him to speak of the 
services concerned with the health of the nation. 

“ The promotion of public health,” Lord Dawson 
went on, “is something with which in days past this 
college has been deeply concerned. Those roots and 
the tree which has grown from them were planted and 
tended by men whose names are honoured on our 
college roll. In the early days health policy was 
confined to water-supplies, drainage, and suchlike 
environmental conditions ; but the time came for the 
next great landmark, which was the uprising of 
bacteriology, and with it came a revealing of the 
causes and of the means of prevention and cure of 
infectious diseases—in other words, it became possible 
to study the marauders on man’s health, and their 
circumvention was reflected dramatically in the 
comparative mortality tables. 

“ None the less, this progress in health and the 
change in health policy which followed it was the 
work of the medical sciences, and now, in the 
campaign which was inaugurated by the Prime 
Minister a short while ago, the emphasis is being 
laid upon the man himself and the various means 
whereby he can be reared from infancy to manhood 
so as to become himself strong in health, with a high 
capacity for resistance to disease, and able to make his 
full contribution to a fitrace. As a result of that we 
shall regard in the future not only the quantity 
of people produced, but their quality, and we shall 
not be deceived when we are told that the mortality- 
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learn will be Buddha’s great principle that much. of 
man’s suffering comes from his craving to possess 
and keep for ever things which are essentially 
impermanent. 

So, my brave countryman that for fifty years has 
stood upon this hill, you and I must move with life. 
There must be no vain looking backwards, no 
desperate attempt to remain frozen still in a moment 
of Time. That which is still is dead; that which is 
alive moves on. You and I, the earth on which we 
stand, the sun behind that bank of mist, are alive. 
We must follow the path. 


rates are coming down, and we shall not infer that 
necessarily all is well. 

“ To pass on to the health services, these have been — 
developed one by one, being built up by medical 
men, and in generous measure by fellows of this 
college. I may refer to one notable example in our 
distinguished ‘fellow, Sir George Newman. I should 
like to point out this, that if the present campaign 
is to achieve its objects, its centre of gravity must be 
sought inside the medical profession. Without 
that there can be no substantial achievement. ‘It 
is agreed—and here I would refer to two communica- 
tions in the Times from fellows of this college, Sir 
Farquhar Buzzard and Sir Walter Langdon-Brown— 
that the co-operation of medical practitioners is 
essential if there is to be a continuing popularity and 
extension of the health services into wider and wider 


‘ranges of population. And why? Because of their 


knowledge on the one hand, and because, on the other, 


of their close and intimate contact with the people 


they serve. 

“ But how can the practitioners play the part they 
should when the policy of the last twenty years has 
more and more detached them from all responsible 
contact with preventive medicine in the districts 
in which they live? Putting aside London and a few 
big cities, the local medical services have outgrown 
their organisation, and the work of the doctors needs 
a new orientation. How to bridge the gap at present 
existing between the health services and the practising 
doctor, how to coérdinate hospital services at present 
duplicating and sometimes conflicting, how to secure 
that the best medical talent of a district shall be at 
the service of the medical officer of health and the - 
local authority, how, in short, to produce a unity 
of effort by doctors and administrators both in health 
and education—the solution of these problems would 
secure the objects of this health campaign in far 
greater measure than relays of speeches up and down 
the country. None the less we welcome the public 
utterances of the Minister of Health and the President 
of the Board of Education as evidence of their leader- 
ship and encouragement. But in general—and I will 
end with this—this health campaign is an occasion 
when administrators need to take the advice of doctors, 
and for that reason among many others, I will give 
you the health of ‘Our College.’ ” 


MANCHESTER VOLUNTARY HOSPITALS.—A survey 
of the work of these hospitals shows that whereas 
the total ordinary income has increased since 1932 
by more than £50,000, the annual deficit has also 
increased from £47,599 in 1932 to £81,344 in 1936. Both 
donations:and subscriptions show an increase, the former 
having grown from £15,628 in 1932 to £26,588 in 1936, 
and the latter from £68,990 to £75,007. More than two — 
thousand beds have been occupied daily (85 per cent.). 
The average cost of each in-patient was £8 18s. 7d.; the 
average cost of each out-patient was 7s. 7d., and his average 
payment 2s, 4d, i 
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CORRESPONDENCE 


ROYAL MEDICAL BENEVOLENT FUND: 
AN APPEAL 


To the Editor of THe LANCET 


Sim,—It is my privilege to appeal once more to 
your readers on behalf of the Christmas gift fund of 
the Royal Medical Benevolent Fund. For many years 
it has been our endeavour to give a Christmas gift 
of 30s. to as many of our beneficiaries as possible. 
Through the great generosity of your readers during 
the last two years we have been able to give a gift 
of 30s. to all our annuitants and regular grantees. 

I seek your support for this appeal for the coming 

istmas and J have every confidence that the 
response will be as liberal and as whole-hearted as in 
previous years. All will realise what the value of 
this Christmas gift is to those who are living a lonely 
life, in great poverty and in advanced age, some 
bearing the afflictions of blindness, deafness, or ill 
health. One letter of thanks received from an 
annuitant last year ended— 

“ Thank you all very much indeed, nd please let your 
subscribers know as far as you can all that their gifts 
mean to us who have small incomes. Tell them how 
much happiness they give us.” 

Will those who have kindly helped to raise this 
special Christmas gift fund in the past help again 
by sending a donation to the hon. treasurer at the 
address given below. 

I am, Sir, yours faithfully, 
THOS. BARLOW, 


11, Ohandos-street, Cavendish-square, President. 


ondon, W.1, Oct. 13th. 


FEVER THERAPY FOR GONORRHŒA 
To the Editor of THE LANCET 


Sm,—Your leading article of Sept. 18th was a 
timely calling of attention to a new and very effective 
remedy for the control of gonorrhea, Therapeutic 
hyperthermy seems to have been proved the most 
reliable and effective method we yet have for this 
disease. It is proper, however, to call attention to 
the dangers that may attend the use of any new 
remedy of great power. Only further experience 
can determine the danger of idiosyncrasy, that may 
‘never before have been manifested by the particular 
patient. It is known that a certain number of people 
die of heat-stroke ; and the exact pathology of heat- 
stroke is not known. In America‘a young man 
who had gonorrheal ophthalmia was twice subjected 
to the fever treatment, his body temperature being 
each time raised to 103° F. He was markedly better 
for it. The physiotherapist giving the treatment 
thought that one more time, raising the temperature 
to 105°, would complete the cure. It was tried. 
The temperature was brought to 105°; and, almost 
instantly, the young man was dead. He had been 
rather more uncomfortable during the previous 
treatments than most patients are; but there was 
nothing else pointing to danger. 

The bodily mechanism for heat control is not fully 
understood. The existence, or location, of a heat- 
control centre is not established. But the general 
constancy of the body temperature of all persons in 
health points strongly toward some heat-control 
mechanism that is essential to the preservation of life. 
The certain destruction of bacteria causing a general 
infection may require the needed increase of tempera- 
ture, in all parts of the body. Until the dangers of 
heat therapy are understood, the caution of the 


professional adviser, and the watchfulness of the 
skilled technician who applies the heat, will be far 
more important than the particular make of apparatus 
that generates it.—I am, Sir, yours faithfully, 

Denver, U.S.A., Oct. 3rd. EDWARD JACKSON, 


PIRQUET OR MANTOUX ? 
To the Editor of THE LANCET 


Srr,— Your interesting annotation (p. 916) on the 
relative values of the Pirquet and Mantoux reactions 
prompts me to record certain observations, the 
significance of which seems to have escaped notice. 
Some years ago I published in your columns (Lancet, 
1917, 2, 519) a somewhat: exhaustive comparative 
study of the reactions to human and bovine tuberculin 
by the method of Pirquet. Amongst other findings 
it was noted that weakly and cachectic patients 
usually reacted feebly, quite irrespective of differences 
in the severity of their local lesions. Strong and 
vigorous patients exhibited wide differences in the 
degree of their reactions, irrespective of differences 
in the extent or the severity of their local lesions. 
In other words the degree of reaction in different 
subjects showed wide variation with similar dosage 
of tuberculin but was usually greater in the more 
vigorous subjects. In no case was it found that the 
employment of the Pirquet test was associated with 
extension or exacerbation of existing lesions or the 
development of new ones. 

Subsequently, when the Mantoux reaction was 


‘introduced, I made further observations which are 


unpublished. Briefly they amounted to this, that 
the Mantoux reaction was more delicate than the 
Pirquet, and that in two cases a positive Mantoux 
was speedily followed by the appearance of new and 
acute tuberculous lesions or exacerbation of existing 
ones, This may have been just a coincidence 
but, in my paper already referred to, it was noted that 
local reactions to inoculations of both human and 
bovine tuberculin were present in all patients from 
whose pus tubercle bacilli had been isolated. My 
early investigation into the value of the Mantoux 
reaction gave me a strong suspicion that its employ- 
ment was not devoid of danger and this, coupled with 
the findings that the Pirquet test was sufficiently 
sensitive for all practical purposes, led me to prefer 
the Pirquet test on grounds of safety. Since then I 
have never employed the Mantoux. In this decision 
I find confirmation in the facts recorded in your 
note and I would warn my colleagues of a possible 
danger in applying this popular and now widely 
practised test.—I am, Sir, yours faithfully, ` 

Alton, Oct. 18th. HENRY GAUVAIN. 


THE ARCHES OF THE FEET 
To the Editor of THE LANCET 


Sm,—Mr. Norman Lake, in a post-graduate lecture 
reported in your issue of Oct. 9th (p. 872), gives an 
excellent summary of the theories on which is based 
his belief that the foot is in process of developing from 
the flexible, prehensile foot of the anthropoids to a 
completely rigid structure. It may he that this is the 
case, but for clinical purposes we have to treat the 
foot as it is to-day—that is as a moderately supple 
structure. 

The feet of nearly all young people and very many 
older people are capable of a considerable amount of ` 
movement which takes place largely at the sub- 
astragaloid and astragalo-scaphoid joints. These 
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movements enable the height of the arch to be changed. 
Mr. Lake says that no one but a ballet-dancer can 
raise and lower the arch at will, but I can assure 
him that the necessary movements can be learned by 
any ‘‘normal” person and most “‘ flat-footed ’’ 
people in a couple of minutes. 

The arch of the foot is not like a masonry arch 
which collapses by separation of the lower edges of the 
stones when the supporting columns are moved apart. 
Living joints are not designed to permit such move- 
ment. The height of the arch of the foot depends on 
the posture of the subastragaloid joint. Movement 
here is a complicated rotary one, and the arch is 
necessarily raised when the foot is adducted and 
inverted. Rotary movement is therefore essential 
to alter the height of the arch. 

Mr. Lake’s contention that the ligaments play an 
important part in maintaining the integrity of the 
arch of the foot is tenable only if it is accepted that 
the arch is fixed in height. If the arch really can be 
raised and lowered at will—and I hope to convince 
him of this—the ligaments cannot behave in such a 
way, because they have not sufficient elasticity. 

I am, Sir, yours faithfully, 
` Harley-street, W., Oct. 18th. Panmre WILES. 


CHRYSOTHERAPY 
To the Editor of THE LANCET 


Sır—May I congratulate’ Prof. Hartfall, Dr. 
Garland, and Dr. Goldie on their valuable article on 
chrysotherapy in 900 cases. From this everyone 
can gain a complete idea of the benefits of the treat- 


ment, as of the risks inherent in its use. The value. 


of gold injections is apparently great in rheumatoid 
arthritis, slight in osteo-arthritis. In which of these 
two groups is the ordinary infective arthritis ? This 
disease is to be distinguished from rheumatoid 
arthritis; it is probably a form of osteo-arthritis 
with a high infective factor. 

I take exception to the statement that gold given 
on these lines is the best single method of treating 
rheumatoid arthritis. At the Charterhouse Rheuma- 
tism Clinic six times these numbers have been treated 
by inoculation. As can be seen from the published 
reports, the percentage results in rheumatoid arthritis 
and active infective arthritis are approximately the 
same as those given in this paper. In true rheumatoid 
arthritis before deformity and in bilateral sacroilitis, 
which is the first stage of spondylitis adolescens, the 
figures are clearly in favour of vaccines, as the 
recovery-rate of each is 100 per cent. The treatment 
has two further advantages over gold. It is successful 
in osteo-arthritis, and it can be administered without 
risk by any doctor who takes the trouble to learn 
the method. In gold treatment as described by 
Prof. Hartfall and his colleagues one must further 
note the 40 per cent. of toxic reactions, which do 
not occur at all with vaccines properly given. No 
deaths due to vaccine have been recorded at the 
clinic in 5500 cases. 

It must not be thought that gold treatment is 
entirely ruled out at the clinic. It is, in fact, under 
trial at the present time, though in very small doses, 
and it is being applied to cases of severe arthritis 
which, although somewhat better, have been under 
treatment for a long period and have come to a stand- 
still. Following the method of Secher,! Dr. Farn- 
combe in Southsea and the staff of the clinic in 
London have treated some sixty cases. The prepara- 
tion used has been chiefly Solganal B oleosum, but 


1 Secher, K. :` Traitement des maladies rheumatismales par 
la sanocrysine, Copenhagen, 1933. : 
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others are under trial. The initial dose has been 
10 mg. by Dr. Farncombe, 4 mg. at the clinic. Here, 


-if reaction occurred, 0-4 mg. was the next dose, and 


in a few cases, following further reaction, 0-04 mg. 
As the result of some six to eight injections of gold 
at approximately fortnightly intervals, 50 per cent. 
of the cases showed a striking improvement and, on 
reverting to vaccines, resumed a satisfactory rate of 
progress. Reactions when they occurred were purely 
focal and exactly comparable to those produced by a 
slight overdose of vaccine. With this method of 
giving gold, in only one case was there toxic reaction 
of any kind. This patient was apparently gold- 
sensitive, and after the first dose developed an itchy 
erythema which passed off in about three days. The 
treatment in this case was not pursued. 

The manufacturers of gold preparations state that 
not more than ten days should be allowed to elapse 
between the injections or severe reaction may follow. 
This suggests not a chemotherapeutic effect but some 
kind of immunity response. I believe that, where 
immunity responses are in question, the aim in view 
should be the administration of the smallest dose 
which produces an effect rather than the largest 
which can be tolerated. If this is correct, then there 
is no need for the massive doses of gold usually given. 
Experience will decide the issue. 

I am, Sir, yours faithfully, 


Harley-street, W., Oct. 15th. H. WARREN CROWE. 


BETTER FO’C’SLES 
To the Editor of THE LANCET 


Siz,—On behalf of the Association of Port Sanitary 
(now Health) Authorities of the British Isles, I should 
like to express appreciation of the generous recognition 
given in a recent leading article (p. 809) to the part 
played by this association in preparing the way for 
the great advances in marine hygiene that should 
be obtained by proper administration of the new 
Instructions. May I point out, however, that the 
association’s first set of “Recommendations re 
Hygiene of Crew Spaces” was published not in 1931 
but so long ago as 1922. In this first series there 
were 22 recommendations and in the second revised 
series published in 1935 there were 24. With few 
exceptions all the 1935 recommendations of the 
association are reflected in the new Instructions. 

I am, Sir, yours faithfully, 


J. GREENWOOD WILSON, 


Hon. Secretary, Association of Port Health 
Authorities of the British Isles. 


City Hall, Cardiff, Oct. 16th. 


POLITICS IN THE HOSPITAL 
To the Editor of THE LANCET 


Sir,—We read with interest and appreciation your 
leading article on Oct. 9th. As the central body on 
socialist questions among medical students, we 
thought it opportune to make clear our ideas on certain 
points which have been raised. 

We quite agree with you when you state that 
“political differences of opinion are compatible 
with friendship and everyday collaboration, and 
medical students ought to be well enough educated 
to carry on this valuable tradition.” Too much 
has been made of this bogy of political strife in the 
medical schools ; like the Jabberwock it just does not 
exist. For instance our journal, Hospital, has been 
sold widely amongst medical students all over the 
country, and has never been known to destroy one 
friendship, still less provoke a free-fight, of which the 
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editor of the St. Bartholomew’s Hospital Journal 
seemed to be afraid. ` 

It is becoming more and more obvious nowadays 
how important it is for doctors to have a broad 
political outlook. The place of social factors such as 
undernourishment and bad housing conditions in 
the zxtiology of disease is recognised ; but these are 
political as much as medical problems, and unless 
political methods are used in their solution the 
medical ones will fail. Doctors are met at every 
turn with other problems, such as the necessity of a 
State medical service, which demand a political 
solution. The hospital socialist societies exist for 
the purpose of discussing these and other questions. 
They feel that a Socialist State would make the work 
of doctors more fruitful, because of the improved 
environmental conditions the people would be able to 
produce for themselves. 

There is no “centralised party propaganda” in 
the hospitals. Each socialist society is autonomous 
and affiliated to the University of London Socialist 
Society ; a uniform arrangement for all the colleges 
in London. The Inter-Hospital Socialist Council 
is an advisory council to the University Labour 
Federation. They have to consider the problems of 
medical students in the light of socialist theory. 

Nobody to our knowledge has ever suggested the 
formation of branches of political parties in the 
hospitals; this would clearly be resented as an 
intrusion, the opposite of a spontaneous movement, 
and we could not be party to such an act. 


We are, Sir, yours faithfully, 


EXECUTIVE COMMITTEE OF THE [INTER- 
HOSPITAL SOCIALIST COUNCIL. 


37, Great James-street, W.C.1, Oct. 18th. 


MY POST-BAG 
To the Editor of THE LANCET 


S,—As advertising manager to a firm specialising 
in biochemical products, I pause in my nefarious 
activities and make bold to raise my voice in reply 
to Postman’s Friend. The specialties of a reputable 
firm represent the fruits of careful research, under- 
taken with the object of providing the physician with 
preparations that will make his efforts to combat 
disease more effective; in a word, our aim is to 
facilitate efficient therapy. Please ‘do not imagine, 
Sir, that I am suggesting that the motives actuating 
this wark are purely altruistic. In common with 
other trades and professions, there is the sordid 
expectation that fair payment will be made for our 
work. i 

Having satisfied ourselves that the product will 
accomplish the purpose for which it is intended, it is 
obviously necessary to draw attention to it. - One 
of the easiest ways is to send a representative, but the 
majority of doctors are often too busy to give the time 
for an interview. To write out concisely what the 
product will do, present the information in a readable 
and attractive form and send it through the post is, 
“from the doctor’s point of view, the most convenient 
and time-saving way of drawing his attention to a 
product. | | 

In his jovial and friendly circular, your corre- 
spondent says “I am never attracted to products 
advertised by post,” may I ask (a) if he is attracted 
to any products at all, and (b) what form of advertis- 


ing, if any, can he bear without resentment ? 
I am, Sir, yours faithfully, 


Oct. 16th. M.P.S. 


PHYSICAL UNFITNESS 
To the Editor of THE LANCET 


Siz,—In his address on Physical Unfitness pub- 
lished in your last issue Sir Joseph Barcroft makes 
use of the term a “ C3 population ” and of that other 
common cliché “ fitness’ without defining what he 
means by them. With your permission I should like 
to put certain questions to him, questions to which 
the clinician is probably prepared to give his own 
answers but on which the opinion of a distinguished 
physiologist would be helpful. Here they are: Has 
the Army standard of fitness any real relation to 
the requirements of civil life? In other words, may 
a man not be a C3 recruit and yet an Al civilian ? 
Do such disabilities as flat-foot and deformed toes, 
for instance, really matter in ordinary life? (I once 
knew a promising lad refused for the Navy because 
he had webbed toes, surely an advantage rather than 
otherwise in such a profession.) What is really meant 
by that abominable word “fitness”? ? Fit for what 
kind of life and occupation? If the conception of 
fitness includes the attainment by the individual of 
the greatest height and muscular development 
possible to him is this an advantage from the point 
of view of health? Does good physique make for 
increased resistance to disease? Is it any benefit 
to one to carry about an excess of,muscle not used 
in one’s job? May not such an excess be just as 
injurious as an excess of fat and do harm by imposing 
extra work on the circulatory apparatus? These 
are some of the preliminary questidns which need 
to be answered if in our present zeal for physical 
education we are not to find ourselves barking up 
the wrong tree. | ' 

Sir Joseph arrives at the conclusion that the teens 
are the time when weediness is most apt to develop. 
Every clinical knows this, and it is what a mother 
means when she says a lad has “outgrown his 
strength.” It is the result of rapid growth at this 
age and the demands which it makes on the body 
as a whole. When growth is completed the boy 
often “‘ fills out,” but meanwhile he needs, it is true, 


‘abundant food but he also needs plenty of rest and 


sleep and his exercise must be carefully rationed. 
Especially is this the case if he is carrying on an 
occupation which tires him either physically or 
mentally. I am, Sir, yours faithfully, 


Rosr. HUTCHISON. 
Devonshire-place, W., Oct. 19th. 


HOSPITAL WARDS AS LATRINES 
To the Editor of THE LANCET 


Sir,— Your correspondent, Mr. W. B. Cosens, makes 
suggestions which have serious disadvantages, 
although his lonely voice entitles him to our respect. 
Every hospital must have method; and patients, 
after admission, soon get accustomed to using bed-pans 
and urinals at specified times, although exceptions 
do occur. After breakfast almost every patient in a 
well-run ward has a bed-pan. Ifthe “simple procedure 
of wheeling in a bed to this room set apart ” is followed, 
many of those waiting will be in severe discomfort, and 
some will have to be content with an incomplete 
evacuation. Wide open windows, after the bed-pan 
round, soon eliminates the smell, which is the main 
drawback to present methods. 

The nurse who gives bed-pans does not do dressings 
as a routine. As an exception, I have known the 
need for evacuation to occur while the patient’s 
dressing is being done ; it is surely better to cover the 
wound temporarily and attend first to. the other need. 


i 
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Other difficulties arise to mind: the considerable 
increase in labour, those patients who are labelled 
(in teaching hospitals) “not to be examined,” the 
incontinent. Ward hygiene will presumably be 
debated by the new committee of investigation into 
the conditions of nursing life, or will it confine itself 
to. the “ refinedly visible ” ? 
I am, Sir, yours faithfully, | 
Preston, Oct. 16th. G. E. COOKE. 
To the Editor of THE LANCET 


Sim,—It is much tobe hoped that the valuable 
letter of Mr. W. B. Cosens on ward hygiene will 
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receive the support it deserves. It is true, as he 
pays, that hospital governors, committee members, 
physicians, and surgeons simply have not thought 
about it. Well, they should: that is what they are 
there for. Especially valuable is his suggestion for 
a sanitary squad; most certainly surgical nurses 
should not do this work. The phrase “as clean as a 
hospital ” should apply: to its unseen and disregarded. 
parts. When this is true there will no doubt be a 
proportionate improvement in the recovery-rate of 
patients and in the standard of health of the staff. 
I am, Sir, yours faithfully, . 
M.B. Lond. 


Oct. 16th. 


PANEL AND CONTRACT PRACTICE 


A South African View of Health Insurance 


SOUTH AFRICA is one of the British Dominions in 
which the introduction of compulsory health insurance 
has become a live political issue. The Govern- 
ment has prepared a provisional scheme, which was 
summarised in this column a few months ago (Lancet, 
1937, 1, 1301), and has given it a wide circulation 
in order to elicit the views of the interests concerned 
before a definite scheme is formulated. To the medical 
profession the question is obviously of vital interest, 
and it has been discussed in meetings of practitioners 


in various parts of the Union. A considerable body ` 


of medical opinion is in favour of health insurance, 
but at a recent meeting of the Medical Graduates’ 
Association of the University of the Witwatersrand 
Dr. F. Daubenton gave an address! in which he 
expressed an adverse view. He gave an interesting 
account, beginning about 2000 years B.c., of various 
methods that have been adopted for providing medical 
care and the difficulties that they have met. This 
historical survey includes a long extract from the 
“ History of the British Medical Association ” 
describing the unfortunate misunderstandings and 
antagonisms that attended the inception of the 
British health insurance scheme. It might be 
thought that this raking up of “‘ old unhappy far off 


things ’ was unnecessary in discussing health insurance’ 


in South Africa, where the Government, so far from 
showing any sign of hasty legislation, has been at 
considerable pains to ascertain the views of the 
medical profession and to produce a well-considered 
scheme, Dr. Daubenton, however, has not neglected 
to obtain evidence of the present-day working of health 
insurance. He quotes from a recent Chilian report 
to the International Labour Office on the compulsory 
insurance scheme that came into operation in Chili 
in 1932. The report states that the Chilian insurance 
practitioners feel “ a certain disillusionment ” because, 
though the mortality of infants, who come within the 
operation of the scheme, has gone down considerably, 
no appreciable reduction in mortality or morbidity 
can be observed in the general population; and the 
report concludes that curative medicine must be 
supplemented by preventive measures. 

This conclusion as a general proposition will secure 
universal acceptance in this country, where the 
most enthusiastic advocates of health insurance 
have never suggested that the provision of medical 
treatment is all that is necessary to safeguard and 


promote the public health. If a different view were 


ever taken by Chilian insurance practitioners, it is 
hardly surprising that they are now feeling a certain 
disillusionment. One of the most remarkable facts 
about health insurance in this country is that it has 


1S. Afr. med. J. Sept. 11th, 1937, p. 599. 


been accompanied by a great advance, on a wide front, 
of our system of preventive medicine. For example, 
it was not until the National Insurance Act of 1911 
was passed that Government grants were made 
available for the anti-tuberculosis campaign, for 
the gratuitous treatment of, venereal diseases by the 
local health authorities, and for the provision of 
maternity and child welfare services. It is not too 
much to say that the enormous development during 
the last twenty-five years of these important fields 
of preventive work has transformed British public 
health administration. 

All this could have been discovered by Dr. 
Daubenton if instead of seeking guidance from South 
America he had turned to Great Britain, where health 
insurance has been in operation for twenty-five years. 
He would have found that here the British Medical 
Association has, both in evidence before the Royal 
Commission on National Health Insurance and on other 
occasions, expressed approval of the insurance system, 
and is indeed pressing for its extension by the inclusion 
of the dependants of insured persons. The view qf the 
Association is, in short, in agreement with that 
expressed by the International Medical Association 
at the Paris meeting of 1928 in the following resolution : 

The Association fully approves the principle of sickness 
insurance for the poorer classes of the community. This 
principle represents a great social advance and a powerful 
factor in the prosperity and welfare of nations. 


Wanted a Definition 


Dr. Leslie Trotter (Ledbury, Herefordshire) writes : 
“ Your reference’ to the vexed subject of certification 
(p. 822) raises the question of the definition of the 
word examined on Form Med. 40 (revised). Does 
examined imply a complete physical examination of 
every insured person every time he or she applies for 
a certificate ? If not, what does it mean ? In practice 
it looks very much as if at least 99-9 per cent. of 
certificates issued under the National Health Insurance 
were untrue, just as untrue in fact as those for which 
a penalty was imposed. It would be interesting 
to know if an official ruling has ever been made as to 
what examined means.” 

Dr. Trotter would have us define the indefinable. 
He asks: “ Does examined imply a complete physical _ 
examination of every insured person every time he or 
she applies for a certificate?” It does not. Let 
us examine the wording of the certificate of incapacity. 
It runs “TI hereby certify that I have examined you 
on the undermentioned date, and that in my opinion 
you were (or you have remained) incapable of work 
by reason of ” some specific disease or bodily or mental 
disablement. The certificate contains a statement of 
fact, an expression of opinion, and a further statement 
of the condition giving rise to that opinion. The 
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Opinion as to the insured person’s incapacity for work 
must be based upon his condition and that condition 
becomes known to the practitioner as the result of his* 
personal observation of the patient. There is nothing 
in the form of the certificate to imply that in every 
case a complete physical examination must be made 
as an antecedent to its issue. The practitioner in 
treating an illness makes adequate examination of his 
patient from time to time in order to satisfy himself 
as to the progress of the disease. An examination 
may consist of a question to the patient, or an observa- 
tion of his appearance, but the statement of fact in 
the certificate (“ I have examined you ”) means some- 
thing more than that the practitioner has satisfied 
himself that the patient is incapable of work. It 
means what it says—namely, that he has seen him— 
and insurance committees are insistent that certificates 
should not be issued if the practitioner has not himself 
seen the patient on the date stated. Take a classic 
instance in London. A practitioner issued a series of 
certificates in respect of an insured person without 
having seen him, There was no question about the 
insured person’s incapacity for work, but it so 
happened that unknown to the practitioner the 
insured person had spent the period covered by 
these certificates at Wormwood Scrubs. Had not 
the approved society become aware that the insured 
person had been in prison they might have paid him 
sickness benefit for a period of several weeks when he 
was not entitled to it. The point might be put thus, 
The practitioner must see the patient, and the degree 
of examination must be sufficient to enable him to 
form an opinion as to the insured person’s incapacity 
for work or otherwise and as to the cause. for that 
incapacity. 


PUBLIC HEALTH 


Let the City Sponsor its Own Hospitals 


Mr, C. E. A. Bedwell, house governor of King’s 
College Hospital, made an interesting suggestion at 
the opening meeting of the London Society last week. 
He had been running over the care of the sick in 
London down the ages and discovering that the first 
important intervention of a local authority was in the 
person of the Corporation of London three centuries 
ago, and he was trying to anticipate the coming 
changes in hospital organisation. Recalling a recent 
remark of Mr. Eason’s that it is in the nature of a 
general hospital that its chief activity shall be the 
medical and surgical treatment of the sick poor, 
‘rather than the milder and less personal service of 
preventive medicine, he found the position of the 
London County Council to be clear enough. It has a 
definite aim in trying to work out a way in which all 
the hospitals can be brought up to date, If, said 
Mr. Eason, the public does not support the voluntary 
hospitals in the full measure necessary for their 
Maintenance, they will inevitably pass under the 
control of public authority, and the Act of 1929 
removed the State as such from the arena of direct 
intervention. But, Mr. Bedwell asks, is it possible 
to conceive 2 County of London hospital system 
absorbing within its ambit, for example, St. Bartholo- 
mew’s and St. Thomas’s Hospitals, Moorfields Eye 
Hospital, and Great Ormond-street Children’s 
Hospital? These are not London institutions in the 
sense in which the Royal Infirmaries of Manchester 
or Newcastle-on-Tyne belong to those two great 
cities. He would like the City Corporation to end as 
it began and to intervene now by making the same 
kind of impartial review of London hospitals as was 
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made by the House of Lords committee half a century 
ago. The City, as he says, has an exceptional interest 
in the voluntary hospitals and the confidence of their 
chief supporters. The Mansion House is the greatest 
centre of voluntary beneficence in the world; the 
City companies are unfailing in their support, the 
members of the Stock Exchange respond time after 
time to appeals, and City firms follow their example. 
The City Corporation could call to its councils, either 
as witnesses or as colleagues, representatives of the 
medical profession and of the patients as well 
as of the bodies now immediately concerned with 
the work of the voluntary hospitals. They might 
find it desirable to consider methods of combining 
State assistance with voluntary support as at present 
in Scotland and likely to happen in Australia, The 
borough councils would of course not be left out of 
account; King Edward’s Hospital Fund and the 
London Voluntary Hospital Committee would present 
their view and experience, but the Corporation of 
London might render its contribution to the hospitals 
in this signal fashion. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
OCT. 9TH, 1937 


_ Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0; 
scarlet fever, 2379; diphtheria, 1451; enteric fever, 
45; pneumonia (primary or influenzal), 679; puer- 
peral pyrexia, 173* ; cerebro-spinal fever, 11; acute 
poliomyelitis, 39 ; acute polio-encephalitis, 2; enceph- 
alitis lethargica, 3; dysentery, 40; thalmia 


oph 
neonatorum, 105. No case of cholera, nine. or 


typhus fever was notified during the week. 


included : Scarlet 
fever, 848 ; diphtheria, 1068 (diphtheria carriers, 24); measles, 
puerp 9 mothers 


Deaths.—In 124 great towns, including London, 
there was no death from small-pox or enteric fever 
7 (1) from measles, 3 (1) from scarlet fever, 4 (1) from 
whooping-cough, 25 (3) from diphtheria, 68 (21) from 
diarrhoea and enteritis under two years, and 32 (10) 
from influenza. The figures in parentheses are 
those for London itself. 
Diphtheria was fatal m 18 great towns; 


4 and Liverpool 3 deaths. 
rbæa, Hull and Leeds each 3. 


The number of stillbirths notified during the week 
was 277 (corresponding to a rate of 41 per 1000 total 
births), including 42 in London. 


Manchester reported 
verpool had 10 deaths from diar- 


*The Public Health Act, 1936, provides that on and after 
Oct. 1st, 1937, in all areas outside London administrative county 
the obligation to notify cases of puerperal pyrexia shall include 
the obligation to notify conditions previously notifable as 
puerpers: fever. The figure here given is the sum of 170 notifica- 

ions of puerperal pyrexia in land and Wales as a whole, 
and 3 notifications of puerpera] fever in the county of London. 


CAMPAIGN FOR PHYSICAL FITNESS IN SCOTLAND.— 
Our Edinburgh correspondent writes: A conference is 
to be held on Friday and Saturday of this week at 
Peebles to discuss the arrangements needed to put the 
Government’s physical fitness programme into opera- 
tion. Ninety delegates are to be sent from Scottish 
counties and various government departments and 
national organisations will also be represented. Some 
scepticism has been expressed about the value of the 
health campaign, but there can be little doubt that for 
a certain type of person the facilities to be provided will 
be of great value both to body and mind. Possibly, too, 
the schemes adopted may help in the very necessary task 
of re-educating the injured or disabled workman. 
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SIR JOHN MOORE, M.D., SED. LL.D. 


AFTER | a few weeks’ illness Sir John Moore died 
“ at his house in Dublin on the morning of Oct. 12th, 
being within a fortnight of his 92nd birthday. He 
was descended from a Lancashire family which 
settled in County Longford near the end of the 
seventeenth century, and his father and grand- 
father were both medical men. 
Christopher. Moore, was governor of the Apothecaries 
Hall and lived to the age of 97; -the father, William 
Daniel, noted for his remarkable ee of 
languages, translated 
several ‘foreign classics 
for the Sydenham 
Society. = 
.. John William Moore 
was born in Dublin in 
1845 and received his 
school education in the 
High ‘School of that city. 
From there he entered 
Trinity . College and in 
1865 he was ‘elected a 
scholar of the course in 
classics. For many years 
before his death he was 
the senior ex-scholar 
and he received a great 
reception when he 

attended . the classical 
scholars’ dinner in hall 
on the 70th anniversary 
of his election. He 
studied clinical medicine 
at the Meath Hospital 
‘and at Sir Patrick Dun’s . 
Hospital, and took his ` 
degrees: in medicine and. 
surgery in 1869, proceed- 
ing to the M.D.'in 1871. 

In 1870 he was admitted 
a licentiate of the King 
‘and ‘Queen’s College of . 
Physicians of Ireland - 
and three years later 
became a fellow. In 1871 
he persuaded the Uni- 
versity. of Dublin to, 
establish a diploma in State siedicine=-ehe first 
to be established anywhere—and he was himself the 
‘first to gain it. In 1875 he was appointed to fill the 
vacancy on the staff of the Meath Hospital, created 
by the resignation of William Stokes who had held the 
office from 1826, and he did not resign this post 
-until two years ago, so that the two men in immediate 
succession covered a period of 109 years. 

While still a young man Moore took over the 

‘editorship of the Dublin Journal of the Medical 
Sciences from the. late Dr.. James Little and he 
continued as editor until 1921. He also succeeded 
Little as professor of medicine in the school of the 
Royal College of Surgeons and held the post for over 
40 years. He was for some time one of the physicians 
to Cork-street Fever Hospital and was consulting 
physician to many hospitals and other institutions. 
From 1898 to 1900 he was president of the Royal 
College of Physicians of Ireland, and while holding 
that post was knighted. From 1903 to 1933 he 
represented the Royal College of Physicians on the 
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SIR JOHN MOORE 
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General Medical Council, and for several years he 


` was chairman of its public health committee and also 


of the Irish branch council. In 1919 he was 
nominated a member of the Irish Public Health 
Council and took part in the drafting of its report, 
a document on which all subsequent reforms in the 
public health administration of Ireland. have, been 
based. In 1921, when an attempt was made to put 
the Act for the Better Government of Ireland of 1920 


into force, Sir John was nominated a member of the 
‘Council of Ireland; but the body never came into 


being. He took an active part in the formation of 
the Royal Academy of 
. Medicine in Ireland, in 
1882, and in late years 
was its president. 
Apart from the 
ordinary work of a 
general physician Moore 
had two outstanding 
-interests—m eteorology 
and public. health. He 
wrote one of the best 
text-books on-. the 
former subject ‘and he- 
had kept a record of 
the weather at his home 
in Fitzwilliam-square. for 
over sixty years past, 
allowing no absence from 
home or social engage- 
. ment to interfere with 
the regular record of 
observations, if not by 
himself by a deputy. 
In all movements towards 
the improvement of the 
. . public health he was a 
pioneer. As has been 
said above, it was due to 
his efforts that the Uni- 
versity of Dublin was 
, moved to establish a 
diploma in State medi- 
- cine (subsequently termed 
diploma’ in public health) 
thereby leading. the way 
to the other medical 
educational bodies in 


the United Kingdom. Through .the' whole of his- 


professional life he gave active codperation to 
campaigns against disease, and particularly against 
tuberculosis. 

As a physician Moore was thoroughly grounded in 
the solid foundations laid by his great masters, Graves 


‘and Stokes. In the Meath Hospital he kept alive the 


teaching of Stokes on the importance of the heart 
muscle in diseases of the heart during the long years 
when it had been forgotten in London and Edin- 
burgh, until Mackenzie proclaimed it in.all sincerity 
as if it were a new discovery. But Moore was more 
than a mere disciple of great masters. He was him- 
self a. most careful clinical observer, a fact of which 
the early. volumes of the Transactions of the Royal 
Academy of Medicine give ample evidbnee. His work 
at Cork-street Fever Hospital and his wide reading 
gave him material for a book on the “ Eruptive and 
Continued Fevers” which had a considerable 
vogue in the ‘nineties pat now naturally is out 
of .date.. | 
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- For two generations at least Sir John Moore has 
been an outstanding figure, not only in the medical 
world in Ireland but in the civic and social life of 
Dublin. There was scarcely any limit to the diversity 
of his activities, and his interest in all of them was 
sincere. He never when jn Dublin missed a meeting 
of the College of Physicians, and never a meeting 
of the committee of the Royal Medical Benevolent 
Fund, of which he was an honorary officer. All who 
met him were impressed by his dignity and courtli- 
ness, not only of appearance and manner but of expres- 
sion. He was scholarly in his outlook and spoke and 
wrote as a scholar. His writings were as clear to 
comprehend as his beautiful handwriting was to 
read. Holding his views strongly he was tolerant 
and courteous in his expression of them, and no 
opposition could ruffle his temper. He retained his 
faculties until quite recently when his friends noticed 
a gradual failing of memory. A fortnight before his 
death there were symptoms of cerebral hemorrhage 
and his life gradually sank to its close. 

Sir John Moore’s one surviving son, Surg. Captain 
Maurice Moore, is an officer in the Royal Navy. He 
also leaves a widow and three daughters. — 


4 


SIR ASHLEY MACKINTOSH, M.D., LL.D. Aberd., 
| E.R.C.P. Edin. 


1 Sir Ashley Mackintosh died on Oct. 14th in 


Aberdeen in his seventieth year. He had been in his 
usual: health until a week before when he returned 
indisposed from a visit to Edinburgh and developed 
pneumonia. His life had been devoted to the well- 
being of Aberdeen—its university, its Royal Infir- 
mary, its students—and to that end he had bent all 
the energy and strength of a never too robust 
physical frame. | 2 7 

Ashley Watson Mackintosh was born and bred. in 
a country manse, “and I have. yet to hear,” he-said, 
“of a better training place.” After early years at a 


dame’s school and. 


too strenuous a 
time with a 
country dominie he 
entered King’s Col- 
lege, Aberdeen, 


had graduated 
fifty years earlier 
and his elder 
brother had passed 


and medicine. 


ated in arts in 1888 
with double first- 
‘class honours. He 
_ then went to King’s 
College, Cambridge, 
to study mathe- 
matics and gained 
the Fullerton 
scholarship, but 
soon decided that 
; a don’s life was 
not for him and returning to Aberdeen he took the 
John Murray gold medal, became president of the 
students’ council, and qualified in medicine in 1893. 


SIR ASHLEY MACKINTOSH 
: {Photograph by Vandyk 


-He pursued his studies at Leipzig and Vienna with 


the help of the George Thompson travelling fellow- 


‘ship, studied nervous diseases at the Nationa] Hospital 


in London, and‘took his M.D. at Aberdeen and ‘the 


where his father 


through both arts ` 


There he gradu-. 


Struthers gold medal. Eight years of general practice 
followed, but- he became more and more of a con- 
sultant, and finally so after his appointment in 1909 
as full physician to the Royal Infirmary and lecturer 
in clinical medicine. Three years later his application 
for the Regius chair of medicine was supported by 
370 of his former pupils in all parts of the world. 
This chair he occupied for 18 years, retiring shortly 
after his appointment as honorary physician to © 
H.M. Household in Scotland. The following year he 
was created K.C.V.O. and shortly after the university 
made him LL.D. Two years later at a representative | 
gathering in Aberdeen he was presented with his 
portrait and. a sum of. £1000 as a tribute to his 
eminent services to the profession. The portrait he 
gave back to the university and the money gift for 
the assistance of students in any faculty in time of 
sickness. From 1924-31 he represented Aberdeen 
University on the General Medical Council. About 
this time he brought to fruition, with his colleague 
Mathew Hay, the building of the new Royal 
Infirmary and the concentration of all the voluntary 
medical services on the new Forrester-hill site, but 
he did not live long enough‘to see this magnificent. 
vision completely realised: with the opening of the 


“maternity hospital and the new medical school which 


are still for the near future. l 

It was as a teacher of clinical medicine that Mac- 
kintosh will be best remembered. The testimony 
of his pupils is unanimous. ‘‘ He was unsurpassed,” 
writes one of them, “and at the bedside he was seen 
at his best. Who of his own students will forget 
his enthusiasm, his insistence on the complete and = 
detailed physical examination, his lucid and logical- 
analysis of the symptoms, and his obvious pleasure 
in the demonstration of the intricacies and com- 


plexities of the central nervous system? And with. ` 


it all one carried away the profound impression, of 
the intense humanity of the man, for to him the 
patient was no mere diseased piece of mechanism, 
but a sick and suffering human being.” And another 
writes: ‘‘ His teaching was lucid and clear and 


dynamic, and he could drive home a point with sledge- 


hammer-like effect. The inaccurate and the uncer- 
tain he had little use for. Well do I remember when 
he asked a final-year student: ‘Mr. X, has this man . 
an aortic diastolic bruit ?’ 
the chest carefully and then said: ‘I think so, Sir.’ 
Mackintosh’s usually so serious, eyes flashed. ‘Think 
so,’ he said, ‘think so? With an aortic diastolic 
bruit there is no such thing as thinking so. It is 
yes or no.’ This attitude characterised everything - 
he went into; he hated doubt and he would worry 
greatly when he. himself was in diagnostic doubt. 
He could not rest until he had cleared up a thing— 
not. that he could really rest at any time, for he 
was ever at tension, working, working, working, and 
burning the midnight oil that in turn was burning 
the life out of him.” - | | : 

. In his contacts with his. students their interests 
were his main concern, as in his coöperation, help, 
and guidance in the provision of a new students’ 
union. The students on their side reciprocated 
heartily, and to them he was always affectionately ` 
known, and spoken of, never as ‘‘ The. Professor.” 
but simply as “ Ashley?’ No student ever went to 
him in trouble who did not come away a heartened 
man. ‘ In spite of all his great attainments he was - 
humility itself. He had no high opinion of all the 
learning stored in his fine head, nor of all the great- 
ness and generosity in that great heart of.his. The 
one thing that perturbed him and made his eyes 
flash was anything he regarded as injustice.” .” .. 


The student listened to © 
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His intimate friends, and he had a genius for 
friendship, will like to remember “ Ashley” as he 
was on holiday in his haunts of Edzell or Deeside, 
free from the cares and worries of his profession, and 
as full of fun and practical jukes as a boy on holiday. 
<< Who has not stood at the first tee at Edzell, thinking 
as his host drove that the game was already in his 
pocket, only to find himself half-way round the 
course nonplussed by the devastating accuracy of 
his short shots to the green? Then the evening 
dinner with ‘Ashley’ at his best and wittiest, eager 
to display to his guests the solution of the newest 
mathematical teasers in the weekly journals, and 
mildly derisive of his non-mathematical brethren 
who had to content themselves with a cross-word 
puzzle. A lovable personality, a fine teacher, and a 
great friend, he will be sorely missed. ” 

Sir Ashley Mackintosh was unmarried and he is 
survived by two sisters, with one of whom he 
lived. 


EDWARD WALFORD, M.D. Durh., D.P.H. 


Dr. Walford, sometime medical officer of health for 
Cardiff, died on Oct. 2nd at Walmer, Kent, in his 
9lst year. Born at Ramsgate he went to school 
at Lyons, where he acquired his useful knowledge 
of French, studied at St. George’s Hospital and after 
qualifying in 1869 he returned to his native town as 
resident surgeon at the infirmary and later succeeded 
his father in practice there. He also had a part share 
in a private asylum. The Kentish coastal towns 
were beginning to develop as seaside resorts and to 
attract visitors from many quarters, an influx which 
brought with it sanitary problems. As medical 
officer to the borough and port Walford became 
interested in their investigation, and the experience 
led him to seek a career in the public health service. 
In 1888 he was appointed medical officer for Cardiff 


in succession to H. J. Paine, one of the earliest full- 
time sanitarians. At Cardiff he had to deal with a 
town of rapid and continuous growth with deficient 
housing, bad drainage, and an imperfect water- 
supply, and with a large and increasing seaport 
having relations with many foreign countries. A 
threat of cholera in 1892 required precautionary 
measures, such as the establishment of an examina- 
tion station with beds on a small island in the Bristol 
Channel. During the war years, though over military 
age, he had many responsible duties added to his work. 
When he retired in 1921 he had accomplished much 
and in the many changes brought by the advance of 
public health he had succeeded in carrying with him 
the confidence of the medical profession and public 
to a remarkable degree. He had an old-world 
courtesy which smoothed many difficulties, and at the 
farewell banquet many were the expressions of 
regret and personal affection in parting from all classes 
of the community. 


Mr. FREDERICK MILNES BLUMER, who died at 
Stafford last Saturday at the age of 78, was consulting 
surgeon to the Staffordshire General Infirmary and 
a leading citizen of his, town. The son of Luke 
Blumer, M.D., he graduated in arts at Durham and 
in medicine at Edinburgh. After holding house 
appointments at Carlisle and Stafford, he was in 
1886 appointed medical officer of health for the 
latter borough and began to practise there. He 
joined the infirmary staff in the following year and 
from 1898 to 1924 was senior surgeon. In 1918 he 
became a justice of the peace, and in 1919-20 he 
was mayor of Stafford. Mrs. Blumer, who survives 
him, is the daughter of the Rev. Robert Kitching, 
and there were four sons of the marriage, one of whom, 
Dr. Eric Blumer, holds his father’s old position at 
the Staffordshire General Infirmary. A brother is 
Dr. G. Alder Blumer, editor emeritus of the American 
Journal of Psychiatry. 3 


MEDICAL’ NEWS 


University of Oxford 


The degree of M.A. has been conferred on Prof. J. H. 
Burn and Prof. Simon Flexner. 

A second May fellowship in medicine has been established 
under the will of Miss Alice Mary May. 


University of Cambridge 
On Oct. 15th the following degrees were conferred :— 


M.B., B.Chir.—H. A. Burt, G. B. Barbour, H. ae Goldwater, 
E. W. art, J. M. Ranking, M. W. H. Evans, P. E . T. Hancock, 
W.R.S. Hutchinson, L. O. Mountford, H. Pa Pope, J J. F. Stones 
Braimbridge A. a Balan a aW- F. Maho. des (b )3 $ & 
ridge am yan 0 y proxy .G. 
Mayer, ae} on Nicholson, A. F. Stallard, 
G. Thompson, ©. SÈ. A. 7 ieee . B. Lintott, B. D. 
Molesworth, and S. G. Brook. 
M.B.—G. H. H. Wa len, C. Campion, A. B. Connell, 
A. H. Dunkerley, J T. E. Lamech, 6. ‘S. Tubbs, F. H. A. Walker, 
A. B. MacEwan, P. G. Scott, C. G. H. Morse, C. E. Donaldson, 
and O. ane Jo Tonea zes (bY I proxy); W. E. Wells, N. R.C ham, 
SEN i Grose, J ison, C ed Mayne, J. G. Webb, and H. M. 


At recent examinations the cen candidates were 

successful :— 
D.M.R.B. 

Part IT.—A. B. Proreton, T. H. T. Gautby, David Gold, 
J. L. King, M. A. M. Marei, Aly Sirry, and O. P. theron. 

Prof. J. H. Gaddum and Dr. C. M. Scott have been 
appointed examiners for the oral examination in pene: 
cology this month. 


University of Liverpool 
At recent examinations the following candidates were 
successful :— 
D.P.H. 
J. A. Bentham, G. R. Griffith, and S. M. Laird. 


University of Wales 

At recent examinations at the Welsh National School 
of Medicine the following candidates were successful :— 

D.P.H. 

Part II —W. J. Evens G. E. Philips, D. T. Richards, 
B. A. Thomas, and D. io Wilson 
University of Dublin 

At recent examinations at the School of Physic, Trinity 
College, the following candidates were successful :— 


FINAL MEDICAL EXAMINATION FOR M.B., B 


-CHIR. 
Part I.—Therapeutics and Pathology, &c. —P. M. yoo 
H. H. Balch, G. O. Atkinson (first-class Tua Ww. 


M‘Carthy, P. H. Rubenstein, Samuel Tennenbaum Da N. 


Anderson (second-class honours); W. E. Bamford, J. Be Condon, 

E. N. O. So demde, H. F.G. eons atte Shreider, D. St. B. F. 

Nunan, Ji H Tyrrell Moira M seagh . R. ME H. J. F. 
atn, eating, G tN R. 


Martin, am A. Becket, Taie boih d pee ‘or F. huz T Waughton. 


DIPLOMA IN GYNÆCOLOGY AND OBSTETRICS. 
J. N. Sengupta and Sailadhan Bandyopadhyay. 


Medical Society of Individual Psychology 

This society held its first meeting of the session at- 
11, Chandos-street, London, W., on Oct. 14th. The 
programme for the winter includes a symposium on the 
contribution of Alfred Adler (who died last June) to psy- 
chological medicine. The first of four papers forming this. 
symposium was read by Dr. H. C. Squires, chairman of 
the society, at the opening meeting. The other three wilh 
be on organ inferiority (Dr. Cuthbert Dukes, Nov. 11th),. 
the contribution of Adler to general medicine (Sir Walter- 
Langdon-Brown, Dec. 9th), and the relation of the sexes. 
(Dr. O. H. Woodcock, Feb. 10th, 1938). ` 


ia 
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University of Glasgow 
On Oct. 16th the following degrees were conferred :— 


M.D.—Jacob Shafar. 

M.B., Ch.B.—J. P. O. Erskine (with honours); Mary D. 
Vecchio, Alexander Brown, A. L. Goodall, A. R. Hunter, Angus 
Young, and J. H. Bruce (with commendation); J. W. Affleck, 
Isobel C. Allardyce, D. M. Armstrong, Margaret P. Ash, Arthur 
August, Mary McC. Barron, James Baxter, Catherine MeL. 
Beaton, Mary L. F. Brownlie, J. S. Cameron, John Campbell, 
Lachlan Carmichael, T. W. gaat re oe A. Cathcart, 


J 
Linton, William McAdam, Theodora c Alpine, 
McCrea 


Donald MacDonald, David McGowan, J. 


McLean, Malcolm Macleod, A. N. MacPhail, N. J. 
McQueen, B. T. Mann, Charles March, J. G. Marra, R. C. Meek, 
G. A. A. H. Murray, H. M. Murray, John Neilson, L. A. 
Ogilvie, A. B. I. Olorun-Nimbe, G. M. Olswang, William Pater- 
son, James Reid, John Richardson, W. E. Smith, W. B. Stirling, 
a P, aroman, Raymond Traill, Daniel Turner, and Ruth 

e s er. 


The Brunton memorial prize was awarded to Dr. J. P. O. 
Erskine as the most distinguished graduate in medicine 
of the year. 


Royal College of Surgeons of England 
At a meeting of the council held on Oct. 14th, with 


- Sir Cuthbert Wallace, the president, in the chair, Mr. 


D. S. Short was admitted as a Macloghlin scholar and 
Mr. Wilfred Trotter, F.R.S., and Mr. W. H. Ogilvie were 
appointed representatives of the College on the executive 
committee of the Imperial Cancer Research Fund. Dr, 
John Beattie, conservator of the museum and director 
of research, was appointed professor of experimental 
surgery. 

Lieut.-Colonel F. J. Anderson was appointed the dele- 
gate of the College at the forthcoming celebrations of the 
fiftieth anniversary of the University of Allahabad. 

The following were appointed superintendents of dis- 
sections for the overseas’ primary fellowship examina- 
tions to be held at the end of this year: Dr. Y. H. Asaar 
for Egypt, and Mr. R. C. Motwani for India. Dr. C. J. C. 
Britton and Mr. D. W. Ashcroft were appointed Streat- 
feild scholars. 

Diplomas of membership were granted to Neil Hamlin 
and A. M. Spencer, a diploma of fellowship to F. J. 
Hayden. 

The following diplomas were granted jointly with the 
Royal College of Physicians to the following candidates :— 

D.C.H.—M. A. Abboud, Ehsan Awad, Jenny D. Craig, 
Hilla Damry, Annie M. Dawson, C. W. Dixon, Sheila M. Franklin, 
Gladys I. Hallows, M. R. Kark, B, W. pugin H. B. Lal, 
Margaret J. T. Leitch N. F. Lilauwala, R. C. MacKeith, L. K. 
Mitra, J. W. Parks, Nellie M. Plowright, Gwendolen F. Prince, 
Jack Sakula, Gordon Scott, J. E. Sewell, H. J. Sion, Gwladys V. 
Smallpeice, S. K. Squires, Margaret E. Sutherland, G. L. B. 
aon H. M. Trethowan, Elizabeth N. Warner, and J. R. 

D.A—J. R. Mackenzie, R. M. Muir, and T. T. Stocker. 

The following hospitals were recognised for the six 
months’ surgical practice required of candidates for the 
final examination for the fellowship : Manchester, Crump- 
sall Hospital (resident surgical officer and 2 house surgeons). 
Newport, Mon, Royal Gwent Hospital (lst and 3rd house 
surgeons). 


Deafness in Scotland 

Last week Mr. Walter Elliot, M.B., Secretary of State 
for Scotland, visited the extension now being constructed 
at the Glasgow Ear, Nose, and Throat Hospital. Last 
year 16,000 patients, of whom 6000 were children under 
fifteen, were treated, with a total number of 39,000 atten- 
dances. The extension will include a new nurses’ home 
and a lecture hall for the students in addition to extra 
beds, and its cost will be about £30,500. Mr. Elliot pointed 
out the importance of attending to minor ailments which, 
if neglected, might lead to deafness. He said that last 
year 250,000 school-children were medically examined in 
Scotland and 2000 of these were suffering from discharge 
from the ears. At the -present time there are 5000 deaf 
people in Scotland, 


University of London 


Prof. J. H. Gaddum, Sc.D., professor of pharmacology 
at University College and secretary of the Physiological 
Society, has been appointed to the university chair of 
pharmacology tenable at the college of the Pharmaceutical 
Society of Great Britain. He thus succeeds Prof. J. H. 
Burn as director of the society’s pharmacological 
laboratories. 


Dr. Gaddum went from Rugby to Trinity College, Cambridge, | 


res nonce to University College Hospital, qualifying as M.R.C:S. 


- He was for a time at the Wellcome Physiological 
Laboratories, but in 1927 left them to join the staff of the 
National Institute of Medical Research where he worked at 
first on thyroxine and allied compounds in collaboration with 


Prof. Harington. He was later associated with Sir Henry Dale 


in his early work on the liberation of acetylcholine at nerve- 
endings, and further patornieetes the physiological behaviour 
of vasodilator substances. e went to Cairo as professor of 
pharmacology in 1934, but returned to London in 1935 to take 
up bis present chair. He is the author of a Medical Research 
Council report on the biological standardisation of neoarsphena- 
mine; he was associated with the report on the accuracy of 
biological methods published by the British Pharmacopeta 
Commission in 1936; and his book, “ Gefaisserweiternde Stoffe 
der Gewebe,” published in Leipzig last year, is widely known. 
In the past two or three years, with Barsoum and others, he 
has made important observations on blood histamine. ` 


Voluntary Hospitals Commission 

The British Hospitals Association has set up a provi- 
sional central council to consider and advise how the 
following three recommendations of the Voluntary Hos- 
pitals Commission can be best implemented; (1) The 
division of the country into hospital regions; (2) the 
formation in each region of a voluntary hospitals regional 
council to correlate hospital work and needs in the region ; 
and (3) the formation of a voluntary hospitals central 
council to codérdinate the work of the regional councils. 
Mr. Stansfield P. Richardson, chairman of the Sunderland 
Royal Infirmary, will be the chairman of the new body ; 
and Mr. Arthur Morley, K.C., recorder of Sheffield, the 
vice-chairman. — 


Hanseatic Scholarships 


As an expression of gratitude for the Oxford Rhodes 
scholarships awarded annually to German students an 
anonymous Hamburg merchant has created a fund to 
provide at least four scholarships every year for young 
British graduates who wish to study in Germany. The 
scholarships will be tenable for one year, and will be of 
the value of 3000 RM. The scholars will be selected by 
interview, and preference will be given to those who 
intend to study at Berlin or Hamburg. The British com- 
mittee includes Lord Lothian (chairman), Dr. W. G. S. 
Adams, warden of All Souls” College, Oxford ; Prof. E. D. 
Adrian, F.R.S., Trinity College, Cambridge; Dr. George 
Gordon, president of Magdalen College, Oxford; Sir 
Henry Tizard, F.R.S., rector of the Imperial College of 
Science and Technology, London ; and Prof. H. G. Fiedler 
Taylorian professor of German in the University of Oxford 
(secretary), from whom further particulars may be had. 


Physical Education and the Medical Profession 


The first of a series of demonstrations of physical 
education, arranged for members of the medical profes- 
sion by the Ling Physical Education Association, was 
given at the Greycoat Hospital, Westminster, and the 
Army and Navy Stores on Oct. 14th. The headmistress 
of the school spoke on the place of physical education in 
the school curriculum, mentioning specially that the girls 
in examination forms did not give up any of their physical 
education during the time of examination pressure. The 
gymnastic mistress (a diplomate of the Bergman Oster- 
berg Physical Training College) spoke on the aims and 
principles underlying the gymnastic work taught in the 
school, She explained that the exercises were based on 
Ling’s scientific principles. A class of 30 sixth-form girls 
gave a demonstration of gymnastics including free- 
standing exercises and work on apparatus. After a dis- 
cussion a class of employees at the Army and Navy Stores 
gave a demonstration of keep-fit work for adolescents. 
This was preceded by a talk from Miss Docking (a diplomate 
of the Bedford Physical Training College) followed by a 
mothers’ class showing work suitable for older women. 
The demonstration was attended by about 80 doctors. 
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Elizabeth Garrett Anderson Hospital, London 


The Duchess of Kent will lay the foundation-stone of 
the nurses’ house at this hospital, and receive purses in 
aid of the building fund, on Nov. 4th. 


Society of Medical Officers of Health 

The annual dinner of this society will be held on Friday, 
Nov. 19th, at the Piccadilly Hotel, at 7.30 r.m., when 
Dr. James Fenton will preside. Mr. Robert Bernays, 
Parliamentary Secretary to the Ministry of Health, will 
be present. 


Society of Physiotherapists 

The annual meeting of this society will take place at 
the Langham Hotel, London, W., on Saturday, Oct. 30th, 
at 2.30 p.m. After the business meeting an at home will 
be held at which Mr. A. M. A. Moore will speak on physio- 
therapy and its relation to orthopedic surgery. 


St. Thomas’s Hospital 

On Oct. 14th Queen Mary opened the new nurses’ home 
at this hospital. It has been built and equipped by Lady 
Riddell at a cost of £100,000 as a memorial to her husband. 
The home was designed by Sir Edwin Cooper, R.A., and 
contains 169 bedrooms, a large recreation room, a library, 
many sitting-rooms, guest rooms, a smoking-room and a 
swimming-pool which will be available at certain hours 
to medical students, 


Society for the Provision of Birth Control Clinics 


A lecture on the theory and practice of contraception 
will be given by Dr. Greta Graff on Friday, Oct. 29th, at 
6 P.M., at the Walworth Women’s Welfare Centre, 1534, 
‘Tast-street, London, S.E. Practical demonstrations will 
also be given on: (1) Friday, Nov. 5th, at 6 P.M. and at 
7 P.M. Medical practitioners and students who have 
completed their gynecological course who wish to attend 
should apply for tickets to the secretary at the Centre. 


Surgical Instrument Manufacturers’ Association 


The annual dinner of this association was held at the 
Holborn Restaurant on Oct. 165th, Mr. H. Guy Drew 
presiding. Mr. Hugh Cairns, F.R.C.S., proposing the 
toast of The Association, said: ‘“‘ I have particular pleasure 
in coming among you to pay homage to your craft. In 
these days when the machine has supplanted most of the 
work that is done by the hand of man you stand as a 
monument to all the best that was created in the Middle 
Ages and all the beautiful things that we still have with 
us from those times. Each instrument, each splint that 
you make spells the work of the man who made it and I 
consider that you are worthy to rank alongside the men 
of former years who left their marks on the stones of our 
beautiful castles. If the rest of the world could revert 
to your practice it would be a much happier place.” 
He congratulated the association on establishing three 
years ago the Institute of British Surgical Technicians 
for the advancement of knowledge of its younger members. 
He did not anticipate any further big advances on present 
lines, but rather some new method, possibly on the technical 
side, possibly on the physiological or biological side, 
which would bring new methods into surgery ‘‘ You 
have always,” he added, “been one ‘jump ahead of 
the surgeons in the development of your craft.” Mr. 
Drew in responding said that the British surgical industry 
was the first to adopt a proper education and technical 
training. The toast of The Guests was proposed by 
Dr. A. N. Gardner, and Mr. Simpson Smith, F.R.C.S., 
in responding, said that the surgical industry was in an 
enviable position in a world of mass production. The 
instrument makers were artists who could create instru- 
ments which would defy time. Dr. G. C. Anderson, who 
also responded, paid a tribute to the work done by the 
surgical instrument industry. Mr. Hugh N. Linstead 
said he was there as the representative of a society which 
about 100 years ago began to do for pharmacy what the 
Institute with its new diploma was trying to do for surgical 
technology. He congratulated the association on the 
standard it was setting for its members. Mr. F. F. Rundle, 
F.R.C.S., said that when he was teaching at the Chelsea 
Polytechnic he was deeply impressed by the enthusiasm 
and keenness of the students from the Institute. 


Honorary Surgeon-Commander J. D. Pollock, M.D., 
has been appointed a deputy lieutenant of the city and 
county of Edinburgh. 


Papworth Village Settlement 

Dr. W. Pagel will give a demonstration at the Sims 
Woodhead memorial laboratory at the settlement on 
Saturday, Nov. 20th. The subjects will include the 
anatomical basis of “epituberculosis’’ and atypical 
tuberculosis in the guinea-pig. The demonstration will 
be followed by a discussion. Those who wish to attend 
should communicate with Dr. Pagel at Papworth Hall, 
Cambridge. 


Presentation to-Dr. Eurich 
On the occasion of his retirement from the Anthrax 
Investigation Board a presentation was made to Dr. F. W. 
Eurich by his colleagues in Bradford at a farewell dinner 
held at the Midland Hotel at which Dr. W. Hayburn 
presided. Dr. J. B. Dunlop recalled the investigations 
which resulted in finding a method of killing anthrax 
spores without detriment to the material or the worker. 
Mr. J. H. Bates, president of the Bradford Chamber of 
Commerce, presented Dr. Eurich with a substantial 
cheque on behalf of the Wool Trade, and Mr. Henry Binns, 
vice-president of the Textile Institute, announced the 
award of the Institute’s medal to him. The history of 
anthrax in the wool industry of Bradford was told by 
Dr. Eurich before the Bradford Medico-Chirurgical Society 
on the occasion of the centenary of the Bradford Royal 
ary and was published at the time in our columns 
(Lancet, 1926, 1, 57). 


Chelsea Clinical Society 

The new session of this society began with its annual 
dinner on Oct. 19th at the Rembrandt Hotel, when Dr. 
T. A. Butcher, the president, took the chair. After the 
loyal toasts the Earl of Athlone, chancellor of the Univer- 
sity of London, proposing the health of the society, said 
he thought the Chelsea Dispensary, its first rendezvous, 
a curious place from which to dispense hospitality. They 
had devoted their time there to interesting cases and 
pathological specimens; he was glad that they had 
mended their ways and now ate ordinary meals at their 
meetings. Dr. Butcher, responding, said that the occasion 
was unique in the history of the society; for the first 
time they were honoured by the presence of the University 
of London’s chancellor, principal, and Member of Parlia- 
ment. The university members of the society would be 
glad to know that it had a last a home of its own. The 
dinners were valuable in helping busy medical men to 
meet their colleagues and tended to a spirit of friendly 
collaboration. The society was very flourishing: in 1897 
they had had 34 members, while to-day there were some 
240. He concluded by making a presentation to Dr. 
K. E. Eckenstein, treasurer of the society for 26 years. 
Mr. F. J. McCann proposing The Guests welcomed espe- 
cially the representatives of the University of London 
and the presidents of the kindred societies. Sir Ernest 
Graham-Little, replying for the- former, said that the 
constitution of the student body in the medical schools 
of London was rapidly changing, becoming more and more 
one that took the degree as a matter of course. Out of 
ten vice-chancellors in 28 years eight had been medical 
men, and three of the four Members of Parliament in 
40 years had likewise been doctors—a fact that had led 
Mr. H. G. Wells, after failing to gain the seat, to complain 
that it was a medical monopoly. The University was 
greater than those of Oxford, Cambridge, and Glasgow 
together, and in the last available records there were 
26,000 registered students. It had grown as much in 
prestige as in size and the medical degree was undoubtedly 
the best in the Empire. He said that on the next day the 
senate was to accede to the formation of a new medical 
school in the West London Hospital, a tribute to its 
successful work in post-graduate teaching, which it was 
to continue. A condition for this was that it should receive 
women as well as men. Mr. J. E. H. Roberts, president 
of the Medical Society of London, responding on behalf 
of the kindred societies, gave a clinical lecture on the 
new occupational disease of after-dinner speaking. 
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King George Jubilee Memorial at Newark 

The new maternity ward at Newark Hospital, which 
is a memorial to the jubilee of King George V, was opened 
on Oct. 7th by the Marchioness of Titchfield. The wing 
is fully equipped and free of debt. 


Purley War Memorial Hospital | 

At a meeting on Oct. 13th, over which the Lord Mayor 
of London presided, an appeal was launched for £45,000 
to extend and modernise this hospital. The population 
in the district has increased from 13,000 in 1909 to about 
60,000 to-day, and the hospital must be enlarged and the 
equipment brought up to date. 


Manchester and Salford Hospital Saturday Fund 


This fund, which now has a membership of 400,000 and 
a waiting-list of nearly 300 women convalescents, has 
decided to build a new convalescent home at Arnside, 
near the existing home. It will have room for 50 women, 
and it will be possible to extend it later to provide accom- 
modation for 100. i 


Food and Instinct 

In a Chadwick lecture on the study of nutrition given 
in London on Oct. l4th, Prof. W. A. Osborne, dean of 
the faculty of medicine at Melbourne, pointed out that 
in the choice of food instinct plays a much smaller part 
among human beings than it does among the lower 
animals. Examples of instinct were the salting of soup, 
‘the distribution of calories over the three types of fuel 
foods, the nausea felt when canned meat is taken for some 
time, and an instinctive liking for celery and salads. 
The female animal that has produced young had been 
banned as food by many peoples, and this instinctive 
aversion was probably right. The reason why instinct 
failed in the human were : (1) custom, which must explain 
the differences in the ordinary diet of France and England ; 
(2) restricted choice, except among the wealthy; (3) 
imposition of food by authority, as in armies, gaols, 
schools, and nurseries ; (4) comparative novelty of certain 
foodstuffs, such as sugar; (5) perverted or artificial 
appetites, slum children preferring condensed to fresh 
milk; (6) errors of opinion and ignorance of facts; 
(7) a perverted esthetic sense leading people to prefer 
white to grey or brown foods; and (8) mass production 
and labour-saving packing and distribution. Speaking 
of the drawbacks attending the food enlightenment of 
the public, Prof. Osborne remarked that every reform is 
‘accompanied by some forfeiture of good. If people 
became food-conscious this would be contrary to Anglo- 
Saxon tradition. But he emphasised the national impor- 
tance of nutritional study, since malnutrition and sub- 
nutrition are widespread, and said that at Melbourne 
University a degree in nutrition is granted after four 
years’ study. 


Fellowship of Medicine and Post-Graduate Medical 

Association 

The following courses have been arranged to take placo 
during November and December: dermatology, St. 
John’s Hospital (afternoons, Nov. Ist to 30th); medicine, 
surgery, and gynecology, Royal Waterloo Hospital 
(Nov. 8th to 20th); proctology, St. Mark’s Hospital 
(Nov. 8th to 13th); thoracic surgery, Brompton Hospital 
(Dec. 6th to llth); dermatology, Blackfriars Skin Hos- 
pital (afternoons, Dec. 6th to 18th). Week-end courses 
will be held as follows: physical medicine, St. John Clinic 
and Institute of Physical Medicine (Nov. 6th and 7th) ; 
general surgery, Princess Beatrice Hospital (Nov. 20th 
and 21st): chest diseases, Brompton Hospital (Nov. 27th 
and 28th); courses in preparation for the January 
M.R.C.P. examination will be given as follows: clinical 
and pathological course, National Temperance Hospital 
(8 P.M., Tuesdays and Thursdays, Nov. 16th to Dec. 2nd) ; 
chest diseases, Brompton Hospital (5 P.m., twice weekly, 
Nov. 22nd to Dec. 18th); chest and heart diseases, London 
Chest Hospital (6 P.M. on Wednesdays and Fridays 


Nov. 24th to Dee. 18th) ; neurology, West End Hospital 


for nervous diseases (afternoons, Dec. 6th to 18th), Courses 
are open only to members and associates, and further 
information may be had from the secretary of the fellow- 
ship, 1, Wimpole-street, London, W.1. 


Leicester Royal Infirmary 

Sir Arthur Hazlerigg has opened the Zachary Merton 
convalescent home, which is the latest addition to this 
hospital. The Merton trustees gave a grant of £34,119 to 
defray the cost of its building and furnishing. 


King George Hospital, Ilford 

The Duchess of Kent visited this hospital on Oct. 12th 
and received over £1850 in purses from 1600 school- 
children on behalf of a bazaar being held by the insti- 
tution. 


Wigan Infirmary 

Lord Derby has opened the new home for private 
patients which is a gift to this hospital from Mr. George 
A. Christopher. The home, which has cost £35,000, is 
built on land adjoining the hospital and will provide 
nursing-home comforts for people with modest incomes. 


Woking and District Victoria Hospital 

An appeal is to be issued on behalf of this hospital, 
which needs £40,000 for improvements and extensions. 
There are 49 beds in the hospital, which is a fraction 
under 1 per thousand of the population, and there is a 
very long waiting-list. It is felt that there should be at 
least 75 beds and further provision for a possible 100. 


Duke of Kent and Hospitals | 

The Duke of Kent on Oct. 13th opened the G. H. 
Downing radiological department at the North Stafford- 
shire Royal ary, and then went on to Birmingham 
to preside at the opening session of the British Hospitals 
Contributory Association. He also visited the Birmingham 
Hospitals Centre where he inspected the nurses’ house 
and college of nursing, the main administrative block, and 
the medical school. 


People’s League of Health 

At the annual general meeting of this league, held 
recently at its headquarters, 12, Stratford-place, London, 
W.1, Dr. C. O. Hawthorne, the chairman of council, pre- 
sided, and Miss Olga Nethersole, founder and hon. organiser, 
presented the annual report. She said that there was now 
a New Zealand League of Health, founded on the British 
League, and a Health League of Canada, while an Indian 
League is in process of formation. Mr. A. Ernest Jones 
spoke of the League’s appeal for £50,000, launched just 
five months ago. Dr. W. G. Savage reported on the League’s 
safe milk campaign, and said he thought this had done 
something substantial to bring about the change of 
attitude seen since 1930. A determined effort was now 
going to be made to reduce tuberculosis in the dairy herds, 
and steps were going to be taken to permit local authori- 
ties, under certain conditions, to allow only pasteurised 
or tuberculin-tested milk to be sold by retail in their 
areas. Those proposals embodied two of the main points 
in the League’s programme dating from 1932, but there 
was & special need at the moment for increased activity, 
because some people, whose concern in the question was 
not on the public health side, would probably press for 
modification or ‘safeguards’? which might materially 
impair the efficiency of the measures suggested. Again, ' 
the League desired a cheaper milk as well as a safe milk, 
and in that and other directions would not afford to relax 
its efforts. Sir Walter Langdon-Brown spoke of theimport- 
ance of a scientific study of nutritional disease, and 
Prof. James Young said there was no doubt that a very 
large number of women in this country, especially in the 
depressed areas, were suffering from a diet inadequate 
for the purpose of child-bearing and even for their own 
day-to-day existence. A committee of the League had 
now formulated a scheme for investigation of this subject 
and had been fortunate in obtaining the coöperation of 
a considerable number of important hospitals in London 
where the inquiry was to be carried out. Sir Frederick 
Hobday said it had now been definitely decided that a 
Central Veterinary State Service was to be instituted, 
which would commence to function legally in January 
next, and there was no question that if the veterinary 
profession was given a fair opportunity to utilise its 
expert knowledge it would only be a matter of time before 
bovine tuberculosis was eradicated from Great Britain. 


‘ 
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Medical Diary 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES 


ROYAL SOCIETY ee MEDICINE, 1, Wimpole-street, Ww. 
MONDAY, Oct. 25th. 
Odontology. 8 P. M. Mr. Frank J. Pearce: Presidential 


Address. Dr. Evelyn Sprawson: A Case of Acute 
Myeloid Leukæmia. 
TUESDAY. 


Medicine, Therapeutics and Pharmacology. 8.30 P.M. Dr. 
Leonard Colebrook, Dr. Maurice Mitman, anå Dr. 
G.A. H. Buttle: The Treatment of Bacterial Diseases 
with Substances Related to Sulphanilamide. Mr. G. 
Discombe will also speak. 
WEDNESDAY. 
Comparative Medicine. 5 PM. Prof. S. P. Bedson, 
F.R. Some Reflections on Virus Immunity. (Presi- 
dential address.) 
THURSDAY. 
Uro 
(Presidential address.) 
MEDICAL SOCIETY OF LONDON, 11, Chandos-street, W. 
MonbDay, Oct. 25th.—8.30 P.M., Dr. George Graham, Mr 
G. Gordon-Taylor, ano Dr, H. I. Coombes: Treatment 
by Intravenous Infus 
SOCIETY“ OF MEDICAL OFFICERS OF HEALTH, 1, Thorn- 
ugh-street, W.C. 
FRIDAY Oct. 29th.—5 P. M., Dr. James Fenton : Knowledge 
e Key to Health. (Presidential address. ) 
MEDICO LEGAT SOCIETY. 
THURSDAY, oe 28th.—8.30 P.M. (Manson House, 26, 
Portland- lace, W.), Mr. Justice Humphreys : The 
Place of Medical and Other Science in the Adminis- 
tration of Justice. (Presidential address.) 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


ROSAL ae OS OF SURGEONS OF EN GLAND, Lincoln’s 
Inn-fields 
MONDAY ‘Oct. 25th.— 5 P.M., Dr. L. W. Proger: Demon- 
stration of ene cere 1 Specimens in the Museum. 
ERDAN —5 P.M. al Dr ave: Surgical Anatomy of 


e Middle- 
UNIVERSITY OF LONDON. 
WEDNESDAY, Oct. 27th.—5.30 P.M. (London School of 
Hygiene, Ke d atroet, W.C.), Prof. Raymond Pearl: 
The Natura tory of Population. (First of five 
Heath Clark lectures.) 
TAVISTOCK CLINIC, Millet since: W.C. 
TUESDAY, Oct. 26th.—6.15 P.M., Sir Frederick Whyte: 
Social and Economic Aspects of War. (First of a 
coursd of lectures on the Psychology of Peace and 


THURSDAY. —8.30 P.M., Sir were Langdon-Brown: Func- 
tional Disorders of Digestio 
BRITISH POSTGRADUATE MEDIOAL SCHOOL, Ducane- 
roa 

TUESDAY, Oct. 26th.—4.30 p.m., Sir Arthur Hall: Menin- 

tis and Encephalitis. 

WEDNESDAY.—Noon, clinical and pathological conference 
(medical). 2 P.M., Dr. J. Vaughan: The Blood Picture 
in Bone Diseases. 3 P. M., clinical and pathological 
conference (surgical). 4.30 P.M., Mr. A. Bradford Hill, 
Ph.D.: The Planning and Interpretation of Experi- 
ments in Medicine. 

THURSDAY.—2.15 P.M., Dr. Duncan White: Radiological 
Demonstration. 3.30 P .M., Prof. . Chassar Moir: 
Breech Cases. 

FRDAY.—2.30 P.M., Mr. Reginald Vick : Intestinal Obstruc- 
tion. 2 P.M., clinical and pathological conference 
(opa Orrio and gynæcology 

Daily, 10 a.M. to 4 P.M., medical clinics, surgical clinics 
and operations, obstetrical and gyneecological clinics 

~ ando vetoes refresher course for panel practitioners. 
WEST LONDON HOSPITAL POST-GRADUATE COLLEGE, 
Hainan erent. W. 

MONDAY Oor zou .—10 a.M., skin clinic. 11 A.M., surgical 
wards. operations, surgical, and gynæcological 
wards, modlcai, surgical, and gynæcological clinics. 

TUESDAY.—10 AM., oai wards. 11 A.M., surgical 
wards. 2 P.M. , Operations, medical, s cal, and throat 

clinics. 4.15 P. M., Mr.Woodd Walker: Abdominal Emer- 
gencles—When to operate. 

WEDNESDAY.—10 A.M., children’s ward and clinic. 11 A.M., 
medical wards. 2 P. M., gynecological operations, 
medical, oe ical, and eye clinics. 4.15 P.M., Dr. 


Hasler : xplosion Riska in Aneesthesia. 

THURSDAY. Eri A.M., neurological and gynæcological 
clinics. Noon, fracture clinic. 2 P.M., operations, 
medioa, surgical, genito-urinary and eye clinics. 


4.15 P E dgley Curnock: The Medical Interest 
of Dental erty 

FrRmay.—10 A.M., medical wards, skin clinic. Noon, 
lecture on treatment. 2 P.M., operations, medical, 
surgical, and throat clinics. 4.15 P.M., Dr. Hudson: 
Lip odoi in the Diagnosis of Pulmonary Disease. 

SATURDAY.—10 A.M., children’s and surgical] clinics. 11 A.M., 
medical wards. 

The lectures at 4. ng = M: are open to all medical practi- 
. tioners without f 


logy. 8.30 P.M. Mr. Henry Wade: Vesica] Exclusion. ` 


FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole- shares pad 

Monpay, Oct. 25th, to "SUNDAY, Oct. spo ale JOHN’S 
HOSPITAL, 5, Lisle-street, W.C. ie oon course in 
dermatology (open to non-members).—BROMPTON 
HOSPITAL, S.W. All-day course in chest diseases.— 

St. PETER’s HOSPITAL, Henrietta-street, W.C. Ad- 

vanced all-day course in urology —INFANTS Hos- 

PITAL, Vincent-square, S.W. Sat. and Sun., course in 
children’s diseases.—Unless otherwise stated these 

courses are open only to members 
LONDON SCHOOL OF DERMATOLOGY, 5, Lisle-street, 


TUESDAY, Oct. 26th.—5 P.M., Dr. W. K. Sibley: Electro- 
therapeutics. 
THURSDAY.—5 P.M., Dr. W. J. O'Donovan: Dermato- 
logical Neuroses. (Chesterfield lectures.) 
HO PITAL FOR EPILEPSY AND PARALYSIS, Maida Vale, 


THURSDAY, Oct. 28th.—3 P.M., Dr. Douglas McAlpine: 
Clinical Demonstration 
HOR TAL FOR SICK. CHILDREN, Great Ormond-street, 


THURSDAY, Oct. 28th.—2 P.M., Dr. Donald Paterson : 
Interpretation ae Glandular Enlargement in Child- 
hood. 3 P.M., Dr. Bertram Shires: Interpretation of 
X Rays of the Chest in Children 

Out- arieni clinics daily at 10 a. M., and ward visits at 


ST. GEORGE'S HOSPITAL, S.W 
THUREDA T Oct. 28th.—5 P. M., Dr. Anthony Feiling : 
Neur cal Demonstration. 
NATIONAL S HO PITAL, Sucen Square) W.C. 
MONDAY, oor. 25th.—3.30 P Dr. Hinds Howell: Menin- 
gitis and Meningeal Irritation. 
TUESDAY.—3.30 P.M., Dr. E Motor Symptems. 
WEDANERDAY. —3.30 P.M., Dr. Walshe : Clinical Demon- 
stration 
THURSDAY.—3.30 P.M., Dr. Riddoch: Sensory Symptoms - 
and their Interpretations. 
FRIDAY.—3.30 P.M., Dr. Bernard Hart: Psychopathology 
and the Psychoneuroses. 
CENTRAL LONDON THROAT, NOSE, AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C. 
MONDAY, ct. 25th, to SATURDAY.—Second week of clinical 
course for Part II of the D.L.O. examination 
ST. J EN CLINIG AND NATIT UIE OF PHYSICAL MEDI- 


The 
SOUTH-WEST ONDON POST-GRAD 
WEDNESDAY, Oct. 27th.—4 P.M. (at the Battersea Mor- 
tuary), Sir Bernard Spilsbury: The Post-mortem 


mination 
MANCHESTER ROYAL INFIRMARY. 
share et 29th.—4.15 P.M., Mr. W. R. Douglas: Surgical 


Cas 
ANCOATS HOSPITAL MANCHESTER 
bake Sa ect 28th —4. 15 P.M., Dr. Reid: Treatment of 


LEEDS GENERAL INFIRMARY. 
TUESDAY, Oct. 26th.—3.80 P.M., Prof. S. Hartfall : Anemia, 
Some Aspects of Diagnosis and Treatment. 
LEEDS PUBLIC DISPENSARY AND POSTITAD, 
WEDNESDAY, Oct. 27th.—4 P.M., Mr. A. D. Sharp: Prac- 
tical Demonstration of Tonsil Dissection. 
UNIVERSITY OF SHEFFIELD. 
SUNDAY, Oct. 24th, and FRDAY.— Post-graduate Clinics at 
mo. Boyes Hospital, Royal Infirmary, and Jessop 
os 
PSYCHIATRIC CLINIC, 1, Abercromby-squ 
WEDNESDAY, Oct. 27th.— 4.15 P.M., Dr. S. Barton 
Psychosis and Mental Disorder. 


uare. 
all: 


Appointments 


Ewina, J. B., M.D. Ontario, F.R.C.S. Edin., Hon. Assistant 
Surgeon to fhe Royal Albert Edward Infirmary and 


rc ent JON Wigan 

HEALEY, D. D., M.R.C.P. Lond., Medical Registrar 
at the. iat Garrett Anderson Hos ital, London. 

LORD HORDER, F.R.C.P. Lond . Co g Physician to 
the Charterhouse aa Eo Cinio, London. 

JAMES, G. M.B. Wales, D.P.M., Senior Assistant Medical 
Officer of the Rauceby Mental Hospital, Sleaford. 

LLOYD, J. P. F., M.B. Birm., F.R.C.S. Eng., Refractionist to 
the National a] Hospital, £ Onne London. 

LYLE, T. Camb., M.R.C.P. Lond., F.R.C.S. 
Eng., Hon. ant Ophthalmic Surgeon to the National 
Hospital, nucen Bauere, London. 

MEADOWS, S M.R.O.P. Lond., Hon. Assistant Physi- 
cian to the e Royal London Ophthalmic Hospital (Moorfields 


Eye Hospitad- 
O’DONOVAN M.D., M.R.C.P. Lond., Hon. Physician to 
the General Hos ital, Nottingham. 
HOW CHIE Guy, M. . Lond., Senior Resident Moticat Officer 
d Registrar at the Aberdeen Maternity Hipepite? 
e A. R. . Manch., Hon. Dermat ogist to the 
Salford Royal "Hospital. 
London County Council Hospital Staff—The follov appoint- 
ments promotions, An and transfers are announced. A.M.O. 
(I) or (I ) = Assistant Medical Officer, Grades I pr IL; D.M.O. 
= District Medical Officer; Temp. y, St. Andon’ 
SINGER, J. By M.B. Camb., A.M.O. ROS. St. 
OLOTHIER G., M.B. Lond., F. e °A.M.O. (I), 
St. ‘Charles; ; 


} 


| 
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MARTIN, W. M., M.B. Belt., F.R.C.S. Edin., A.M.O. (I), St. 


Mary A Abbo ts; 
H.I EROS. Edin. AMO. Q, St. Olave’s ; . 
BLUNDEN, REX, M.B. N.Z., A.M.O t. Mary, Islington ; 
STONE, L. D., M.R.C.S. Eng., A. ie o. D ‘Lambeth : 
7 3., M.B. N.U.I., A.M.O. (II), St. George-in-the- 


BRODERICK, G. L., M.B. Camb., A.M.O. (an, St. Nicholas’ ; 
OE D ATRICK, L., L.M., R.C.S. Irel, A.M.O. (ID), 


, M.B. Edin., A.M.O. (II), St. Charles’ ; 

J. M, M.B. Sydney A.M.O. 44D. St. Stephen’s ; 
CAMPBELL, RUTH M., S. , St. Olave’s ; 
Hros, R. B., M.B.Camb., erie aD. Hackney : 
DICEINS, O. M., M.R.O.S. Eng., House Physician, Lewisham ; 
BLEAKLEY, Jonn, M.R.C.S. Eng., House Physician, St. Mary 


bbots ; 
= D. W. T., M.R.C.S. Eng., House Physician, St. 


MILNE, A. D., M.R.C.S. Eng., House Surgeon, St. Alfege’s ; 
ot D., B.Chir. Camb., House Surgeon, St. James’ ; 
M.B.CS. Eng., Clinical Assistant, St. Giles’ ; 
‘A. G., M.B. N.Z., A.M.O. (1), . D-M., Hampstead ; 
alta sg . Q. D. *y 9 
©. H M.B. Sydney, F.R.C.S. Edin., A.M.O. (Í), 


LAIR, E. J., M. D. Purho A M.O. (1), St. Mary, Islington ; 
T +À. De O. (1), King George y 
Sanatorium 


RAMBAY, A. M., M.B. Aberd., A.M.O. (I), North-Western ; and 
PHILLIPS, JOHN, M.B. Lond., A.M.O. (IT), St. Nicholas’. 


ertifying Surgeons under the Factory and ork, N; Ri aeo 

s É . M. MacG GILL (Stokesley District, York, N ing); : 
DE y F. FISHER tstable District, Kent) ; ; Dr. BN 
DENNING (Elland District, York, W. Riding ; and Por N. 8 
Twist (Normanton District, York, W W. Riding). 


Vacancies 


For further information refer to the advertisement columns 


AUTIN E Hosp.—Sen. and Jun. H.S.’s, £150 and £120 
respective 
Aylesbury “Royal sO iad daca Hosp.—Second Res. M.O., at 
the rate of £150. 
Belfast, Forster ster Green Hosp., &c.—H.P., at rate of £150. 
eke and aaa Joint Sanatorium, Peppard Common.—Med. 
upt. i 
Birmingham City—Res. Asst. M.O., £450. 
Bom 1 1 eka Great Barr Park Colony. —Jun. Asst. Res. M.O., 
Bimmingia m ria Hill Sanatorium.—Res. Asst. M.O., at 
rate o 
Birmingham, Selly Oak Hosp.— Jun. M.O.’s, each at rate of £200. 
Blackburn, Calderstones Certified Institution for Mental Defectives, 
Whalley — Res. Jun. Asst. M 500. 
Blackburn Royal Infirmary —H.S O85. 
lak T onp amiat Medical School, Ducane-road, W.—Sub- 
ean, 
Urban District CREN —M.O.H., School M.O., and 


Child Welfare Officer 
and North Derhyakine Royal Hosp.—H.S. to Ophth., 
and Ear, Nose, ead Throat Dept., at rate of £150. 
Colonial Medical Service.—M.O.H. for Trinidad, £600. 
Connaught Hosp., Walthamstow, E.—Hon. Anmsthetist. 
on Gener al Hosp —Hon. Anesthetist. Also Res. Surg. O., 
Doncaster Royal Infirmary and Dispensary. H.S. to Eye and 
Ear, Nose, and Throat Depts., £175. 
, Dorset Mental Hosp —Jun. Asst. M.O., £400. 
Dreadnought Hosp., Greenwich, S.E.—Two Receiving Room 
Officers, sach. at rate of £100. 


Kang King Edward Memorial Hosp.—Cons. Orthopædic 


50. 
Hastings, ‘cep. East Sussex oe —Jun. H.S., at rate of £150. 
Hosp. for Sick E200. Great Ormond-street, W.C.—Surg. Reg., 


a S., at rate of “2150. Also 


Yord, King George Hosp.—Asst. Cas. O. and H.S. to Spec. 
Dept: ts., at rate of £100. 

Infanis Hosp., Vincent-square, Westminster —Pathologist, £700. 

Lancashire Mental Hosps. Poara, —Med. Supt., £950. Also two 
Deputy aty Supis, , each £750 


L.C.C.—. *s, Grade 1 and 2, £350 and £250 respectively. 
ce eee Rutland Mental’ Hosp. ., Narborough.—Asst. 


tavernon Royal Southern Hosp.—H.S., at rate of £60. 
f sra aguley Sanatorium. —Res. Jun. Asst. M. O., at rate 
o 


Manchester, Orumpsall Hosp.—Res. Asst. M.O., at rate of £200. 

Manchester Royal Children’s Hosp., a .—Res. Surg. O., 
at rate of £150. 

er oora Fe Hosp.—Jun. H.S., 

Middlesex Council. —Physician tor West Middlesex 
County 1 Hosp, » £650. 

Mount Vernon Osp., Northwood. —Res. H.S. 

Northampton County Council —Asst. M.O. for Maternity and 
Child Welfare and School Inspection, £600. 


Plymouth City and Port.—Asst. M.O.H., £500. 

Queen Charlottes Maternity Hosp., M arylebone-road, N.W — 
Res. M.O. for Isolation Hosp., 'at rate of £200. 

Reigate Borough.—Asst. M.O. (Part-time), £450. 

Richmond, Surrey, Grove-road Institution.—Res. Asst. M.O., at 
rate of £375. 

Rochester, St. Bartholomew’s Hosp.—H.S., at rate of £150. 

Royal Cancer Hosp., Fulham-road, S.W.—H.S., at rate of £100. 

Royal Chest Hop , City-road, E.C.—H -P., at rate of £100. 

Royal en phthalmic Hosp., City-road, E.C.— Refraction 
Asst. to L.C.C. School Dept., £160. Also 3 Out-patient 
Officers, each £100. 

Royal Naval Dental Service.—Dental Officers, each £362. 

Royal Naval Medical Service.—Medical Officers. 

Royal Northern Hosp., Holloway, N.—Fracture Officer and Ortho- 
paaie x Registrar, "£50. Also Second Ear, Nose, and Throat 


St. Bartholomew’ ’s Hosp., E.O.—Asst. Ophth. Surgeon. 

St. Helens Hosp.—Jun. H.S., £150. 

Salisbury General Infirmary. —H .P., at rate of £125. 

Samaritan Free Hosp. for Women, Marylebone-road, N.W.— 
H.S.. at rate of £100. 

Stirling District. Mental Hosp., Larbert—Jun. Asst. M.O., at 
rate of £300. . 

Sunderland, Royal Infirmary -p. S., £120. 

Sydney Hosp .—Pathologist to Kanematsu Memorial Institute 
of Pathology, £900. 

University College Hosp., Gower-street, W.C.—Surg. Reg., £250. 

West London Hosp., Hammersmith-road, W.—Chief Asst. to 
vont: iota: Treatment of Injuries, at rate of £200. Also 

euro 

Wigan, Royal Albert Edward Infirmary and Dispensary.—Hon. 

Asst. Ophth. Surgeon. 


ma Edmonds Clinical Research Fund.—8500. 
.Wi 


ee Royal Hampshire County Hosp.—H.P., at rate of 
Wolverhampton, Prestwood Sanatorium.— Jun. Asst. M.O., at rate 
o F 


7 Births, Marriages, and Deaths 


BIRTHS 


Craic.—On Oct. 5th, at Framlingham, the wife of Dr. D. M. 
Craig—a son. 

KAUNTZE.—On Oct. 17th, at Cromwell-road, S.W., the wife of 
Dr. Ralph Kauntze—a da. hter. 

LAKE.—On Oct. 14th, the wife of Mr. Norman C. Lake, F.R.C:S., 
Hendon-lane, N —a daugbter. 

MANNINGTON.—On Oct. 14th, at St. poner e on See, the wife 

` of Dr. Hugh Mannington, of Ryde—a 

MORRAH.—On Oct. llth, at Pointe- ‘Pierre, Trinidad, B.W.I., 
to Dr. Catherine Morrah (née Day)—a daughter 

MoyYnaGH.—On Oct. 19th, at St. Bartholomew’ 8 "Hospital, 
London, the Wito of Dr. Digby Moynagh—a son. 

PEEL.—On Oct. sth at Beaumont House, W., the wife of Mr. 
John Peel, R.C.S.—a dau ghter. 

SEDDON.—On oct. etre the wite of Herbert Seddon, F.R.C.S., 
Eng., of Moor House, Stanmore, Middlesex—a son. 


MARRIAGES 


GALLIMORE—Woopp.—On Oct. 14th, at the Parish Church, 
Pleshey, Essex, Robert Gallimore, M B., to wary, Emily 
Sae aughter of the Rev. C. H. . Woodd, icar of 

eshey. 

LOGAN—STEWART.—On Oct. 16th, at St. Columba’s (Canney 
of Scotland), Pont-street, Robert Logan, M.B., to Helen 
i aa a of Mr. . Stewart, of Southgate, 


London, 
DEATHS 
BLUMER Tos Oct. 16th, at Stafford, Frederick Milnes Blumer, 
M.B. E , J.P. in his 79th year. 


LAWEENOH. r Oct. 14th, in Ay EA hospital, Stephen 
March Lawrence, M.D. "Lon 

LIGHTBODY.—On Oct. 13th, at "giamouth J ohn Henry Light- 
body, M.D. Vict., M.R.C.S. Eng., aged 8 

MAcKINTOSH.—On Oct. 14th, at cash ee tent ‘Ashley Watson 
Mackintosh, K.C.V.O.,M.D., LL.D. Aberd., F.R.C.P. Edin., 
age 

PaRTRIDGE.—On Oct. 14th, Arthur Aubrey Hungerford Part- 
ridge, M.D. Oxon., of Ashtead Surrey. 

ROBINSON.—On Oct. 17th, a t Bosham, uesez; Surg.-Comdr. 
Charles H. J. kontem R.N. (retd. 

N.B.—A fee of 18. 6d. is charged for the insertion of Notices of 

Births, Marriages, and Deaths. 


LEEDS GENERAL INFIRMARY.—The Princess Royal 
recently opened the new nurses’ home at this hospital. 
The home is the first part of an extension scheme, 
which is to cost £250,000. Every nurse has a private 
room, with hot and cold water and central heating, 
while each wing contains a reading-room, a writing- 
room, and a rest-room. A new out-patient department 
is being built, which is to be one of the largest in 
the country and there is also to be a new wing for paying 
patients, 
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NOTES, COMMENTS, “AN D ABSTRACTS 


A PROMISING SOCIAL EXPERIMENT 
. By Denis CARROLL, M.A. Camb., M.R.C.S. Eng. 


alah OF THB INSTITUTE FOR THE SCIENTIFIC 
ATMENT OF DELINQUENOY 


“Q” Camp was started in May, 1936. After so 
short a time one cannot speak of results, and caution 
must be exercised in accepting conclusions. Consider- 
able progress has however been made in demonstrating 
the need for such camps, and in defining and diag- 
nosing the type of person most likely to benefit by 
living in them. 

The object is to attempt the reformation of minor 
delinquents, and other socially undesirable types, by 
means of communal life in a self-governing colony. 
If we divide the methods of training such people 
into 

(a) Punishment for offences, 

(b) Rewards for good behaviour, and 

(c) Affording the fullest possible stope for learning by 
experience the most satisfactory mode of life, 


we could say that “ Q ” Camp aims at using the third 
method exclusively. Experience has modified this 
to the extent that rewards, in the form of increased 
pocket money and other minor advantages, have 
been found helpful, and that, while punishment is 
never introduced openly, there is inevitably the 
implied punishment of discharge from the camp. 
In addition, it has occasionally been necessary to 
apply some form of psychiatric treatment, and it 
seems likely that psychiatric interviews will play an 
increasing part in the successful running of the camp. 

Discipline is not absent, but it is applied by the 
members themselves through the camp council, 
which consists of the members and staff of the camp 
and is the instrument of self-government. “Q?” 
differs from Borstal and other penal institutions in 
that discipline is much less severe ; and from public 
schools and institutions modelled on them in 
that public opinion, though frequently strong is 
enforced less harshly and less indiscriminately. 
To give a crude example, it would not be possible 
in “Q” Camp for a man with a marked sense 
of inferiority to be “sent to Coventry.” More- 
over, one of the functions of the camp chief, acting 
partly through the council and partly by his per- 
sonal contact with the members, is to modify and 
guide this public opinion. The camp has been 
fortunate in its chief, Mr. David Wills, and it is in 
no small measure due to him that “‘Q’ Camp has 
passed from the stage of ultra-experimentation to 
that of constructive reformative work. 


INTENTION AND ACHIEVEMENT 


The camp came into being because many people 
concerned with the handling of minor delinquents 
believed that many of these cases suffered from a lack 
of adaptability to social requirements, largely due to 
(late) environmental causes, that is to say, that such 
factors as bad home surroundings, spoiling, bad com- 
panions, ill treatment, &c., had played a relatively 
large part as compared with, say, heredity and disease, 
in the production of their a-social state. Moreover, 
some of these cases did not do as well as they might 
under the existing corrective system. They con- 
cluded that a long stay in a self-governing colony. 
with others of the same type would be likely to achieve 
success. The experiment was therefore tried. As 
would be expected, the selection of cases has proved 


on his degree of coöperation with his fellows. 


a difficulty. From the start full psychiatric and 
physical examination has been made of everyone 
admitted to the camp, and in this way it has been 


- possible to define more closely the type of case which 


should be admitted. It has proved necessary to 
restrict the camp to males between the ages of 164 
and 25. It has also been found wise to mix cases 
which have come before the courts with those which 
have not, and to rule out the more serious offenders, 
and convicts. 

At first. many psychopaths were referred and a 
number were tried. There is reason to believe that 
mild schizophrenics and schizoid personalities may 
benefit from such a tolerant life as is found in the 
camp, and it is true that some such have improved 
at “Q.” They are now excluded because, unfortu- 
nately, their extreme slowness of progress, due to 
their pathological lack of adaptability, discourages 
the more normal men. Such men require and would 
derive benefit from a camp of their own. Mild 


\ psychopathic personalities appear suitable, provided 


they fulfil the conditions mentioned below. Alco- 
holics are not suitable because the open nature of 
the camp makes the control of their drinking impos- 
sible. Cases of neurosis are not necessarily unsuit- 
able, indeed, some obsessionals with marked con- 
scientiousness actually have a good effect on the 
general spirit of the camp. Tramps have not been 
found suitable, and like the schizophrenics, they 
need a camp of their own. They are catered for by 
other bodies; the so-called normal ones by the 
Wayfarers’ Hostels, and those presenting a varying 
degree of abnormality at Walsh Manor, which has 
arisen out of the work of the Wayfarers’ Hostels. 

It has been found desirable, for the production 
of esprit de corps, to have a majority of normal 
persons in the camp, that is to say, normal in that 
they show no text-book psychological disorder, 
although speaking very strictly all cases of social mal- 
adjustment dealt with at “ Q” might be termed 
psychopathic personalities. It is too early to speak 
of results, although such relapses as have occurred 
have been in those discharged early as unsuitable, 
or in those who have discharged themselves. | 

There has been a serious difficulty from lack of 
money, and this has almost caused an overdose of 
self-government and self-support, in that the camp 
members had to build and establish their camp, 
starting with an empty field. The conditions are still 
somewhat too primitive, but there have been few 
failures from this cause. The failures and the spon 
taneous discharges seem to have been due to the 
presence of marked attachments, usually of a psycho- 
logically undesirable kind, to people outside the camp. 
This factor of attachment is prominent throughout, 
and it seems probable that it is by exploiting the 
capacity for attachment (i.e., transference) that the 
camp succeeds. It provides a small world in which 
failure to come up to the social requirements of that 
world are treated benignly by all concerned. This 
striking difference from such self-governing colonies 
as Bolshevo is perhaps due to the milder type of 
case at “Q,” or possibly to racial differences, and to 
the absence of markedly aggressive types at “ Q.” 
Its tolerant atmosphere affords scope for an a-social 
member to discover, in a way which arouses in him 
the minimum of resentment, obstinacy, and guilt, that 
the achievement of his wishes depends very largely 
By 
coöperation with the people living in the surrounding 
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country he gradually learns that this principle also 
applies in the world at large. It is, as it were, a 
method of going through one’s childhood a second 
time in adolescence, and thereby eliminating the 
mistakes of the earlier period. 


SELECTION OF CASES 


The type of man that can be reformed in this way 
is strictly limited, and as a clinical guide in selecting 
cases one must use the opinion of the psychiatrist 
in assessing the importance of such environmental 
difficulties in the production of the individual delin- 
quent state, since these are the only factors which 
can be modified in this way. Our knowledge of 
delinquency at present is not strictly adequate, but 
the routine psychiatric examination of ‘‘Q” cases 
is yielding valuable material. It will be apparent 
that the psychopath will rarely be suitable for “ Q,” 
since such factors are of relatively less importance for 
him. Some criteria exist for choosing cases suitable 
for “ Q ” as opposed to probation and Borstal. One 
may say that the types which do not respond to 
discipline, or which tend to react to punishment by 
repetition of their offences, are types suitable for 
“ Q.” Such cases tend to run wild if given freedom, 
and in later adolescence their wildness may be more 
than can be tolerated. ‘‘Q”’ will do best with those 
showing only a mild tendency to run wild, that is 
with the less aggressive types. Inferiority types are 
also suitable. 

With the type of case at “‘ Q ” there is an inevitable 
tendency to over-attachment to the camp chief, and 
this is dealt with, when necessary, by psychiatric 
interviews. Only the less stable obtain psychiatric 
treatment, which is given by the Institute for the 
Scientific Treatment of Delinquency. In addition 
it has been found helpful to have a few interested 
people maintaining contact with the members. 

“ Q” may be considered very definitely as supply- 
ing a need. Probation officers, and others, who refer 
cases there, have expressed the view that they need 
“ Q” for such of their cases as have been mentioned 
above. One might say that “ Q” exists for those 
cases that fall between Borstal and® probation. It 
is an experiment based on the belief that the wish 
for the regard, or love, of one’s fellows is a sufficient 
incentive to restore many to a social life, and the 
facilities which ‘‘Q” gives for the obtaining of this 
regard without undue censure or blame falling on 
sensitive youths for their failures, are essential to a 
definite, though small, section of the community. 
After a year’s experience one might with justification 
commend ‘ Q” both to the medical profession and to 
official notice. 


A BIOGRAPHY OF JOHN MELLY 


BEFORE the second half of the Italian invasion of 
Abyssinia, John Melly’s name was unknown except 
to a wide circle of friends in this country and America, 
and in the schools, university, and hospitals where 
he had worked. He had not set out on any one of the 
well worn roads that lead—sometimes—to what we 
call success. ‘Then came the news of his errand of 
mercy with the British Ambulance Service in Ethiopia, 
followed by the final story of his death in Addis 
Ababa. It seemed all the more tragic that, having 
escaped bombing by the Italians, he should die by the 
hand of one of the race he had gone to help. Yet 
there were some who, while admiring him, thought 
of Melly as little more than a rather splendid 
adventurer who went to Abyssinia chiefly for the fun 
of the thing. There was more in it than this. The 
date of Melly’s first interest in Abyssinia is not 
known, but by July, 1934, it had taken possession 
of him to such an extent that he went out, complete 
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with plans for a modern hospital and medical school, 


.to enlist the sympathy of the Emperor and succeeded 


in doing so. A second visit followed, but by this 
time the cloud of war was considerably larger than 
a man’s hand. Medical work, if any, must now be in 
preparation for hostilities that the Emperor was 
trying hard to avert. It never occurred to Melly to 
withdraw—indeed he saw the problem as one of 
much greater urgency than he had dreamed of at 
first. This was the beginning of the British 
Ambulance Service. 

The story of its work, and much besides, is told in 
a collection of letters and dispatches recently pub- 
lished. The editors have done their work well, 
and it was fortunate for them and for us that Melly, 
his family, and his many friends were accomplished 
in that now almost forgotten art of letter-writing. 
We are presented with the picture of a charming 
little boy at a preparatory school, brought up in a 
simple faith by a devoted and sensible mother. 
Then come Marlborough, war service, Oxford, and 
Bart’s. Out of it all emerges a lovable man, 
Elizabethan in character, cultivated, fond of the good 
things of life, competent in professional work, and— 
at the same time—always wrestling with the probem 
of his duty as a Christian in the world to-day. 
Throughout this period, and, indeed, until he began to 
see some prospect of satisfying his lifelong ambition 
to be a missionary, Melly was in a constant state of 
restlessness. The cover of the book makes reference 
to his ‘‘ dual nature,” but the editors have wisely 
refrained from attempting an analysis of his character ; 
the reader will form his own impression from the 
wealth of material presented. The second half of the 
book is largely made up of letters and dispatches ; 
it is concerned with Melly’s work in Abyssinia, and 
is the greatest possible tribute to his-determination, 
heroism, and irrepressible good humour. It gains 
strength from the absence of comment, and the 
lighthearted way in which Melly describes the appalling 
difficulties with which the B.A.S.E. was faced. 


A NEW HOSPITAL MATTRESS 


Dr. H. ROLAND SEGAR, medical superintendent of 
the Wellhouse Hospital, Barnet, writes: For some 
time past it has been apparent to me, as to others in 
administrative positions, that the hair mattress, even 
when made of good-quality hair and good-quality 
ticks, has very definite disadvantages. Under severe 
hospital wear it has a short life, the latter part of 
which is very uncomfortable for the patient. In 
connexion with the equipment of our new puerperal 
sepsis block, where mattresses will be frequently 
sterilised, I decided some months ago to experiment 
with various types of mattresses, and I was fortunate 
in being able to interest Mr. Bernard Hicks in our 
requirements. Thanks to his coöperation a spring- 
interior mattress has been evolved which has great 
durability and can be sold at a price below that of a 
hair mattress. The interior spring is a continuous 
hand-wound high-tensile steel wire guaranteed for 
five years: it will withstand the passage over it 
several times of a large steam roller. The wire does 
not rust nor is the resilience of the spring affected by 
sterilising heat (260° F.) for 75 hours. Since the 
springs have no joins there is no noise when they are 
compressed ; there are no projections to wear through 
the coverings, and the weight is evenly distributed 
over a considerable length of wire, so that the patient’s 
body is evenly supported. It can be rolled, and 
there is uninterrupted ventilation through the entire 

ring to the outside air. Our experience at the 

ellhouse Hospital is that when this new mattress 
is employed there is no necessity to provide special 
air beds, rubber beds, and the like. It can be used 
unaltered for the Fowler position and on special 
Fowler beds; it can be lifted easily by one person, 
the usual handles being provided on either side ; and 


1 John Melly of Ethiopia. Edited by Kathleen Nelson and 
iF heehee London: Faber and Faber. 1937. Pp. 284. 
8. . 
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it is easily turned by one nurse from the top to the 


bottom of the bed by bending in the centre like a’ conditions prevailing in the Suda 


hair mattress. Finally, it can be remade using the 
same spring, and where required can be enclosed in a 
rubber cover, the latter being washed with soap and 
water between infectious cases. The mattress is now 
being manufactured by the Raco-Epeda Co., Ltd., 
Colnbrook Mills, Colnbrook, Bucks. 


A MISGUIDE TO SPORT 


Docrors to-day seem to have unlimited time 
between surgery hours to record their teeming 
thoughts. It makes a pleasant change, however, 
when the result of this mental catharsis is not a novel 
damning the profession in heaps but a few high- 
minded observations on the Englishman’s birthright, 
sport. Any serious student of sport who turns to 
Mr. Wotherspoon and Dr. Jackson for information 
will find plenty to mislead him.! Mr. Wotherspoon 
is not a medical man and so need not allow his 
strict disregard for truth to hamper him. Speaking 
as a golfer, he reminds us that ‘ at the nineteenth, 
every lie is a good lie.” Dr. Jackson (speaking as a 
cricketer) is no less untrustworthy, quoting a pre- 
viously unrecorded remark of Julius Cesar, when 
Brutus was cutting him: ‘“ Dico, vetus puer, hxc 
non est cicada.” The two together lead us through 
the exigencies of rugger, fox-bunting (‘‘ that thunder- 
ing English rose, the Hunting Woman, is perhaps 
the hardiest annual in the garden of England ”), 
shooting, backgammon, bridge, darts, dog-sbowing, 
fly-fishing, and a lot of other fancy pastimes including 
natural history. They make these occupations sound 
much more entertaining than they are in practice. 
Who, for example, can improve on the following 
recipe for the hat-trick: ‘For this simple jeu 
ad’esprit, three rabbits are necessary, and, of course, a 
bowler. The idea is to get the rabbits out as quickly 
as possible without anybody, not even the rabbits, 
quite seeing how it is done.” Or who can fail to 
endorse this description of that ‘‘ thoroughly English 
dance ” the Paul Jones: ‘‘ Each man grabs the 
nearest and least repellent girl and they resentfully 
tread together a regulation measure, mostly on each 
other’s toes, till the band once more plunges into 
‘The Ocean Wave.’’ Interpreting and reinforcing 
all this comedy are the pictures of Alison Fuller, 
witty, detailed, and admirably observed, from the 
“endless variety of habiliment’”’ of the beaglers to 
the tough girls who show dogs, and the hairy 
splendour of Paul Jones in person. Anybody who has 
a half-day off a week to spend on keeping fit should 
see that his family gives him this book for Christmas. 


STUDENTS’ GUIDE 1937-38: ADDENDA- 


A FEW omissions from the information given in 

THE LANCET of August 28th have been brought to 
our notice. 
In describing the educational facilities at Queen 
Mary’s Hospital for the East End (p. 508) no mention 
was made of the pathological laboratory, which 
serves not only the institution itself but takes in 
work from other hospitals and for the borough and 
county councils. 

Leeds was omitted (p. 545) from the list of univer- 
sities granting the Diploma in Public Health. ‘‘ We 
are in fact,” the dean tells us, ‘‘ having bigger classes 
than ever before.” 

Under the heading University of Ediyburgh (p. 512) 
reference was inadvertently omitted to the Edinburgh 
Eye, Ear, and Throat Infirmary. 

Among the teaching hospitals of Dublin (pp. 520-22) 
no reference was made to Cork-street Hospital, one of 
the oldest fever hospitals in the British Isles (being 
founded in 1801) and the largest teaching fever 
hospital (280 beds) in the Free State. The hospital 
is recognised by the National University, Trinity 
College, and the Irish Conjoint Board for under- 
graduate and post-graduate instruction. 


1 Some Sports and Pastimes of the English. 
Wotherspoon and L. N. Jackson. Illustrate 
London: Herbert Jenkins. Pp. 96. 3s. 6d. 


By Ralph 
by Alison Fuller. 
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Attention has already been called (p. 754) to revised 
i n Medical Service 
But we omitted to mention that the 74 per cent. 
abatement of pay is no longer in force. Actually this 
measure was rescinded over three years ago. i 

As the result of a petition in 1934 of the Afric 
medical officers in Sierra Leone for improved condi- 
tions of service, the word ‘‘ African ” has been deleted 
from their title and they are now offcially styled 
Medical Officers (Sierra Leone, or Gold Coast, or 
Nigeria, or Gambia, as the case may be). European 
officers are styled Medical Officers (Colonial Medical 
Service). The West African Medical Service has been 
abolished. The scheme of appointing young medical 
men (Africans) temporarily for a year as house surgeon 
has been extended to Sierra Leone, where also two 
higher posts (medical officer and pathologist) have 
been created with salary rising to £820. 

Since the Students’ Number was issued we have 
received from H.M. Stat. Office (Colonial, No. 140, 
ls. 3d.) the second edition of the Colonial Medical 
Service list, revised up to August ist of the present 
year, conveniently arranged alphabetically with 
brief biographical records. Officers desiring additions 
or corrections are invited to write to the editor of 
the list at the Colonial Office, 


LONDON STREETS 


MANY medical men who have not already purchased 
& copy of the new handbook issued by H.M. Post- 
master-General entitled ‘‘ London Post Offices and 
Streets,” June, 1937, would find it very useful. It is 
a large book for sixpence and replete with informa- 
tion. It is also interesting. In five minutes we found 
Doctor Street, Surgeon Street, Asylum Road, Herbal 
Hill, Insurance Street, and Ion Square. One item, 
“XX Place, E.l,” is hardly less curious than the 
“ Of Alley ” of the Adelphi, which has now been 
renamed. 


THE LANCET 100 YEARS AGO 


October 21st, 1837, p. 125. 


From a leading article. 


When we commenced the publication of this Journal, 
one of the first principles which met with the most deter- 
mined oppositioa from a short-sighted and self-interested 
coterie, was the right which we claimed of publishing, for 
the benefit of our professional brethren, the lectures 
delivered by medical men in public medical institutions. 
The history of this contest is still fresh, we believe, in 
the memories of most of our readers; the struggle, 
though fierce, was a brief one; right triumphed over 
might, and the materials for creating a vast quantity of 
knowledge, which, until then, remained useless in the 
wards of the hospitals, like treasures in the coffers of the 
miser, then, for the first time, were generally diffused 
amongst the profession. Many of the men who, up to 
that eventful period, waged against us a “‘war to the 
knife,” are now compelled to confess that they themselves 
have reaped, from the publication of their lectures, benefits 
of the most solid and lasting kind. Strange blindness of 
human nature! For the last few years publicity has 
become the element of reputation of all men occupying 
distinguished stations; far from threatening us with the 
pains and penalties of the law, for presuming to confer an. 
European celebrity upon our surgeons and physicians, by 
the publication of their lectures, these gentlemen now feel 
that their own interests are intimately connected with the 
interests of society at large, and are now suitors for that 
publicity which their immediate predecessors affected to 
regard as the ground-work of their ruin. It were needless 
to point out, at this epoch, the benefits which accrue to 
the profession:in this country, from the publication of 
lectures upon the various branches of medical science by 
eminent individuals, whose talents, qualifications, and 
acquirements, entitle them to become teachers. We are 


‘proud to say that, through our instrumentality, these 


benefits have been extended to a great part of the civilized 
globe. | 
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ADDRESSES AND ORIGINAL ARTICLES 


‘THE PROBLEM OF 
ASSESSING PSYCHIATRIC TREATMENT 


4S ILLUSTRATED BY A FOLLOW-UP OF EIGHTY-THREE 
PATIENTS SEEN AT A GENERAL HOSPITAL 


By Drsmonp CuRRAN, M.B. Camb., F.R.C.P. Lond., 
D.P.M. 


PHYSICIAN FOR PSYCHOLOGICAL MEDICINE TO 8ST. GEORGE’S 
HOSPITAL, AND PSYCHIATRIST TO THE HOSPITAL FOR 
EPILEPSY AND PARALYSIS, MAIDA VALE 


THE magnitude of the issue raised by the minor 
forms of mental ill health has been convincingly 
demonstrated by the investigations of Halliday 
(1935) and others, and is now generally recognised. 
The prognosis and the possibilities in treatment for 
these cases therefore assumes very great importance. 
Several encouraging reports on the results obtained 
in cases treated by psychotherapy have appeared, 
(Ross 1936, Luff and Garrod 1935, Neustatter 1935) ; 
but these findings lay themselves open to the criticism 
that, however informative they may be as prognostic 


statements, they. may be less informative on the. 


efficacy of psychotherapeutic or other modifying 
influences in the absence of control cases. Now 
to obtain controls in psychiatry is an extremely 
difficult task, for it is very hard to collect groups that 
can legitimately be compared. Yet it is evident that 
without some sort of control, it is difficult to know 
what should be attributed to the various forms of 
treatment—physical, social, and psychotherapeutic— 
which have been employed; and this difficulty 
becomes greater when knowledge is lacking on what 
would have happened hag these forms of treatment 
never been used. 

The difficulties of the problem become more 
apparent when it is remembered that, although it is 
clearly only legitimate to compare groups that are 
comparable, yet to obtain a group for comparison 
that has never had any treatment at all cannot be 
done. The reason for this lies in the plastic nature 
of the material. Thus there can be no doubt that the 
examination necessary to ‘“‘make a diagnosis ”’— 
which might be better expressed as a provisional 
formulation of the problem—can exert a modifying 
influence which may be considerable, and which 
always has an effect. In other words, it is not possible 
to determine, even grossly, the nature of a reaction 
without changing that reaction, at least to some 
extent ; for, as thé inevitable result of any medical 
examination, an impression, as well as various recom- 
mendations, have always been made. 

But circumstances sometimes dictate that a series 
of psychiatric cases should be seen under conditions 
that prohibit attempts at psychotherapy of an 
intensive type. (“ Intensive psychotherapy” will 
here be defined as implying the continuation for at 
least a month of probably not less than three, and 
certainly not less than two, interviews per week 
lasting the best part of an hour.) The subsequent 
history of patients who have received treatment 
that did not include intensive psychotherapy would 
have considerable interest. Some light might be 
thrown upon several vexed problems. What can 
legitimately be claimed for intensive psychotherapy ¢ 
When is it called for? In what conditions may 
more simple methods suffice ? 

As a small contribution to these difficult and 
important problems, the results obtained by a follow- 

5957 


up of 83 patients who attended the psychiatric out- 
patient department of St. George’s Hospital will 
be given below. For several reasons, few deductions 
are possible; but the findings appear aeggeniiye 
and raise certain points. 


FACILITIES FOR TREATMENT 


It is perhaps permissible to state that facilities for 
psychiatric work at St. George’s Hospital have now 
improved ; but during a period 1933-34, when the 
patients to be considered here were examined, the 
conditions were as described below. 

While an assistant medical officer at the Maudsley 
Hospital, I was appointed as psychiatric clinical 
assistant to Dr. Anthony Feiling in the neurological 
department of St. George’s, and saw all the psychiatric 
cases that were referred. On an average, three or 
four new patients, as well as the old ones, had to 
be seen at each of the sessions, which were held once 
a week. At first there were no assistants ; but later 
Dr. Eliot Slater, of the Maudsley Hospital, kindly 
gave valuable help and saw many of the old patients 
who came again. There was no psychiatric social 
worker; but the services of the excellent almoners’ 


department were freely used for arranging treat- 


ment in convalescent homes and such other social 
measures as were possible in the limited time at their 
disposal. The only room available was a repellent 
chamber otherwise employed for dental extractions, 
and the dental chair was a very prominent fixture. 

It is obvious that there were no opportunities for 
attempts at intensive psychotherapy under such 
special conditions; and it can be safely assumed 
that whatever else these patients got—and it may 
be hoped they got something—they did not get 
that. 

SELECTION OF PATIENTS 


The only criterion for selection was that the patients 
should have been thought to present psychiatric 
problems by one of the out-patient physicians or 
surgeons, who referred them direct. They were, in 
fact, referred from every department, and had all 
received a physical examination. The patients, with 
few exceptions, had not been attending the hospital 
for a long period—i.e., they.were not drawn from that 
faithful band of hospital devotees known as the 
“ 10 o’clocks ” (these, incidentally, would themselves 
provide an interesting field for psychiatric study). 
Nevertheless, as will be seen, many had complained of 
symptoms for a considerable time. 

It seems probable that the patients were a repre- 
sentative enough sample of the type of psychiatric 
case that is met with in the out-patient department 
of a general teaching hospital. 


THE FOLLOW-UP 


The following questionnaire, together with a letter, 
was sent out to a series of patients who had been 
examined consecutively: since attending St. George’s— 


1. Have you regained your former health ? 

2. Do you still suffer from symptoms which trouble 
you ? If so, what symptoms ? 

3. Have you been able to go back to work, or to carry 
on with your work in.a satisfactory manner ? 

4. Have you been under any other hospital (a) as an 
out-patient ? (b) as an in-patient? If so (a) When? 
(6) Where ? (c) For how long ? 

5. Any other points you wish to mention ? 


There are obvious objections to any follow-up study 
made by questionnaire or correspondence. These 
8 
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objections hold especially for patients whose judgment 
is grossly impaired, as in certain psychoses. Thus, 
one schizophrenic answered the first question by 
“ yes,” and the second question by writing: ‘“‘ The 
birds still speak to me.” But very few of the patients 
considered here suffered from conditions which would 
render such an answer possible, and it can almost 
certainly be safely assumed that the group as a whole 
would not be likely to underestimate the severity 
of their symptoms, or the disabilities caused thereby. 
Indeed, it can usually be assumed that if a patient 
who has suffered from one of the minor forms of 
mental trouble subsequently answers the first question 
by “yes,” the second by “no,” and the third by 
“yes,” that patient can be considered greatly 
improved or well. 
Never less than a year, and in the earlier cases up 
to three years, had elapsed between the last attendance 
and the time when the inquiry was made. 


THE RESPONSE 


Of the 83 patients who sent a satisfactory answer, 
49 were women and 34 men. This represents just 
over 40 per cent. of the total number circularised. 
The percentage of men and women who replied was 
nearly identical, and somewhat surprisingly, the 
percentage of replies from the earlier cases was the 
same as those sent by patients seen at a later date. 
Almost exactly the same proportion (40 per cent.) 
made no reply. The other inquiries were returned 
“ untraced.” (20 per cent.). 

Luff and Garrod (1935), who were able to follow up 
70:4 per cent. of a very different social group treated 
at the Tavistock Clinic, appear to believe that the 
vitiation of results by untraced patients is less serious 
than might at first be thought, basing their opinion 
upon the fact that the results at the end of treat- 
ment in their untraced group appeared to be the 
same as the results obtained at the end of treatment 
in those that could be traced. This argument may 
be justified ; but it is clearly in the nature of an 
inference, the justification for which cannot be known 
in the absence of factual confirmation. 


THE RESULTS 


The criteria by which other workers have assessed 
their results have not always been laid down very 
definitely, and therefore it seemed desirable to state 
the criteria which have been used here at some 
length. The cases were divided arbitrarily into 
three groups. 


Group 1.—‘‘ Much improved.” A patient only qualifies 
for this group if: (a) The answer to question 1 was “‘ yes ” 
or “99 per cent.,” ee “almost.” (b) The answer to 
question 2 was ‘‘no’ “an occasional headache only,” 
‘ yes.” 


&c. (c) The answer to “question 3 was ‘ 
A patient only qualified 


Group 2.—‘ Improved.” 
for this group if: (a) The answer to question 1 stated 
very great improvement. (b) The answer to question 2 
revealed certain symptoms, but did not stress their 
severity. (c)(Very important.) The answer to question 3 
indicated that the patient was not only working, but able 
to do so with satisfaction and comfort, as judged by lack 
of complaint. 


Group 3.—“ Not nunoved. > All the other patients 
were placed in this group, even if they were able to work, 
or even if they stated they were better, if they stressed 
the severity of their symptoms, or stated they had found 
working difficult. Any inability to work due to symptoms, 
of course qualified for this group at once, 


It is perhaps worth emphasising that no such 
category as “slightly improved” was allowed. 
Such patients would be included in Group 3. 


_ The gross results are set out in Table I. From this 
it will be seen that of these 83 patients 51 (61 per 
cent.) were “much improved” or “improved ”’ 
and 32 (39 per cent.) were “not improved.” (The 
percentages are given only for convenience.) This 
“ not improved ” group includes patients who were 
in fact slightly improved. These estimates are based — 


TABLE I.—Resulis of Follow-up 


Group 3: 
ot 
improved. - 


14 
32 (39%) 


83 | 28 (34%) 23 (28%) 


51 (61%) 


Improved and much maproxed as 
32 (39%) 


N Not improved : ee 


on the answers obtained never less than a year after 
the last attendance. It is interesting to note that 
the earlier cases, where the interval ran up to three 
years, appeared to do slightly better than the later 
ones, and they certainly did not appear to have 
relapsed i in greater numbers. If the organic reactions 
and more definite psychoses are excluded, the results 
obtained improve considerably. 


TABLE II.—Results in Age-growps 


Group 1 Group 3: 
ipl fageneod Improved. aoe ea: 
yon Men. women: Men. wa Men. 

16-20 0 a “2 2 2 
21-30 3 2 5 e 4 4 2 
31-40 .. 6 .. 3 4 1 5 2 
41-50 3 2 1 1 4 3 
Over 50.. 1 0 3 2 3 .. & 
Total .. | 18 .. 10 13 .. 10 18 .. 14 


Age-groups.—Table II gives the results in relation 
to various age-groups, and although the numbers are 
too small to permit of any conclusion, the younger 
patients appear to have done better, as might be 
expected. 

TABLE III.—Duration of Symptoms 


Group 3: 
Duration. one $ ee me NO 
Under 3 mth. bis aaa men omen. Men. /Women. Men 
3-6 mth. 1 2 9 nea 
6 mth.—1 yr. 4 2 i 3 { 
1-3 yr. 3 2 r š | 
Over 3 yr. .. 5 4%: 1 12 7 { 
“Totals. | 48 .. 10 TERET 


Duration of synvptoms.—Table III gives the results 
in relation to duration of symptoms, which with 
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y 
psychiatric patients is so often such a much better 
prognostic guide than mere severity. The date of 
onset of symptoms in psychiatric cases is often 
extremely indefinite, and in many of these cases the 
duration given only relates to the approximate period 
when the symptoms became more prominent, as 
estimated by the patients themselves, and as confirmed 
by the friends or relations who, with rare exceptions, 
accompanied them. ‘“ Nervous” symptoms had 
often been present for much longer periods than those 
given here. The duration of symptoms in these 
cases, together with the diagnosis, probably provides 
the best indication of the types of cases that made 
up the group. 
DIAGNOSIS 


Table IV gives the results in relation’ to the 
diagnostic labels. Endless discussion and differences 
might arise about the correct allocation of the cases 
under these headings, and about the wisdom shown 
in the choice of the headings themselves. 


TABLE IV.— Results in Relation to Diagnostic Labels 


Group 1: : Group 3: 
ee improved. Improved. ‘igre ea: 
Women. Men./Women. Men. Women. Men. 

Organic states .. 2 .. 0 0 .. 2 3... 0 
Anxiety ” 5 9 8 .. 3 3... 5 
Hysterical ,, 4 0 3 3 2... 2 
Depressive ,, 4 1 1 .. 1 2... 4 
Schizophrenic states 0 .. 0 0 .. 0 5.. 2 
Obsessional ” 0 .. 0 1 .. 0 1 .. 0 


Total .. -» |. 18 .. 10 13 .. 10 18 .. 14 


Organic states.—All these, cases showed a definitely 
organic type of mental reaction ; thus, one had a transient 
confusional condition consequent upon a small cerebral 
thrombosis; another was a post-encephalitic, and so on. 
It is not, of course, doubted that organic factors had 
played a part in many of the other cases. l 

Anviety states.—As it seemed pointless to try to sub- 
divide too much, several less clearly differentiated neuroses 
were put under this heading, which is thus a somewhat 
mixed bag, including, for example, hypochrondriacal 
reactions of the menopause and other conditions that, 
although certainly exhibiting anxiety as a prominent 
symptom, were by no means typical “ anxiety states.” 

Hysterical states. —Under this heading has been included 
not only the more definite “‘ conversion ” cases, but also 
those cases in whom the development of the symptoms 
appeared very strikingly “‘ opportune,” especially when 
the personality seemed to be one skilled in self-deception. 

States of anxiety and depression.—A sharp distinction 
between neuroses and what are sometimes described as 
“ mild manic depressive psychoses ” has enjoyed a certain 
vogue in this country, but for reasons that have been 
given elsewhere (Curran 1937), this sharp distinction does 
not appear to be justified upon symptomatic, nor indeed 
upon any other grounds. These intermediate cases were 
therefore given this heading to themselves. 

Depressive states.— Few of these patients were depressed 
to a certifiable extent when seen, and it will be observed 
that not many of them were certified later. 

Schizophrenic states.—TIwo of the patients included here 
belonged to the paranoid end of the schizophrenic-paranoid 
series, and were fairly typical “ paranoid states.” Both 
were at home and one was working. Three of the schizo- 
phrenics had been certified ; the other two were still able 
to carry on in the community, and able to do work of a 
kind, one at home, and the other as a domestic under a 
charitable mistress who coöperated well. 


Obsessional states.—Several other patients had definite 
obsessional symptoms which, however, appeared less 
prominent than the depressive or the anxiety components, 
ae consequently. they have been classed under those 

eads, 


FREQUENCY OF ATTENDANCES 


Only 25 patients attended upon more than three 
occasions after the first examination. Of these 
patients 10 qualified for Group 1, 5 for Group 2, 
and 10 for Group 3. It will be seen, therefore, that 
so far as this group goes there was no relationship 
between the frequency of attendance and the result. 
Similarly, in the very different investigation of 
Luff and Garrod (1935) from the Tavistock Clinic, 
when 50 per cent. of the patients were seen for more 
than 20 interviews lasting an hour, no relationship 
could be found between the frequency of the 
attendance and the final result. These facts might 
easily lend themselves to misinterpretation. 


ATTENDANCE AND TREATMENT ELSEWHERE 


Comroe (1936) followed up 100 patients diagnosed 
as neuroses that had been admitted to a medical 
clinic in Pennsylvania, and found that 24 per cent. 
showed definite evidence of organic disease within an 
average period of eight months. 
` The number of these patients who attended other 
hospitals is therefore of interest, not only as checking 
up upon the other medical influences that were brought 
to bear upon them, but in order to find out whether 
a large proportion in fact developed similar evidence 
of organic disease. It would seem probable that the 
definite development of an organic disease would, in 
most instances, result in hospital attendance, and with 
severe cases, in hospital admission. 


Admitted to general hospitals: 6 patients (Group 2— 
2 cases, Group 3—4 cases). The answers to question 4 
show that, of these 83 patients, 6 had been admitted to. 
general hospitals; three of these were discharged after 
a short period of residence (Group 2—1 case, Group 3— 
2 cases); two had been operated on for “ appendicitis ” 
(Group 3), and one for “‘ adhesions ” (Group 2). 

Attended general hospitals as out-patients: 6 patients 
(Group 1—1 case, Group 3—5 cases). The Group 1 case 
attended the ear, nose, and throat department on one 
occasion. _ 


There is therefore little evidence to suggest that a 
large percentage of these cases developed definite 
evidence of organic disease of a severe type; nor 
do the operative interferences, nor the medical treat- 
ment received, appear to have resulted in much relief 
from the “ psychiatric ” point of view. Whether the 
operations were what might be called “to be on the 
safe side ” operations or not, cannot be said. 


Admitted to mental hospitals : 7 cases (Group 3—6 cases, 
Group 1—1 case). Three schizophrenics were still under 
certificate; two “‘depressive states”? (both elderly), 
were also still under certificate ; and one “ state of anxiety 
and depression”? (an elderly woman) had died. One 
young depressive had made a complete recovery. 

Admitted to the Maudsley Hospital: 4 cases (Group 1— 
2 cases, Group 2—1 case, Group 3—1 case). | One severe 
obsessional was under treatment at the time of the inquiry ; 
one quite severe puerperal depression had recovered ; 
one in a state of anxiety and depression had taken her 
discharge after four days, and had subsequently recovered 
by the sea; and one case of anxiety state had been. 
improved. 

Admitted to neurological hospitals: 2 cases (Group 1— 
1 case, Group 2—] case). One hysteric—a ‘‘ compensation 
neurosis ’—had recovered after the claim was settled. 
And an “ anxiety state ” had improved. 

Attended for treatment at other psychiatric out-patient 
departments : 6 patients (Group 1—1 case, Group 2—1 case, 
Group 3—4 cases). The SD 1 case apparently attended 

S 
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this other psychiatric out-patient department, in the 
provinces, on one occasion only. One of the patients 
classed as Group 3 was undergoing her second year of 
psycho-analysis, which was stated to be “ pursuing 
its usual course.” As the treatment had not terminated 
the continuance of symptoms was presumed. 


It therefore seems that the good results cannot 
often be attributed to treatment received elsewhere ; 
for of those patients who were admitted to, or treated 
at, other hospitals or clinics, 6 cases belonged to 
Group 1, 5 to Group 2, and 20 to Group 3. Nearly 
all those who received psychiatric treatment were 
directly referred for various reasons ; and when this 
is taken into account, it is rather surprising how few 
of these patients “went the rounds.” 
could be determined, only one patient attended at 
more than one hospital. 


DISCUSSION 


As a matter of interest, some figures obtained from 
several sources are given in Table V. The interest 
lies in the fact that these figures, obtained as they 


TABLE V 
No. of . Where 
Authors. |patients.| treated. 
1. Luff and 500 Tavistock (a) End of 65-6 
Garrod Clinic reatment. 
(1935). (out-patients). |ì (b) a 55 
2. Kessel and 33 New York Uncertain. 67 
Hyman Psycho-analytic 
(1933). Society 
(out-patients). 
3. Neustatter 50 |Maudsley Hosp. End of 62 
(1935). . (out-pa ients). | treatment. 
4. Ross(1936).{ 1186 Cassel Hosp. After 1 yr. 70 
(in-patients). 
iC ? 600 Mandalay Hosp. End of 64 
Ot ee (out-patients). | treatment. 
6. Present in-| 83 2 George’s After 61 
vestigation. aie (out- 1-3 yr. 
ents). 


are from different investigations, upon patients 
treated under totally different conditions, by different 
workers using different methods, should only vary 
within such narrow limits. | 

Figures put forward in this way might lend them- 
selves to the most erroneous deductions. It might, 
for example, be deduced that if the results of dis- 
similar methods of treatment were so similar, it 
did not really matter what form of treatment was 
used ; and it might be argued that, if the results 
obtained without the aid of intensive psychotherapy 
appeared to be about as good as the results obtained 
when intensive psychotherapy was employed, the 
case for intensive psychotherapy fell to the ground. 
Such deductions would, of course, only be possible 
if it was assumed that the cases investigated and 
. treated were in fact comparable. Now, if one thing 
_ appears certain, it is that they are not comparable ; 
for the crucial point is that they have not only been 
treated, but they have been selected, in different ways. 
It would, for example, be fantastic to compare the 
patients who attended St. George’s, with the patients 
treated by Neustatter; for, whereas the former 
group was selected in the way which has been explained, 
the latter was specifically chosen from the large out- 


So far as” 


patient material at the Maudsley Hospital as being 
specially suitable for psychotherapy of an intensive 
type. This implies that many of these patients 
were not considered to be likely to yield to simpler 
methods. 

Indeed, Mapother (1927 ) When presenting his 
figures, maintained, and demonstrated convincingly, 
that they served no useful purpose except to expose 
the fallacy of arguing from his statistics, or from other 
statistics collected in similar ways from a mass of 
patients who had really little in common except that 
they suffered from minor forms of mental illness. 

Now, most regrettably, it is possible to see in books 
and articles dealing with such conditions the belief 
either openly expressed, or implied, that neuroses 
have at least one point in common—namely, that 
recovery or remission cannot be anticipated unless 
psychotherapy of a relatively elaborate kind is 
employed. The implications of such a belief are 
obvious ; not only should all neuroses be so treated, 
but any improvement then observed can be directly 
attributed to psychotherapeutic intervention. Thus, 
in the investigation from the Tavistock Clinic con- 
ducted by Luff and Garrod (1935), which is entitled 
the After-results of Psychotherapy, a word of warn- 
ing is issued about making psychotherapeutic claims 
in the depressive states; and although the results 
obtained in these cases are included in the final total, 
it is stressed that many of these cases improve 
spontaneously. No such warning is issued about 
the neuroses. 

Although the present investigation is open to 
criticism on many scores, and does not admit of 
much in the way of positive deductions, it does 
at least seem to demonstrate one point. Many of 
the neuroses seen in the psychiatric out-patient 
department of a general hospital—and by inference 
many of the neuroses seen elsewhere—can improve 
and even recover spontaneously—if by ‘‘spon- 
taneously’ is meant without receiving psycho- 
therapy of an elaborate sort. But to use the word 
“ spontaneously ” in such a special sense is most 
misleading. Even if certain cases do improve for 
reasons that, so far as can be seen, appear to be 
independent of environmental factors, other patients 
certainly do respond to such influences, and intensive 
psychotherapy is not the only possible stimulus 
of a beneficent kind. Indeed, it would be some- 
what pessimistic not to suppose that at least certain 
of these cases reacted favourably to the experiences 
they received at St. George’s ; though unquestionably 
a favourable reaction often took place owing to 
circumstances over which little or no influence could 
be claimed. Witness a hysterical girl of 25 who had 
never been able to keep a job since leaving school, 
because of bad temper, headaches, and fatigue; she 
was also a complete pest at home. Yet this girl 
obtained a position which suited her, and at the time 
of the inquiry had worked steadily for well over a year, 
a “ different person ’ as her mother wrote. To have 
obtained such a position for her would have been 
a success for psychiatric treatment; but the claim 
cannot be made. 

The alternatives in psychiatric treatment are not 
intensive psychotherapy or “‘ simple reassurance and 
medicine,” which is an inadequate formulation of 
the other modifying influences that can be brought 
to bear, though space forbids of a fuller discussion 
of what can be done* or of what was attempted. 
That many ‘ neuroses,” even those of long standing, 


* For a full discussion, Oskar Diethelm’s recent book, Treat- 
ment in Psychiatry (New York, 1936), can be recommended. 
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can improve without any elaborate psychotherapy, 
and that, quite often, much can.be done of quite a 


“simple”? kind to help, seems sometimes to need. 


emphasis. This is one of the encouraging points in 
psychiatry, and makes excellent psychiatric treat- 
ment possible for the general practitioner, and not 
the prerogative of a physician specially trained 

This fact should certainly be taken into considera- 
tion when making claims for intensive psychotherapy. 
But of course it does not imply that no claims for 
intensive psychotherapy can be made. Those who 
are sceptical would be well advised to read Ross’s 
Prognosis in the Neuroses (1936) and could not do so 
without being convinced that many of the patients 
who had the good fortune to be admitted to the 
Cassel Hospital under his care owed their subsequent 
health and happiness to the psychotherapy which 
they there received. | 

Yet to prove the immense and even specific value 
of intensive psychotherapy for certain selected 
neuroses does not demonstrate the necessity for its 
exhibition in all. Certain neuroses are incurable ; 
certain others appear to get better “ by themselves ” ; 
many only need a little help; and many need much 
help, often—but not always—including psychotherapy 
of an intensive type. Not to recognise these facts 
may result in false claims, and in the waste of much 
time and patient’s money. 


SUMMARY 


1. The results are recorded of a follow-up con- 
ducted by questionnaire upon 83 patients who 
attended the psychiatric out-patient department of 
St. George’s Hospital, the inquiry being made at a 
time covering 1-3 years after their last attendance. 

2. The interest of the inquiry lay in the fact that 
the rather special conditions of work prohibited 
attempts at treatment by “‘ intensive psychotherapy,” 
a suggested definition of this term being given. 

3. Of these 83 patients 51 (61 per cent.) were found 
to be “ greatly improved ” or “improved ” according 
to the criteria which were laid down. 

4. The results published in investigations conducted 
upon patients who had been treated by intensive 
psychotherapy are seen to be very similar. -` 

5. It is pointed out that deductions of a disparaging 
kind to intensive psychotherapy should not be drawn, 
for the patients had not only been treated, but had 
been selected in different ways, and therefore were not 
really comparable. 

6. It is, however, also pointed out with regret 
that the pessimistic view seems not uncommonly to 
be held that neurosds have at least one point in 
common—namely, that they cannot be expected 
to improve unless ‘intensive psychotherapy’ is 
employed—from which it is deduced that any 
subsequent improvement may be directly attributed 
to psychotherapeutic intervention. | 

7. It is claimed that, although few other deductions 
would be justified, the one definite deduction which 
can be made from this investigation is that such a 
pessimistic view is false. 

8. It is also pointed out that the alternatives in 
psychiatric treatment are not ‘intensive psycho- 
therapy ” or “reassurance and medicine”; and that 
one of the most encouraging features in psychiatry 
is that many neuroses (which should not be sharply 
contrasted with psychoses) do improve when treated 
in quite simple ways, or as the result of circumstances 
over which a physician has exerted little or no control. 

9. It is stressed that the above facts must be 


considered when making claims for intensive. psycho... 


therapy, and that there is a fallacy in supposing that 
improvement which cannot be attributed to intensive 
psychotherapy must therefore be regarded as being 
“ spontaneous.” eo 

10. Finally it is stressed that to urge the adoption 
of a more critical attitude towards certain of the 
claims made for intensive psychotherapy does not 
imply a nihilistic attitude; and that intensive 
psychotherapy seems unquestionably of immense 
and even specific value for carefully selected neuroses. 
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NUTRITION SURVEYS : 
VITAMIN-A DEFICIENCY AMONG 
SCHOOL-CHILDREN 
IN LONDON AND CAMBRIDGE * 


By M. K. Marrra, Ph.D. A 
AND 
LESLIE J. HARRIS, Sc.D., D.Sc., Ph.D. 


(From the Nutritional. Laboratory, University of Cambridge, 
and Medical Research Council) 


ONE of the most urgent objectives in nutritional 
work at.the present time should be to collect reliable 
quantitative data concerning the incidence of condi- 
tions of suboptimal nutrition in different parts of 
the country. Opinions—or perhaps it would some- 


times be as accurate to say impressions—differ widely 


as to whether undernutrition is widespread or. other- 
wise. No doùbt one of the main obstacles has been 
to define accurately what constitutes optimum nutri- 
tion: for it is obvious that standards and criteria 
have first to be fixed before the extent of the devia- 
tions from them can be measured. As it is, attempts 
in the past to estimate the prevalence of malnutrition 
have been sought along a variety of different channels. 
Thus, in one direction, estimates have been made of 
the amount of money spent on food. by different 
groups of the population. The conclusion has been 
reached that “a diet completely adequate for health, 
according to modern standards, is reached ... [only]... 
at an income level above that of 50 per cent. of the 
population ° (Orr 1936); “the main factor in the 
production of subnormal nutrition in children being 
poverty ” (MacNalty 1935; see also League of Nations 
Mixed Committee 1936, Gourlay, quoted by Menzies 
1936). Along a parallel line of approach, studies have 
been made of the actual food consumed by the com- 
munity, and have led to similar findings. For example, 
while expert opinion agrees that for children of 1—5 
years of age the consumption of one pint of milk per 
child per day is desirable, the average amount actually 
taken is found to be far short of this. Pointing again 
in the same direction, a number of carefully con- 
trolled dietary experiments have proved that marked 
benefit to health has resulted when the diet has been 
augmented in such a way as to make it conform more 


pe ac me pe eg ge 
*Communicated to the Biochemical Society, Cambridge _.. 
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closely to the requirements of modern nutritional 
science (Corry Mann 1926, Orr 1928, Leighton and 
Clark 1929, Friend 1935, Williams 1936; see also 
McCarrison 1936, Orr et al. 1935). It is well known 
too that the standards of physique as well as the 
morbidity and mortality-rate among the poorly fed 
groups of the population compare unfavourably with 
those of the better fed groups, and there are good 
grounds for supposing that the actual diet itself is in 
fact an important causative factor in these differences. 


But inquiries along such lines as the foregoing, 
valuable as they indisputably are, have the dis- 
advantage that they give only indirect, or “ presump- 
tive,” evidence of malnutrition, as opposed to more 
direct evidence based on actual examination of the 
individual for signs of deficiency. And while it is 
true that official estimates of the prevalence of mal- 
nutrition are issued in the returns of medical officers 
of health and of school medical officers, it has to 
be remembered that these estimates are in reality 
subject to a number of rather severe if now well- 
_ recognised limitations. 


With the conditions under “which such routine 
examinations of large numbers of school-children 
have ordinarily to be carried out, there is little or no 
` opportunity for the application of the more modern 
and sensitive scientific tests by which individual 
specific deficiencies can be detected, and the exami- 
nation has generally to be limited to a measurement 
of the height and weight of the child together with 
an inspection of his general “clinical appearance.” 
The result is that these returns give little indication 
of the incidence of the milder degrees of deficiency 
(“partial deficiencies’), or of the early stages of 
such deficiencies. These conditions of partial or 
early deficiency while they may thus escape notice 
at the superficial clinical examination are none the 
less of consequence to the child’s health, and may 
perhaps sometimes be the cause of significant damage 
in later years. Under these circumstances, as has 
been suggested elsewhere (Harris 1936), the only way 
of obtaining a true picture of the incidence of under- 
nutrition throughout the country would seem to be 
to carry out a series of surveys upon random speci- 
mens of the population to determine the rate of 
incidence of given specific deficiencies. Such tests, 
as already indicated (loc. cit.), consist of—the ‘‘ urine 
(saturation)”’ tests for vitamins B, and C, the “ blood- 
phosphatase”’ test for vitamin D, hæmoglobin 
estimation for the presence of nutritional anzmia, 
and the dark adaptation test for vitamin A. In the 
case of vitamin C it has previously been reported that 
a large proportion of subjects of the voluntary 
hospital class who were examined were found to fall 
“ below standard,” which raised the presumption 
that their past diet had contained less than the 
“reputed optimum” of vitamin C—a conclusion 
which tallies with the general findings in the dietary 
survey of Orr (according to which the poorer half 
of the population receive less than: their calculated 
standard requirement of this vitamin); several 
hundred normal control subjects kept in receipt of 
the reputed optimum daily intake of vitamin C were all 
duly above standard (see Harris et al. 1936, Abbasy et al. 
1935, 1936,1937). Thepresent paper gives some interim 
findings for vitamin A. The work in question was 
carried out in the winter of 1936 and spring of 1937. 


+ 


EXPERIMENTAL 


Method.—The technique used was based, with minor 
modifications (to be described below), on that described 
by Jeans and Zentmire (1933) involving the measure- 


ment of dark adaptation (partial night-blindness) by 
means of the Birch.Hirschfeld photometer. (This is 
Jeans and Zentmire’s first method ; for later modi- 
fications cf. Jeans, Blanchard, and Zentmire 1937.) 


The principle of the method depends, in rough out- 
line, on the following theoretical considerations (see, 
e.g., Wald 1934), Normal vision is dependent on 
the presence in the retina of an adequate supply of 
visual purple, which is .believed to be a derivative of 
vitamin A combined with protein. When the eye is 
exposed for a few minutes to a source of bright light 
a proportion of this visual purple is destroyed by 
bleaching. In consequence the acuity of vision, as 
measured by the ability to ses a dimly illuminated 
object in the dark, is lessened; the more so in a 
deficient subject. The extent to which the sight 
thereafter returns to normal will depend on the 
amount of visual purple which can be regenerated, 
which is governed by the available supplies of 
vitamin A. In vitamin-A deficiency or partial defi- 
ciency, therefore, there is some degree of “ night- 
blindness ’’ after exposure to bright light, and also a 
diminished degree of recovery in the dark. The 
Birch-Hirschfeld photometer provides a convenient 
means of determining the acuity of vision by measuring 
the minimum intensity of illumination which is just 
visible to a subject under the appropriate conditions. 


Since this paper was prepared for publication Mutch 
and Griffith (1937), working under the supervision of 
Sir John Orr, have given an interesting account of a simple 
alternative method for determining dark adaptation, 
depending on the use of Edmund’s hemeralopia test-type 
and Tscherning photometric glass. They were able to 
conclude that the technique could be considered satis- 
factory, since subjects who had a dark adaptation below 
a particular given limit were found to improve after 
treatment with vitamin A, whereas subjects above that 
limit showed no improvement; the test could be recom- 
mended for serial use and was sufficiently simple to be 
applied to an intelligent child of six. Mutch and Griffith 
mention that these trials are “‘a preliminary to a study 
of diet in relation to health which has been begun in 
Aberdeen and will be carried out at other centres in 
Scotland and England.” Their further results will be 
awaited with interest and will afford a welcome oppor- 
tunity of making a comparison with our own data, which 
are being obtained by a different apparatus and in other 
areas. 


For a more complete review of the literature on 
vitamin-A deficiency in relation to night-blindness, 
a paper by Jeghers (1937) may be consulted. 


= DETAILS OF TECHNIQUE AND CRITERIA USED IN 
PRESENT WORK 


Description of instrument.—The photometer (see Figure) 
consists essentially of a metal tube with asmall frosted fila- 
ment lamp bulb placed within it atoneend. An opal glass 
plate is fixed a few inches in front of the bulb to diffuse 
the light uniformly from it. In front of the opal glass 
plate an iris diaphragm is provided and then another 
opal glass. The opening of the diaphragm is controlled 
by means of a lever which moves over a scale, which, 
in the instrument used, is marked in divisions numbered 
from 1 to 20, and representing diameters of the diaphragm 
in millimetres. Immediately in front of the second opal 
glass is fitted a blackened metal disc with five circular 
holes punched in it, after the pattern of the five dots in 
a throw dice. In front of the metal disc is placed a ‘‘ Gold- 
berg wedge ”—i.e., a glass slide photographically treated 
in such a way that its light-absorbing power increases 
uniformly from one end to the other. The wedge is marked 
with a scale of opacities ranging from one to thirteen. 
Thus when the “‘ Goldberg wedge ” is slid along the front 
of the five spots of light, the effect of the gradual increase 
in the opacity is that soon only three spots are left visible, 
then two, and finally none. 
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In the present tests the small electric bulb was illu- 
minated by the current obtained from a four-volt accumu- 
lator. By means of @ small circular rheostat of the kind 
used in radio sets, the bulb was kept supplied with a 
constant E.M.F. of 3-5 volts, so that the intensity of light 
remained unaltered. New bulbs were fitted at fairly 
frequent intervals—e.g., after 4 to 6 dozen tests—to rule 
out any possible error due to their becoming dimmer 
with age. 

Method of carrying out the test.—The tests were carried 
out in a room that could be completely darkened. The 
subject to be tested was first seated in a chair provided 
with an upright back, his eyes being at the same level as 


Goldberg 


Opal 
wedge 


glass plate jig diaphragm 
p / 


SECTION 


TT LLL LLL Le 


b > Five hole disc 


The photometer. 


FRONT 
VIEW 


the wedge of the photometer and at a distance of 2 ft. 
from it and facing it. Behind the photometer, at a dis- 
tance of 3} ft. from the subject, an upright white screen 
about 4 by 4 ft. had been erected, and a 150 watt electric 
bulb in a metal reflector behind the subject served to 
illuminate the white screen. - 

For the first five minutes after entering the testing 
room the subject seated in the chair was directed to 
gaze at the brightly illuminated screen. At the end of 
this period the light was switched off and the subject 
was instructed to observe the five spots of light visible 
on the photometer, the brightness of which could be 
varied at will by the operator altering the opening of the 
diaphragm or the position of the ‘‘ Goldberg wedge.” 
During an actual test it was usually found convenient to 
keep the wedge in the same position, and the apparent 
brightness of the spots of light were altered by simply 
changing the openings of the iris diaphragm. The reading 
was taken at the point when three of the five spots were 
just barely visible to the subject—an increased illumina- 
tion causing five spots to be seen and a decreased illumi- 
nation only two.’ The small bulb in the photometer was 
then switched off and the subject was kept in complete 
darkness for 10 minutes. At the end of this interval the 
bulb in the photometer was switched on once more and 
the smallest diaphragm opening at which three spots were 
visible was ascertained. 

Criteria used.—In a number of preliminary trial tests 
with normal healthy individuals on good diets it was found 
that at the first reading with the ‘“‘ Goldberg wedge ” set 
at five the three spots were just visible when the diameter of 
the diaphragm opening was 8 to 10(or occasionally 12) mm. 
After dark adaptation for 10 minutes, with the wedge again 
set at five, a normal person could still just distinguish the 
three spots when the diameter of the opening was reduced 
to 2 to4mm. Inafew exceptional individuals the diameter 
of the diaphragm for the first reading could be reduced 
to as low as 6 mm. with the wedge set at five ; occasionally 
also for the final reading when the diameter of the dia- 
phragm opening was 2 mm. the wedge could be darkened 
to as far as six or seven instead of five. But for the tests 
described in this paper (see Table I), the “ normal range ” 
for the initial reading was taken as a diaphragm opening 
of 8 to 12 mm. and for the final reading a diaphragm open- 
ing of 2 to 4 mm., always with the wedge set at five—i.e., 
the normal range is described as ‘5 W, 8 D > to “5 W, 


12 D ” for the first reading, and “ 5 W, 2D” to “5 W, 
4D” for the second. . 

It was considered advisable for the purposes of the 
present survey to show two grades of abnormality— 
namely, one for subjects who approached very near to 
but did not quite reach the normal range, and the other 
for those who were so markedly subnormal that no doubt 
copld remain as to their condition. These have been 
denoted as “slightly below normal” and “ definitely 
subnormal ” respectively. 

A subject has been described as “‘ slightly below normal ” 
either (1) when his initial reading was within the normal 
range of “5 W, 8 D” to “5 W, 12 D” but the final 
reading was increased one grade above the normal to 
“5 W, 6 D,” or (2) alternatively (but a relatively rare 
occurrence) when the final reading was within the normal 
range of “ 5 W, 2 D ” to “5 W, 4D,” but the initial road- 
ing was above the normal—i.e., = “5 W, 14 D” (see 
Table I). 

Subjects have been described as “ definitely subnormal ” 
when the departure from normal was greater than the fore- 
going—i.e., either (1) when an initial reading of “5 W, 
14 D” or above was combined with a final reading of 
“5 W, 6D ” or above, or (2) when a final reading reached 
“5 W, 8D” or above no matter what the initial reading 
(see Table I). 

Control tests on normal subjects.—A. number of persons 
found to be normal were re-examined repeatedly on con- 
secutive days over a period of several weeks. Their 
readings were found to remain within the normal limits— 
in other words “learning ” (familiarity with the method) 
did not prove to be an important factor in influencing the 
result (cf. Snelling 1936). For control tests on deficient 
subjects see below. 

Notes on procedure.—A few observations on technical 
difficulties may be of use to other workers. In the first 
place it may be remarked that the initial reading has to 
be taken as quickly as possible as the eyes become adapted 
to darkness very rapidly at the beginning of the period | 
in the dark. The following procedure was accordingly 


TABLE I 
Standards Accepted for Present Work 
Reading of diaphragm with 


.“ Goldberg wedge ”’ set at 5 
3 spots just visible. 


First reading Second reading 
(after 5 min. (after 10 min. 
in light). recovery in dark). 
Normal ee ee ee ee 8-12 * 2—49 
“g htl b l 1” L e.o e 6 
lightiy below norma ate oii cs. Já 
“ Definitely subnormal ” OE a io 2. 
or TOA >8 


* The most common range for the first reading for a normal 
subject is 8-10 ; an occasional subject with exceptionally acute 
vision can reduce this value to 6; and sometimes for the 
second reading a “‘ Goldberg wedge” of 6 or 7 can be taken 
with the diaphragm stopped down to 2. 


adopted for taking this reading. Before the test the 
subject was shown the five spots of light and told that he 
would subsequently be asked to say how many out of 
the five had vanished or reappeared. After the period 
in the light the room was completely darkened. The 
diameter of the diaphragm was set at 16 mm. and the 
“ Goldberg wedge ” was for a moment moved to position 
4 or 3 to enable the subject to see clearly the exact . 
location of the five light spots. The wedge was then 
quickly set to 5 and the subject was questioned as to the 
number of spots visible to him. The lever controlling the 
diaphragm opening was next moved down one step and 
the subject was again questioned. This process was 
rapidly repeated step by step until an answer was received. 
that at first three and then only two spots were visible. 
The lever was thereupon moved backwards one step and ` 
the reading again taken for ‘“‘three spots.” In some 
instances with individuals having low reserves of vitamin A 
the test had to be carried out with the diameter of the dia- 
phragm set at 20 mm. in order to let in sufficient light, For 
s$ 
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persons who were unable to see the three spots of :light at 
the diaphragm setting of 20mm. and wedge setting of five, 
the initial reading could be regarded as subnormal and 
it was only necessary to take the final reading. This 
condition was, however, only encountered as a rule in 
persons with grossly uncorrected eye defects, who were 
therefore judged unsuitable for the test. 

For the final reading, it is possible to take more time, 
and the result can be very accurately chéetked. 

After the room has been darkened completely at the 
end of the period of five minutes in the light, all adjust- 
ments of the instrument and the recording of the readings 
have to be done in darkness. With a little practice this 
was found to be quite easy. The recording of the time 
is best done with a dark-room clock, which sounds an 
alarm at a stated interval of time. Alternatively, the 
clock may be placed at the back of the subject and observed 
with the help of a small torch. 

The test requires the willing coöperation, and a certain 
ability for intelligent comprehension, on the part of the 
subject tested. With very dull, or deaf, or mentally 
unbalanced persons it was not considered suitable. Also, 
reliability is doubtful with children below eight years 
of age. 

Finally, as already indicated, uncorrected eye defects 
such as errors of refraction, may interfere with the test, 
if for no other reason than that they may affect the ability 
to see the lighted spots clearly. It is also stated that 
diminished powers of dark-adaptation may result from 
various intra-ocular diseases, including chronic glaucoma, 
charoiditis, retinitis pigmentosa, detached retina, and optic 
neuritis. Fortunately, these conditions are not very 
common among children, but it is evident that it is an 
advantage to have reports of previous routine ophthalmo- 
logical examinations before tests are undertaken, especially 
with adults. 


SUBJECTS EXAMINED 


Our object in these preliminary trials was to 
compare the incidence of hypovitaminosis-A among 
several representative sections of the community. 
With this purpose in view the following groups of 
individuals have been tested. 

.(1) A group of poor-class elementary school-children 


attending a school treatment centre in the east of London 
where they had come for treatment for ‘‘ minor ailments 


or injuries ’’—e.g., impetigo, sores, cuts, sprains, &c.—or . 


had been referred by the local school medical officer 
because of apparent symptoms of undernutrition. Very 
few of the children examined had yet started special 
dietary treatment or received preparations containing 
vitamin A. ` 

(2) A group of elementary school-children of a similar 
class at a neighbouring council school in a poor quarter 
in the east of London. 

(3) A group of elementary school-children attending 
a school clinic at Cambridge, where they had been referred 
for ‘“‘ minor ailments ” or for dental attention. 

(4) A group of well-nourished and apparently normal 
boys at a well-known public school in the Eastern counties. 
(The 30 youngest boys in the school, aged 13-14, were 
chosen, to make possible a juster comparison with the 
council school boys.) 


Control of method.—As a control on the results a 
number of subjects in each group were re-examined 
after about 14 to 28 days, with and without the admin. 
istration of vitamin A, the object being to see whether 
those found deficient became normal under such treat- 
ment and those not treated remained unchanged 
(for details see below). 


Tests on adulis.—A smaller number of adults were 
also examined, consisting principally of the following 
groups: (a) a group of normal and apparently well- 
nourished undergraduates and medical workers at 
Cambridge ; (b) some of the mothers of the elementary 
‘school-children attending the school clinic at Cam- 
bridge, mostly of a moderately poor economic class, 


RESULTS AND COMMENTS 
The main results are summarised in Table II (for 
further details see Table III).  - 
TABLE I]—Summary of Results 
Incidence of Hypovitaminosis-A among Various Groups of 


Subjects 
Percentage 
i found— 
uT 
oO 
l AG rare b 
Description. Age EE a zed $ 2d 
EERE 
Zina As A 
Boys and girls— . | 
School treatment centre in Hast 
London 8-12} 31 | 45 | 19 36 


Council school in “East London.. 11-14} 92 | 40 38 22 
Council school clinic, Cambridge 8—13) 70 | 44 | 25 31 


Boys, public school, east of England |13-14' 30 | 90 | 10 0 
Mothers, council school, Cambridge (25—35! 38 | 50 | 50 0. 


Undergraduates, research workers, 
medical men; and Gonkiata, Cam- 


bridge . oe ~- (20-50) 22 | 81 | 14 5 


Comparison of different classes of school-children.— 
Perhaps. the most striking result is the contrast 
between the incidence of vitamin-A deficiency in 
the public school boys and the elementary school- 
children examined in these tests. Thus among the 
30 public school boys no single case was in the cate- 
gory described as “ definitely subnormal,” whereas 
among the groups of elementary school- children from 
22 to 36 per cent. were “definitely subnormal ” 
(Table II)—for example, among the 51 boys at the 
elementary school in the east of London no less than 
28 per cent. were “ definitely subnormal ” (Table III). 
At the public school as many as 90 per cent. of the 
boys were “ normal,” and only 10 per cent. were 
“ slightly below normal,” while at the elementary 
school only 39 per cent. had normal ‘‘ reserves ” and 
33 per cent. were “‘ slightly below normal.” | 


Or, for the sake of stricter accuracy, the comparison 
may be restricted to those elementary school boys of within 
exactly the same age oe as the public school boys 
examined. Among such elementary school boys, aged 
13-14 (see Table III), the percentage found “ normal,”? 

“slightly below normal,” and “‘ definitely below normal, z 
respectively, were 42, 35, and 23, as compared with 90, 
10, and 0 for the public school boys. 


Essentially similar rates were found for the other 
groups of elementary school-children examined— 
namely, the girls at the same school, boys and girls 
at the nutrition centre in East London, and boys 
and girls at the school clinic at Cambridge (for 
further analysis of age and sex relations see below). 


Reliability of conclusions.—At first sight: the inci- 
dence of hypovitaminosis-A among the elementary 
school-children might be considered surprisingly 
high, But independent evidence is available to 
suggest that such figures as these are in fact sub- 
stantially accurate. Thus Orr’s (1936) analysis of 
the national dietary indicates that probably half 
of the total population, representing the three lower- 
income groups of the community, receive sub- 
optimal amounts of vitamin A. We have also 
ourselves made inquiries about some of the typical 
diets consumed by these elementary school-children 
and are left in no doubt that a large proportion of 
them contain less than the reputed optimum amounts 
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of vitamin A. Head teachers whom we have ques- 
tioned have made it clear that the amount of money 
available in many families, after the charges for 
rent, heating, and clothes have been met, do not 
permit an expenditure for food at the rate necessary 
to secure the “optimum” or sometimes even the 
“ minimum ” diet recommended by competent authori- 
ties (Orr 1936, Association of Scientific Workers 
and Engineers’ Study Group 1936, B.M.A. Committee 


on Nutrition 1933, Ministry of Health Advisory , 


Committee on Nutrition 1932). At the public school 
investigated, on the other hand, the daily diet con- 
tains a good provision of milk, fruit, and vegetables, 
and is supervised by a medical officer; and: the 
amount of vitamin A in it may be considered satis- 
factory. A further check on the accuracy of these 
findings is moreover to be seen in the control tests 
described below, in which it has been shown that 
children found to be deficient generally returned to 
normal after they had been treated for about a 
fortnight with vitamin A. Our findings may further- 
more be compared with the results of Jeans and 
Zentmire (1933) who concluded that at Iowa City, 
U.S.A., 21 per cent. of the children examined (physi- 
cally afflicted children from lower economic classes) 
had some degree of vitamin-A deficiency: there is 
probably no good reason to expect a lower incidence 
of vitamin-A deficiency among the groups of elemen- 
tary children whom we have examined in poor 
districts in London than among those tested by 
Jeans and Zentmire in Jowa. 


In a later paper Jeans and Zentmire (1936) report an 
incidence of vitamin-A deficiency in Iowa of from 26 to 
79 per cent.—viz., 26 per cent. among children of a “ rural 
group ”’ (middle to low social level), 53 per cent. in a 
“ village group ” (all levels), 63 per cent. in an “‘ urban 
group ” (middle level), and 79 per cent. in an “ urban 
group ” (low level). 


Significance of results.—Probably the chief interest 
of our present results is that it gives for the first 
time definite objective evidence as to the rate of 
incidence of vitamin-A deficiency among groups of 
_ the population in this country. It seems worth 
remarking also that the criterion of deficiency chosen 
is not entirely an arbitrary one unrelated to any 
actual disability in the health of the patient, for it 
measures a real physical defect, albeit a mild one— 
namely, inability to see normally in a dim light. There 
can be little reasonable doubt that this departure 
from normality, which is readily measurable, is accom- 
panied in the vitamin-A deficient subject by other 
symptoms, less easy to estimate quantitatively, but 
none the less real—such, for example, as a diminished 
rate of growth, which is one of the most characteristic 
effects of vitamin-A deficiency in all experimental 

animals, 


AGE AND SEX 


From an examination of Table III it will be seen — 


that among children of a given class, as at the elemen- 
tary school investigated in East London, there is a 
slight but appreciable tendency for vitamin-A 
deficiency (as judged by the dark-adaptation test) 


to be somewhat more prevalent among the younger — 


than among the older children. For example, 
among boys of 11-12 years, the incidence of a 
marked degree of deficiency (returned as “ defi- 
nitely subnormal ” in Table III) was 32 per cent. 
as compared with 23 per cent. for boys of 13—14 years. 
Similarly with girls, in the age-group of 11-12 the 
rate was 26 per cent. while at the age-group of 12-13 
it had fallen to 5 per cent. Again, vitamin-A defi- 
ciency was less prevalent among mothers bringing 


their children to the school clinic at Cambridge than 
among the children themselves (see below). 

This finding, that vitamin-A deficiency is more 
common among the children than the adults, is 
perhaps not entirely surprising. It has long been 
customary to regard vitamin A as needed parti- 
cularly by the young animal for processes of growth. 


TABLE III 


Incidence of Hypovitaminosis-A among Boys and Girls at 
an Elementary School in Hast London 


Number and percentage 
found— 
Cases |. ~ 
— Taed. Slightly | Definitely 
’ Normal. Hightl sub- 
normal. | normal. 
Boys, 11~12 years .. 25 9 (36) 8 (32) 8 (32) 
» 13-14 , .«. 26 11 (42) 9 (35) 6 (23) 
Total boys a 51 20 (39) 17 (33) 14 (28) 
Girls, 11-12 years .. 19 6 (32) 8 (42) 5 (26) 
» 13-14 , 22 11 (50) 10 (45) 1 (5) 
Total girls 41 17 (41) 18 (44) 6 (15) 
Grand Total .. | 92 37 (40) | 35 (38) | 20 (22) 


In proportion to his food intake a young experimental 
rat is thought to need more vitamin A in his diet 
than does an adult rat. Since vitamin A is known 
to be needed for the proper formation of various 
types of new tissues it may be supposed that as 
growth slows down so does the need for vitamin A 
become lessened. Our results seem in keeping also 
with those of Ellison and Moore (1937), who found 
that the reserves of vitamin A in the liver, as 
measured post mortem, were on the average lower in 
children than in adults. 


Sex differences.—Little difference is apparent 
between the findings as for boys and girls in the age 
categories of 11-12. At the age of 13-14 however 
vitamin-A deficiency (both ‘‘ slight ’’ and ‘‘ definite ’’) 
seems appreciably less common among the girls 
than the boys—this has possibly to do with the fact 
that girls reach maturity and cease growing earlier 
than boys. Further tests will be necessary on a 
larger number of children to check this tentative 
finding, and also to obtain further data as to the age 
relations. 

TABLE IV 
Incidence of Hypovitaminosis among Poor-class Mothers 
and Professional Men 


Number and percentage. 


Cases ae 
— exam- S htly ene 
ined. | Normal. ees mite’ 
normal. normal 
Se Se ie Fs errr 
Mothers, council school, 
Cambridge: age 25-35 38 19 (50) | 19 (50) 0 
Undergraduates, research 
workers, medical men,,. 
and dentists, Cambridge : ' 
age 20-50 ae fe 22 18 (81) 3 (14) 1 (5) 


TESTS ON ADULTS 


A group of mothers (ages ranging from about 
25-35) who had brought their children to the school 
clinic at Cambridge were examined at the same time 
as the latter. Of the 38 mothers seen half were 
normal and half “slightly below normal,’ none 
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being ‘‘ definitely subnormal ” (see Table IV). Normal 
healthy adults (undergraduates, research workers, 
medical men, and dentists) with an obviously better 
dietary history than most of these mothers showed a 
much higher percentage of normality—viz., of .22 
examined 18 (81 per cent.) were normal (Table IV). 


CONTROL TESTS 


As already mentioned, in order to check the 
accuracy of the method and as a further control 
upon the findings, a large proportion of those sub- 
jects who were found subnormal were treated with 
vitamin A and then re-examined after a suitable 
length of time to see if they then became normal. 
Such control tests were done at all the centres— 
i.e., at the elementary school in the east of London, 
at the school treatment centre in the east of London, 
among mothers and children at the Cambridge school 
clinic, and also among the boys at the public school. 
The results may be regarded as very satisfactory, as 
in a large proportion of cases these subjects either 
became normal or showed appreciable improvement. 
For example, of the children at the council school in 
the east of London (Table V) who had been found 
to be deficient and were given vitamin-A treatment 
and then retested after 2 weeks, 63 per cent. became 
normal, while 20 per cent. showed well-defined 
improvement. After treatment for 4 weeks, 75 per 
cent. became normal and 22 per cent. showed 
improvement. Children kept as negative controls 
and given no treatment, with few exceptions, 
remained unchanged (for fuller details see Table V). 


TABLE V 


Re-examination of Oases found “ Definitely Subnormal ” or 
“ Slightly Below Normal" at the First Test 


Lng : Number and 
ae g percentage. 
oc g 
pE Dosage of 2a 
= Ong | VitaminA | 8 on 
#2% jadministered.|O ¢ Im- No 
4s ? O g roved.|{mProve- 
R 3a p ment. 
Children 2 wks.|\ Halibut- 40 |25 (63) 8 (20) 7 (17) 
council liver oil 
school, (B.D.H.), 
Eas 15 drops \ 
London. å » daily 30 (75) 9 (22-5) 1 (2:5) 
Negative 
controls |2 ,„ Nil. 20 | 0 2 (10) | 18 (90) 


Essentially similar results were obtained with the other 
groups of subjects, although the numbers examined were 
smaller. Thus at the school treatment centre in East 
London, 7 children found to be deficient were given 
eight drops of halibut-liver oil or three teaspoons of cod- 
liver oil daily for two to four weeks, and 5 became 
normal, 1 improved, and 1 showed no improvement. 
At the council school clinic in Cambridge of 17 given 
the same treatment, 7 became normal, 6 improved, and 
4 showed no improvement. At the public school the 3 boys 
who were initially “‘ slightly below normal ”’ were given six 
drops of halibut-liver oil for two weeks, and all became 
normal, as also did 2 mothers at the Cambridge council 
school who were given ten drops per day for two weeks. 


For control tests on normal subjetts see above (section on © 


“ Technique ”’). 

The results in Table V are sufficiently numerous 
to be of statistical significance ; and, together with 
the later results, will be subjected to a statistical 
analysis in the course of a further paper. 

The additional tests now in progress will also 
provide an opportunity of ascertaining how far the 
incidence of hypovitaminosis-A among the elementary 
school-children whom we have examined in East 


Abbasy, M. A., 


London and Cambridge is typical of the juvenile 
population elsewhere. 
SUMMARY 


The desirability of collecting data giving objective 
evidence of the incidence of specific partial defi- 
ciencies among different sections of the community 
is stressed. 

Surveys for vitamin-A deficiency by means of the! 
dark-adaptation test (after Jeans and Zentmire), 
‘have shown that among 200 elementary school- 
children examined, in the east of London or in 
Cambridge, from 22 to 36 per cent. were in the cate- 
gory described as ‘“‘ definitely subnormal,” whereas 
at a public school examined at the same time none: 
of the boys were “ definitely subnormal.” Among. 
these elementary school-children the numbers found , 
“ normal ” varied from 40 to 45 per cent., as com- 
pared with 90 per cent. for the public school boys,, 
and those “slightly below normal” from 19 to 38, 
per cent. as compared with 10 per cent. for the public. 
school boys. 

Control tests which have been carried out confirm 
the accuracy of the method of test. Thus at one! 
school those children who were found to be subnormal | 
at the first test nearly always—viz., in 39 out of 40 
cases examined—returned to normal (30 cases), or 
showed some improvement (9 cases), after treatment 
with vitamin A for about four weeks, while those not 
so treated remained virtually unchanged. 

Vitamin-A deficiency as measured by. the dark- ; l 
adaptation test was found to be more prevalent: 
among younger children than among adolescents, | 
and more prevalent among the latter than among; 
adults, in the classes of society studied. There was: 
no important sex difference, although girls at 13 or | 
14 years had somewhat better average reserves than , 
boys of the same age. 


We wish to express our great indebtedness to all the 
following who, by readily allowing us to examine the 
children under their care, have made the work possible : 
Dr. C. H. Budd, Dr. G. Chaikin, Dr. A. C. M. Elman, 
Mr. W. B. Grandison, Mr. W. G. Humphrey, Mr. G. 
Huse, Dr. A. J. Laird, Miss E. E. Rackham, and Dr. A. J. 
Smyth. 
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MYCOSIS FUNGOIDES D’EMBLEE 
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Mycosis. (or granuloma) fungoides is a chronic. 


affection of the skin characterised by erythematous 
or eczematoid lesions. which become irregularly 
thickened and finally form tumours which ulcerate, 
the d’emblée type being very rare. As a rule the 
disease manifests itself clinically, in the four main 
stages of dermatitis, infiltration, tumour formation, 
and. ulceration. 
FOUR STAGES 

Dermatitis-—Besnier (1892) has said that “in the pre- 
sence of a chronic, ambiguous, pruritic dermatitis, rebellious 
to ordinary treatment . . . it is necessary to bear in mind 
the question of a possible mycosis fungoides.” This 
stage lasts for months or even years and is often mistaken 
for psoriasis, urticaria, eczema, &c. ` Usually the patches, 
occurring anywhere in the skin, are circinate in outline ; 
they have a pinkish colour ‘and may disappear spon- 
taneously often to reappear in the same or some other part 
of the body. Itching is usually the predominant feature 
at this stage and is rarely absent. 

Infiltration.—This gradually supervenes on the dermatitis, 

the first type of lesion being mixed with the infiltrated 
lesions. The latter are circinate and vary in size from 
that of a pea to 4-5 in., often coalescing. Itching may be 
present but is not a special feature. The condition may 
never progress beyond this stage during the life-time of 
the’ patient, but it may be replaced gradually by the 
stage of tumour formation. 
- Tumour formation.—This is characterised by round or 
oval growths varying in size from } in. to 4 or 6 in. in 
diameter with a purplish colour and an elastic consistency ; 
many are pedunculated. Pain is absent and pruritus 
is uncommon in this stage. 

Ulceration.—After a time the growths ulcerate at their 
apices and exude a sero-sanguineous fluid. 


These four stages comprise the clinical picture 
most often seen, but the earlier manifestations are 
extremely variable in their course. For descriptive 
purposes the disease is divided into-four stages, but in 


FIG. Ae K OUO Toara na from Case 


practice one sees two main stages, the premycotic 
stage and the stage of tumour formation. Only 
very rarely does the tumour stage appear without 
premy‘cotic manifestations as the first evidence of 
disedse ; this is the so-called d’emblée type of mycosis 
fungoides. 


) 
b ‘ 
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and fixed to the skin and deeper structures. 


1, showing (a) lymph gland 
skin nodule (x 100); (c) infiltration round a hair follicle (x 450). 
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FIG. 1 (Case 1). _September, 1935: Showing distribution of 
the tumours. 


FIRST CASE 


A newsagent, aged 36, was seen in the out-patient 
department on Feb. 20th, 1935, complaining of a lump 
in the left groin. It had been present for 6-8 weeks and 
was at first “like a blind boil,” but had progressed steadily 
until in February, 1935, it was the size of a plum. The 
swelling was purplish-red in colour, elastic in consistency, 
He did not | 
complain of any glandular swellings or general disturbances. 
A portion of the lump was excised for examination and a 
round-cell sarcoma was diagnosed. He was admitted to 
the Manchester Royal Infirmary on March 8th, and on 
March 13th the tumour was excised locally by diathermy 
together with a neighbouring lymph gland. Sixteen 
1 mg. radium needles were 
implanted and left for five 
days. The pathologicalreport 
on the section was “large 
round cell sarcoma, lymph 
gland contains a few large 
cells, possibly sarcoma cells.” 
On May 13th a linear granu- 
lating scar wasstill present at 
the site of operation with a 
hard, brawny infiltration of 
the surrounding tissue (? sec- 
ondary devitalisation of the 
skin due to the radium) but 
the patient felt well and had 
actually gained a stone in 
weight since the operation. 
In June he noticed that 
cutaneous tumours, very like 
the first lump noticed in the 
groin, were developing in 
various regions of the body, 
especially in the shoulder 
regions, the left buttock, and 
the thighs. These lumps 
began as flat plaques, at first pink and later a dull 
reddish-blue. On June 12th a radiogram of the chest 
was negative. Deep X ray therapy was applied to 
the left groin which became supple and less indurated, 


x600); (B) section of 


_ buttwo months later, in spite of X ray therapy to the body, 


fresh lesions had developed in the skin at various sites 
including the penis. The tumours cleared up very rapidly 


axille. 
‘large masses of glands were present, irregular in outline and . 
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FIG. 3 (Case 2).—Oct.. 5th, 1936: Showing distribution of the 
tumours. 


with X ray therapy, but fresh ones appeared and he 
began to complain of malaise after the treatment. A skin 
nodule was excised at the Manchester Skin Hospital in 
September and Dr. L. Savatard diagnosed mycosis 
fungoides d’emblée. l soa 

The patient was readmitted to Manchester Royal 
Infirmary on Sept. 26th. During the whole of his illness 
he had never complained of pruritus or pain in the lesions. 
Other . history.—Married, no children. No previous 
medical history of note. ; 

` On examination.—A well-developed and nourished man, 
but rather pale. He presented a widespread, general 
eruption consisting of roughly circular, cutaneous tumours 


(Fig. 1); the smaller and more recent ones appeared pink . 


in colour, whilst the older and larger ones were purplish- 


‘blue. Some of the latter were ulterated at their apices 


and covered with crusts of sero-sanguineous material. The 
lesions varied from the size of a florin to about 3{ in. 
in diameter and‘were firmly fixed to the skin. They were 
elastic in consistency, not tender, and their outlines were 
clearly defined, many having circinate edges. The palms, 
soles, and the scalp were the only regions free from the 
lesions.. Shotty lymph glands’ were ‘palpable in both 
In the right axillary and supraclavicular regions 


tender on palpation; these were fixed to the skin and 
deeper structures. The right ‘superficial cervical glands 
were somewhat enlarged. Mucous membranes were normal, 
The tongue was furred. Teeth: upper artificial, lower 
carious, severe pyorrhesa round lower incisors. The 


abdomen and the cardiovascular and central nervous — 


systems were normal. The Wassermann reaction was 
negative on three occasions. Blood counts were as 


follows :— 

. Oct. Ist. Oct. 25th. Nov. 1st. 

Red cells sà -- 4,750,000 .... 4,000,000 .... 2,770,000 

Hemoglobin % ne 92 oe 77 estes 56 

Colour-index ee ee 0:96 eone 0-95 eto’ 1-0 

White cells i ee t.» 7200 s. °.. 8500 eoeenes ': 12,400 
Polymorph, u ee on ‘peee an ee . AS 

ymphocytes iz : as Gwe 0. epee : 

Mononuclears A . 5'5. se 3'0 reed 6:5 

‘ ‘Eosinophils % . o 1-5 ooreo 0:5 ‘ eaed 0°5 
Basophils % ih 0:5 seen. 05 mini 0:5 

pnisocytosis  } .. Slight .... Slight .... Severe 


Platelets were abundant throughout; no nucleated red cells 


were seen. 
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‘Treatment and progress.—'The lower incisor teeth were 


_ extracted and the patient was treated with Antileprol, 


45 grains t.d.s., but this was discontinued after one week, 
there being no improvement. Protein shock therapy 
was found to be useless. On Oct. 14th the patient 
developed cedema of the right arm, followed by consider- 
able oedema of the feet, and Salyrgan was administered. 
with good effects. He became progressively worse in spite 


- of the disappearance of many of the tumours after X ray 


therapy. ‘For the last six weeks of his illness he had an 
irregular pyrexia, averaging 100° F., with a maximum of 
104° F. He died on Nov. 26th. 

- Autopsy (Dr. W. Susman).— Covering the skin, 
including that of the nose, cheeks, trunk, and limbs, 
there were many purplish discoloured, areas, varying in 
size from l to 10 cm. in diameter ; these were raised, firm, 
and tended to ulcerate. The hands, feet, and scalp were 
spared. The pancreas, colon, peritoneum, stomach, and 
thyroid were normal. There was straw-coloured fluid in 
both pleural cavities. The right lung (400 g.) was collapsed 
and congested, the left (800 g.) showed intense cedema and 
‘congestion. In the first part of the duodenum there was 
a small circular ulcer 1 cm. from the pylorus. Liver 
(1850 g.): scattered hemorrhages on the under surface of 
the left lobe; liver substance pale yellow with pinkish 
mottling. Spleen (210 g.): enlarged, maroon in colour, 
semi-difluent ; on section mottled, dark purple and pink 
appearance. Suprarenals: some diminution of cortical 
lipoid. Right. kidnéy (120 g.), left kidney (140 g.): 
pale cortices, with the patternsomewhat obscured ; capsules 


- stripped easily. _No abnormalities in ‘thé skull and 


meninges. Brain (1540 g.): an obvious pressure cone 
with some congestion in the medulla and spinal cord. 


Microscopical examination.—Spleen: recent hyper- 
plasia. Stomach: recent ulceration with foci of round- 
cell infiltration. Lymph glands swollen and conglobate, 
made up of large mononuclear cells among which were 
a few giant cells and eosinophils (Fig. 2.4). Skin nodule : 
much infiltration with round cells in a palisade-like 
arrangement in bands at right angles to the surface ; 
the- infiltrate was greatest in the papillary and sub- 
papillary layers, round the hair follicles, the sebaceous 
glands and coil ducts, the blood-vessels and fat. spaces 
(Fig: 23). The cells were mostly large round cells contain- 
ing a. granular protoplasm with large deeply staining 
nuclei (Fig. 2c). Smaller round cells of the same type and 
an occasional giant cell containing a large- nucleus with 
irregular hyperchromatic chromatin were also present. 
Mitotic figures were. very numerous and many of the cells 
showed a tendency to necrosis. 


SECOND CASE — ENAERE AEE EAS 
A blacksmith’s appren- AANA a a 
tice, aged 17, was admitted 
to the hospital on Oct. 3rd, 
1936. He had been per- 
fectly well until Sept. lst,- 
1936, when he noticed a 
“lump in the skin ”’ over 
the upper end of the 
sternum. At first it was 
pink in colour and he 
thought it was “ going to 
be a boil,” but one week 
later it became deeper in. 
colour and increased in 
size. At the same time he 
noticed similar swellings 
appearing all over the 
body except on the arms, ` 
soles, and scalp. They all 
underwent the : same 
changes as the original 


FIG. 4 (Case 2). — PE tomfcro- 
graph of skin nodule ¥ x100). 


swelling of both legs but this had disappeared There 
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was nothing worthy of note in the family or previous 
medical histories. f 

On examination.—A well-built, well-nourished youth. 
Dyspneea so marked that it was necessary to sit the patient 
up in bed. There were widespread lesions especially 
over the chest and lower abdomen, a few on the legs but 
none on the arms (Fig. 3). The two most recent ones were 
on the face. Each consisted of a tumour 4-14 in. in 
diameter and roughly circular in outline. The recent 
tumours were pink elevations of the skin, but the older and 
larger ones were deep purplish-red and many of them 
showed ulceration at their apices. They were unattached 
to the deeper structures and looked like mushrooms, one 
or two being pedunculated. The edges were well defined 
but many of the lesions were confluent. They were not 
tender. The supraclavicular and axillary glands were 
enlarged but were not hard or attached to skin or deeper 
structures. The mucous membranes were normal. The 
chest moved well on respiration; there was dullness at 
both bases, the right more than the left, and diminished 
air entry at both bases. Scattered rales were heard at the 
right apex. The alimentary, central nervous, and cardio- 
vascular systems were normal except for the apex-beat 
which was displaced 1 in. external to the midclavicular 
line. The pulse-rate was 140. The temperature was a 
little raised with a maximum of 99-5° F. 

Blood count (Oct. 5th) : 


Red cells -- 4,000,000 Ditcrential i i pe o% 
Hemoglobin .. 100 % 91y DIOT PAORUCIPATS: ; 
phocytes . 35.5 
Colour-index .. 1-02 Large mononuclears.. 5°5% 
White cells 7,500 Eosinophils .. 3 1:5% 
Basophils = 0:5% 


epe Sista and poikilocytosis ; no nucleated red cells ; 

Wassermann reaction negative. 

Radiogram of the chest (Oct. 5th) showed a large mass 
in the mediastinum projecting out into the hilar region 
of both lung fields. There was effusion at both bases, 
only slight on the left side. Half ea pint of uniformly 
blood-stained fluid was removed from the chest in the 
posterior scapular line of the right side. 

Progress.—Dyspna,was still very severe and the patient 
slept badly, requiring hypnotics. On Oct. 6th cdema 
of the arms and legs was severe and the patient was taken 
home against advice on the same day. The following was 
a report from his own doctor: “ On Oct. 10th the patient 
began to cough very badly, there was no sputum and the 
dyspneea increased very much. The tumours did not 
enlarge but fresh ones appeared. On Oct. llth the whole 
body and especially the face and extremities became 
cedematous. There was no pyrexia, and his heart was 
perfectly regular though rapid until his sudden death on 
Oct. 17th.” 

Histology.—A section of a skin nodule showed a mixed 
cellular infiltrate indistinguishable from that of Case 1, 
but no giant cells were seen (Fig. 4). 

DISCUSSION 

The ætiology of this condition is obscure, some 
writers classifying it together with lymphosarcoma, 
lymphadenoma, and leukzmia cutis under the term 
lymphoblastoma (Wile and Stiles 1935, Keim 1929). 
Certainly the pathological picture is one of an infec- 
tive granuloma, but the condition also shows many 
of the features of a new growth. Cases have been 
described where there have been leukemic changes 
in the blood (Pardee and Zeit 1911, Fraser 1925). 
While doubt has been cast on the disease as a patho- 
logical and clinical entity (Symmers 1932) yet “ the 
preponderance of evidence, both clinical and histo- 
logic, demands the continued recognition of this 
condition sui generis ” (Ormsby and Finnerud 1933). 

From the radiological point of view the most 
interesting feature of Case 1 was the extreme radio- 
sensitivity of the nodules. When the patient was 
first treated on the assumption that the first lesion in 
the groin was sarcomatous, dosage up to 3000 r. 
was applied, and the nodule cleared up before the 
end of treatment. When multiple lesions developed, 


dosage was reduced and it was found that individual 
nodules would disappear on dosages of 300-400 r. 
In the later stages the lesions became so numerous 
that although they still reacted to treatment, not 
only was the time taken to treat them very consider- 
able but the summation of the many comparatively 
small dosages became appreciable and no doubt was 
to some extent responsible for the blood changes 
reported. The total amount of irradiation given 
over a wide body area amounted to 32,000 r. in six 
months. The only case to which reference could be 
found in the radiological literature was reported by 
Japiot (1936) who also found that individual lesions 
responded to doses of the order of 400 r. 


SUMMARY 


1. Two cases of mycosis fungoides d’emblée are 
described. 

2. The first case was characterised by its radio- 
sensitivity. 

3. The second case was remarkable for the rapidity 
with which death occurred. Masses were demon- 
strated in the lungs which were presumably secondary 
deposits. Mycosis fungoides only rarely affects the 
internal organs. 


I wish to tender my thanks to Drs. T. H. Oliver and 
A. Ramsbottom for permission to publish these ‘cases ; 
Drs. J. F. Wilkinson, L. Savatard, and P. B. Mumford for 
their valuable suggestions; and Dr. R. S. Paterson for 
his help on the radiological aspect of the condition. 
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KETONAMIA IN INFANCY 
By C. H. Gray, M.B., BSc. Lond., A.R.C.S. 


GRAHAM SOHOLAR, UNIVERSITY COLLEGE HOSPITAL MEDIOAL 
SCHOOL, LONDON 


THE introduction by Cantoni (1935) of a micro- 
method for estimation of blood ketones now makes 
possible a study of ketonszmia in very young children, 
since only small quantities of blood are required. 
This communication deals with results I have obtained 
with such a method in normal and vomiting infants. 

There is but little information on the blood-ketone 
value of infants. Moore (1916) obtained values of: 
0:8-13 mg. per 100 ml. whole blood in healthy 
children varying in age from 6 weeks to 5 years. 
His figures are summarised in Table I :— 


TABLE I— Moore's Figures 


Blood ketone 


Diagnosis. Cases. Age. mg. per 
100 ml. 

Diarrhea with acidosis 6 3-15 mths. 10-2—35-0 
Fatal diarrhea without 

acidosis ; 4 5-22 mths. 14°4—30°3 
Tleocolitis a is 2 8 mths., 2 yrs.) 16-5, 286 . 
Unspecified (? gastro- l 

enteritis) Ss ig 


3 | = 138:6, 110-8, 
| 182-6 


He thus concluded that “in some patients showing 
acidosis clinically the acetone content of the blood 
was sufficient to account for the acidosis. Many 
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cases of acidosis in infancy and childhood are not 
accompanied by an increase of acetone bodies in 
the blood sufficient to account for the severity of 
the acidosis.” Howland and Marriott (1916) give 
similar figures for ketonæmia. More recently interest 
has centred in the so-called ‘‘ acetonsmic vomiting 
of childhood,” and the literature on this is fully 
reviewed by Ström (1935). “ Acetonsmic vomiting ” 
however occurs in children older than those con- 
sidered in this paper. | 


METHOD 


The colorimetric method of Behre and Benedict 
and its modifications have been much criticised 
(Ravin 1936), but I have satisfied myself by estima- 
tion on normal blood with known amounts of acetone 
bodies added that this method is accurate enough 
for this investigation, and that it is, if anything, 
more specific than the iodimetric method 
employed by the earlier workers. 

Into 10 ml. N/75 sulphuric acid con- 
tained in a 15 ml. centrifuge tube 0-2 ml. 
blood is measured. (If difficulty is experi- 


a 
& a’ 
3 
CEEE avqomooomannvea CEEA 


womens 


Micro-distillation apparatus. 


enced in the collection of blood, heparin may be 
used as an anticoagulant in a Martin-Lepper tube.) After 
standing for half an hour, 0-2 ml. of 10 per cent. sodium 
tungstate is added and 10 minutes later the resulting 
protein precipitate is centrifuged off. Since the ordinary 
laboratory centrifuge usually leaves a layer of precipitate 
adherent to the surface of the solution, it is at this stage 
filtered, and the volume of the filtrate noted. This will 
always be less‘than the original volume of liquid, since 


the filter paper retains liquid in its interstices. The filtrate , 


is then poured into the micro-distillation apparatus (see 
Figure) and this is followed by 1 ml. of 2 per cent. potassium 
chromate and 5 ml. 50 per cent. (by volume) sulphuric 
acid. A slow current of air is drawn through the apparatus 
and with a small flame 5 ml. of distillate are collected in the 
receiver. To 2 ml. of distillate contained in a test-tube 
(12-5 by 1-2 cm.), 0-5 ml. saturated sodium hydroxide and 
three drops equivalent to 0-07 ml. of salicyl aldehyde 
(B.D.H.) are added. The tube is then placed in a boiling 
water-bath, shaken at the end of 2 min, and left in for 
a total period of 5min. The colour developed 6 hours later 
is compared with a series of standards prepared according 
to Cantoni’s method. This colour is stable for 6-24 hours, 
but the standards are permanent and are made up from 
inorganic salts. They correspond to the colours developed 
from 0:5 y to 20 y acetone in | y or 2 y intervals. 


If y= standard colour approximating to that obtained from 
the unknown, and a= volume of deprotoinised filtrate distilled, 
then total acetone— 


2 ml. of distillate .. 
Present f 5 


10-4 ml. of original sol 
i.e., Acetone present in 0-2 ml. 
of blood ee ee s o 
.. Acetone present in 100 ml. 
of blood ate wis 


-. “Total acetone bodies ”’ 
present in 100 ml. blood 


Yx 5/2. 
y X 5/2 x 10-4/a. 


y X 5/2 xX 10-4/a. 


y X 5/2 X10-4/a x 100/0-2. 


y X5/2 x 10-4/a x 100/0-2 
x 1/1000 mg. 
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RESULTS 


In a control series of 20 normal infants, 10 aged 
less than 3 months, 10 over 3 months, the values 
varied from 1-4 to 2-0 mg. per 100 ml. whole blood. 

The following are the results in two groups of 
similar ages (Table II) :-— 


TABLE II—Authors Findings 


Di i C Ag k at 
agnosis. ases. © etones mg. 
i per 100 ml. 
Normal. 10 1-12 w. 1-4-—2°-0 
» 10 3-12 m. 1:4-2 -0 
Gastro - enteritis or disease i 2 
associated with vomiting. \ 15 | 1-12 w 1-6-4-0 
Congenital pyloric stenosis .. 5 | 3-10 w. | 1:6, 3-0, 3-0, 
4-5, 19- 
Gastro - enteritis or disease 9 3-12 m. 1:6-45 
associated with vomiting. f 16 ” 4 5-10 0 
7 5 10-0-19-0 


w. = weeks. m. = months. 


Under 3 months.—The values obtained from 20 vomiting 
infants under 3 months with one exception varied from 
1-6 to 4-5 mg. per 100 ml., a slight though probably 
negligible increase above the normal level. The exception 
was a case of congenital pyloric stenosis with a value of 
19mg. which rapidly returned to normal after Rammstedt’s 
operation. Four other cases of congenital pyloric stenosis 
showed no pronounced increase. 

Over 3 months.—In 32 infants over 3 months, all 
suffering from an illness associated with vomiting, generally 
infectious gastro-enteritis, the figures varied from a normal 
level of 2-0 mg. to 19 mg. per 100 ml., the last figure 
approximating closely to that found in the precomatose 
stage of diabetes. In 23 cases the values exceeded 
4-5 mg., in 7 cases 10 mg. per cent., and in these the 
most serious clinical symptoms were obtained, 6 proving 
fatal. In 15 children suffering from gastro-enteritis and 
treated by antiketogenic means the figures fluctuated to a 
greater extent than the others. 


In many cases estimations were repeated every 3 or 
4 days for several weeks. 


DISCUSSION 


These results show that infants under 3 months 
develop ketonsmia much less readily than those 
above that age. Further, it seems that a high ketone 
value coincides with serious deterioration in the 
clinical condition, while decreasing values are asso- 
ciated with considerable improvement. Without 
further investigation, however, it would be unwise 
to assume that the degree of ketonsmia accounts 
for the clinical condition. It is more likely that this 
deterioration is due to some profound change occur- 
Ting in an organ engaged in ketogenesis. Now 
experimentally it is well known that many of the 
agencies that produce ketosis also produce fatty 
change in the liver. Cases in this series with high 
blood-ketone valyes showed at autopsy marked 
hepatic fatty change. By permission of Prof. G. R. 
Cameron, I have analysed records of autopsies carried 
out on infants at University College Hospital during 
the last 13 years. The findings in 108 fatal cases of 
vomiting with and without diarrhea were as follows : 


Number and 
Number. percentage with 
fatty livers. 
Under 3 months .. ee 39 seak 3 (8) 
Over 3 8 ee ee 69 eeee 28 (41) 


This percentage difference is significant for it is 
6-7 times the probable error. Infants over 3 months 
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thus tend tio develop fatty livers, while those under 
3 months are far less liable to this change. It seems 
therefore that not only is there an age difference 
as regards the liability to ketosis, but also that the 
tendency to hepatic fatty change varies with age. 

At present the explanation of the curious age 
difference must remain a subject for conjecture. It 
may be related to the apparent resistance to certain 
poisons known to exist in very young animals (Whipple 
1912, Graham 1915, Cameron and Karunaratne 
1936). Possibly both phenomena are related to the 
amount of fat stored in the body depôts. The 
adrenals may be concerned, for the cortical tissue 
undergoes considerable alteration during the early 
weeks after birth, and there is some evidence experi- 
mentally that the adrenal cortex is concerned in 
ketogenesis. Little is known as yet about the assump- 
tion by the anterior lobe of the pituitary of keto- 
genic control during the first months of life. Or it 
may be that a fetal mechanism combating a ten- 
dency to anoxemia, and possibly ketosis persists 
for some time after the foetus is born. Differing 
abilities to excrete ketone bodies by way of the 
kidneys seem to be excluded for the degree of 
ketonuria appears to run parallel with the degree of 
ketonemia. Most cases showing a pronounced 
ketonzmia in my series gave a positive ferric chloride 
urine test, whilst those without it gave only a positive 
or a negative Rothera test. This is in agreement 
with the findings of Hartman and Smyth (1926) who 
in a series of 20 cases, of which 12 are below 3 months 
of age, found that ‘“‘in no case was there sufficient 
diacetic acid to give a positive ferric chloride reaction.” 
Maizels (1931),in a series of 26 cases of vomiting all 
below 3 months of age, also observes that ‘“ diacetic 
acid was never found in, the urine. A moderate 
amount of acetone was found in 10 per cent. of cases, 
and traces in a further 9 per cent.” 

As yet it would be premature to consider treat- 
ment, but it seems likely that apart from such factors 
as chloride loss and dehydration attention must be 
directed to ketonsmia in the case of infants over 
3 months: Work is already proceeding along these 
lines. 

SUMMARY 

1. The blood-ketone value of healthy infants varies 
from 1-4-2-0 mg. per 100 ml. whole blood. 

2. Vomiting infants under 3 months of age show 
slightly higher values (1-6-4-5 per mg. 100 ml.), very 
rarely much higher. 

3. Vomiting infants over 3 months of age show 
much higher values (2-19 mg. with 70 per cent. over 
4-5 mg. per 100 ml.). 

4. The same age difference is seen in the incidence 
of severe fatty change in the liver. 

5. Various suggestions about the probable cause 
of this difference are discussed and its significance 
in treatment indicated. 


I have to express my thanks to Dr. W. Pearson of 
University College Hospital and to the honorary staff of 
the Infants Hospital, Vincent-square, for their permission 
to investigate infants in their wards. In particular, 
I wish to express my indebtedness to Dr. Montague 
Maizels, clinical pathologist to University College Hospital, 
for his interest in this work. 
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PHARMACOLOGICAL ACTIONS OF 
SULPHANILAMIDE 


By FRANK HAwkKInG, D.M. Oxon., D.T.M. 


GILLSON SCHOLAR OF THE SOCIETY OF APOTHECARIES ; ASSISTANT 
LECTURER IN PHARMACOLOGY, WELSH NATIONAL 
SCHOOL OF MEDIOINE, CARDIFF 


THE pharmacological properties of sulphanilamide 
become more important as its use becomes more 
widespread. Probably they have been observed by 
many workers on this subject, but as no published 
description has been encountered, it has seemed 
desirable to record the following brief account. The 
preparation used has been the base, p-aminobenzene- 
sulphonamide, which is only sparingly soluble, 
1-5 grammes dissolving in 100 ml. water at body 
temperature. The solutions are approximately neutral 
but they have been adjusted to phenol-red by the 
addition of acid or alkali. 

Examined by the usual pharmacological methods, 
æ solution of 1 in.1000 was completely inert; thus it 
had no action upon the rabbit intestine or guinea-pig 
uterus suspended in vitro at 37° C., or on the frog 
heart perfused through the inferior vena cava. A cat, 
anesthetised with sodium barbiturate, was given 
intravenously 0-17 g. per kg. in 1-5 per cent. solution, 
and no effect could be observed on the blood pressure ; 
similarly with a dog which also received 0:17 g. 
per kg. It has no trypanocidal action in vitro, 
trypanosomes withstanding a concentration of 1 : 400 
for 24 hours at 37° C. 

In the light of these results, further investigations 
were made by administering very large doses to 
animals and observing the symptoms produced. 
Injections were made intraperitoneally, and they 
appeared to cause no irritation. Of ten rabbits, one 
received 0:4 g. per kg. and showed no symptoms ; 
two received 1-0 g. and one showed moderate symp- 
toms; two received 1:5 g. and both showed marked 
symptoms; five received 2:0, g. and two of these 
died. Of two cats which received 2:0 g. per kg., 
one died after three days. 

Rabbits which have received 1-5—2-0 g. intraperitoneally 
show no symptoms for 4-1] hour. Then they begin to 
exhibit weakness of the legs and dyspnea. About an hour 
and a half after injection the animal lies helpless on its 
side panting. The legs are rigidly extended and motion- 
less, the fore-legs being adducted, the hind-legs somewhat 
abducted. The head is strongly retracted. The pupil is 
dilated but usually responds sluggishly to light, and the 
rabbit blinks at strong illumination. There is little 
response to pinprick, but when the animal is pushed it 
will make a few convulsive movements. At this stage 
there is little or no spontaneous motion, but consciousness 
appears to be preserved. The general appearance is 
suggestive of decerebrate rigidity. After about 3-4 hours 
occasional voluntary movements recommence, alternating 
with periods of quiescence in the posture already described. 
The extensor rigidity is more marked. Several of the 
animals showed violent side to side nystagmoid move- 
ments of the head for many hours during this stage. 
Grinding of the teeth was observed. The panting con- 
tinues. At about 10 hours signs of recovery begin to be 
seen. At 24 hours rabbits which do not die can adopt 
a normal posture, although they are somewhat weak. 


- In two or three days they become almost normal again. 


During these disturbances there is usually no loss of 
weight; in fact some animals showed an increase. The 
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urine is loaded with crystals which resemble those of 
sulphanilamide. . 

In cats the picture is somewhat different. Symptoms 
commence after about one hour with spasticity of the 
legs and dyspnea; one cat vomited. The spasticity is 
most marked in the fore-legs, which are rigidly extended, 
while the hind limbs may be semiflexed.. From about 
14-4 hours the cat becomes completely anesthetised and 
lies limp on its side, with rapid stertorous, “ bubbly ”’ 
breathing, as though moribund. Then the anesthesia 
passes off and the cat begins to make spontaneous clawing 
motions with its extended fore-legs. Both cats showed 
nystagmoid movements of the head, backwards and to the 
side. When placed in a box the cat lies on its side and 
keeps levering itself round backwards by means of the 
fore-legs. One cat recovered sufficiently to walk about in 
24 hours, and in 48 hours it appeared normal; the other 


continued in the spastic condition for about three days 


and then died, apparently of exhaustion and lung infection. 


Animals which survived were killed after a week 
and the organs of all animals were examined histo- 
logically. The liver, kidneys, and other viscera 
showed no change due to the sulphanilamide. In 
three animals, which died from the drug, the central 
nervous system was examined ; degenerative changes 
—e.g.,: chromatolysis—were observed in the neurones 
of the anterior column of the spinal cord, and in 
some of the nerve-cells of the cortex and mid-brain. 

The symptoms suggest that in acute poisoning by 
large doses of sulphanilamide the stress falls mainly 
on the central nervous system, apart from the 
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dyspnea which is presumably due to the formation 
of sulphemogiobin. In cats there seems to be 
transient paralysis of the cerebral cortex for a few 
hours ; in rabbits the cortex is only depressed. The 
extensor rigidity of the limbs and nystagmoid move- 
ments of the head are evidence of disturbed function 
in the brain stem and spinal cord; but how far 
these are due to excitation, and how far to removal 
of inhibition, it is difficult to decide. 

In conclusion, it may be pointed out that the 
symptoms described above have little significance for 
human therapy, since they were obtained only by 
the use of very large doses; and although at one 
stage the animals appeared completely prostrated, 
most of them subsequently made a dramatic recovery. 
It has not been possible to trace any case of nervous 
symptoms in a human being attributable to sulphanil- 
amide or to allied compounds. 


SUMMARY 


Sulphanilamide has almost no action on smooth 
muscle, heart, or blood pressure. When very large 
doses are given to rabbits or cats, it produces nervous 
symptoms somewhat resembling decerebrate rigidity. 

My thanks are due to Dr. G. A. H. Buttle of the 
Wellcome Physiological Research Laboratories for the 
supply of sulphanilamide, and to Prof. J. B. Duguid and 
Dr. J. Gough for advice on the histological sections. This 
work ae assisted by a grant from the Medical Research 
Council. 
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ArT a meeting of this society on Oct. 25th, with 
Mr. J. E. H. ROBERTS, the president, in the chair, 
a discussion on a 


Treatment by Intravenous Infusion 


was opened by Dr. GEORGE GraHamM. He restricted 
his survey, he said, to the use of watery solutions of 
salts present in the blood. The ideal solution was 
perhaps a form of Ringer’s, but this was difficult to 
keep sterile and stable. The mixtures usually given 
in this country were saline solutions of normal, 
2 per cent., 5 per cent., or 10 per cent. strength ; 
2 per cent. sodium bicarbonate; and mixtures of 
these with glucose. Water should always be distilled, 
but not necessarily more than once. Tap-water was 
not very dangerous and might be used in an emer- 
gency. Reactions were due to changes in the water 
after sterilisation. 

Infusion might be needed where there was great 
loss of fluid—e.g., cholera, dysentery, severe diarrhea, 
vomiting due to pyloric obstruction or dilatation of 
the stomach, and diabetic coma. In cholera one pint 
should be given when the specific gravity of the blood 
reached 1062, one more pint for each further rise of 
0-01, and yet another pint for each degree of tem- 
perature. An anemic patient would have a low 


specific gravity, and then the required amount of, 


fluid must be gauged by the clinical condition. The 
hemoglobin should be estimated just before and after 
the infusion. In less acute cases of dehydration due 
to lack of food or fluid, to septicemia, or to shock, 
some authorities recommended large amounts of fluid. 
Care must, however, be taken not to upset the mineral 
balance of the body by rinsing out potassium and 
calcium. Ringer’s. solution should be used if possible. 


One American worker had observed a high mortality 
from large infusions given to very sick patients and 
had laid down that the fluid and chloride excreted 
must be carefully measured. Dr. Graham asked 
whether the bulk of this fluid could not be given per 
rectum. In renal failure, where the patient’s blood- 
urea was very high, the alkali reserve must, he said, 
be regularly estimated. If it was between 55 and 
45 volumes of CO, per 100 c.cm. of blood the alkali 
might be given by the mouth, but if it was lower or 
the patient was very ill it should be given intra- 
venously. Glucose helped to cause diuresis in both 
acidemia and alkalemia with a raised blood-urea. 


Mr. G. GORDON-TAYLOR strongly condemned the 
use of gum infusions; Stuttaford of New York had 
pointed out the damage they did to the liver. Most 
surgeons used hypotonic saline in ileus. Sodium 
bicarbonate for shock had fallen into disuse and was 
now perhaps only employed after blood transfusion ; 
it might, however, be valuable in the rare cases of 
post-transfusion reaction with hemoglobinuria. Saline 
was indicated for sudden loss of fluid from the circu- 
lation—e.g., by hemorrhage, where blood was not 
immediately available. When shock was threatened, 
as by a major operation, preparation with glucose and 
saline infusions was a useful precaution, but when 
shock was established, blood alone had any value. 
Tremendous loss of fluid might take place in the first 
few days after an operation, and preparation should 
be made to counteract it. Intravenous therapy was 
seldom of use in operations on the upper part of the 
alimentary tract; even after a total glossectomy the 
patient could usually receive sufficient fluid through 
a tube or a gastrostomy. It was of the greatest 
value, however, in pyloric obstruction or duodenal 
stenosis with severe vomiting, and it was very useful 
when fluids had to be restricted or withheld, as in 
total gastrectomy, incision of the cardia in achalasia, 
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wsophagogastrostomy, or excision of the common 
bile-duct. In duodenal fistula after massive gastrec- 
tomy infusion might prolong life, and it was also 
useful in biliary fistula and intestinal obstruction. Its 
greatest value was in common-duct obstruction asso- 
ciated with: jaundice, especially as a preliminary 
treatment. Glucose was here the sheet-anchor, for 
it diminished the coagulation-time, probably by 
improving the lymphatic function. Glucose was also 
of great assistance in diarrhwa associated with 
ulcerative colitis, and in gastrocolic fistula, when the 
patient was dehydrated before operation. Generally, 
im giving infusions, the urine should be examined and 
the quantitative output measured ; the bases of the 
lung should be remembered ; and the nurse must be 
made to keep the drip feeding at the right rate. 

Dr. H. I. Coomss (Birmingham) demonstrated a 
complete infusion apparatus which he brought with 
him in a small handbag. In treatment he recom- 
mended 6 per cent. glucose in doses of 150 c.cm. 
a day, equivalent to 600 calories. Glucose was, he 
pointed out, a specific antiketogenic substance and 
therefore good for most patients who were very ill; 
it also made up for the glycogen-loss of the hardly- 
pressed liver and failing heart. The normal patient 
infused with sodium chloride would excrete it in the 
urine. The patient with alkalosis would retain the 
chloride he needed and excrete the sodium as sodium 
bicarbonate. The patient with acidosis would retain 
the sodium ; some of the urea would be hydrolysed 
without change into ammonia and carbon dioxide, 
and the urine would contain ammonium chloride. 
Salt was therefore equally valuable for both con- 
ditions. Gum saline was not as harmful as “Mr. 
Gordon-Taylor suggested. 

Prof. L. J. Wirts asked when he ought to give 
5 per cent. glucose, glucose-saline, hypertonic saline, 
and hypertonic glucose respectively. Most patients 
who needed saline were very ill and their kidneys did 
not function so well as the physiological kidneys upon 
which biochemists performed their experiments. To 
infuse 3000 c.cm. of 5 per cent. sodium chloride per 
day would give the kidneys an appalling task. Very 
few diseased kidneys would concentrate saline above 
that strength, and an excess of sodium would remain. 
He tried to determine the condition of the patient 
by estimating the blood glucose, chlorides, bicar- 


bonates, and plasma, and the quantity and chloride 


concentration of the urine, but the state of a very 


ill patient was difficult to ascertain. Large quantities 


of Ringer’s solution might do even more harm than 
similar quantities of normal saline. 

Dr. J. W. TREVAN observed that Ringer’s solution 
was better on theoretical grounds than sodium 
chloride, but one of the difficulties in giving ordinary 
Ringer’s solution was the precipitation of calcium 
bicarbonate, and the percentage of sodium bicar- 
bonate had therefore to be reduced to about 0-1 per 
cent. He doubted whether bicarbonate was neces- 
sary at all. Glucose tended to decompose in the auto- 
clave and had better be left out. Instead of normal 
saline, he recommended a mixture of the chlorides of 
sodium, calcium, and potassium. This had a pH of 
6-7, contained no buffers, and could be sterilised 
without change. If the distilled water could be kept 
sterile, there would be no trouble from hyperthermia. 


Sir James WALTON confessed to suspicion of large 
intravenous infusions and said that in his experience 
small infusions, perhaps repeated but not continuous, 
might be valuable if the bulk of the fluid was given 
by the rectum. The body would then take up what 
it needed and return what it did not. In surgical 
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emergencies large quantities of fluid sometimes turned 
the scale against the patient. 


Dr. P. H. Manson-Baur said that recent observa- 
tions on, cholera showed that hypertonic saline had 
little advantage. Workers in Shanghai had reverted 
to the conception of giving normal saline, and other 
authorities were suggesting that the dosage should be 
measured in pints instead of litres. 


Dr. H. L. Marriorr deplored the wide misuse of 
intravenous therapy, and the ridiculous spectacle of 
patients who were able to drink receiving large 
infusions. The rectum would absorb up to two 
gallons a day by Murphy’s original technique. The 
anal sphincter could only relax under a positive 
pressure of between 15 in. and 2 ft. The can 
should be placed not more than 4-7 in. above the 
anus. If a wide nozzle and tubing was used and there 
was no constriction, flatus could blow out through 
the can and flow would be instantly resumed. Intra- 
venous sodium chloride might cause cdema, and a 
5 per cent. isotonic solution of glucose was better. 
If hypertonic glucose was given, the excess was 
immediately excreted in the urine. 


Dr. D. S. Bateman said that the treatment of 
acute gastro-enteritis of infants had been revolu- 
tionised by the introduction of continuous intra- 
venous saline. The best solution had ‘been found to 
be 5 per cent. glucose in normal saline, and reactions 
had nearly always been due to low temperature of the 
fluid or to excess of quantity and speed. Nurses 
would not change the heating system sufficiently 
often or adjust the drip carefully, and so the method 
had been derided. This was disastrous, for it held 
out a wonderful opportunity of recovery. The tube 
should be led between two hot-water bottles wrapped. 
in flannel, and the doctor must attend to the apparatus 
at regular intervals. The treatment was also really 
useful for children suffering from pyloric stenosis 
and intussusception. A double needle, one part 
fitting into the other, was convenient, for it allowed 
a blood transfusion to be given at any time. By far 
the best instrument, however, was a ureteric catheter, 
which allowed complete mobility of the limb and 
could be inserted to a greater length. 


Dr. A. A. Osman declared that these solutions were 
invaluable in renal failure, but rectal administration 
was preferable to intravenous.—Mr. A. L. ABEL 
described the advantages of the American infusion 
apparatus known as the Baxter Vacoliter, which, he 
said, never produced fever or venous thrombosis, 
remained sterile, could be put together in 30 seconds, 
and would work for eight hours continuously. For 
an adult there was no need to warm the solution 
above room temperature. 


Dr. GRAHAM, in reply, said that in severe uremia 
sodium bicarbonate was needed to raise the blood 
alkali. In answer to Prof. Witts, he recommended 
the use of 2 per cent. sodium bicarbonate and 5 per 
cent. glucose for ordinary feeding, 10 per cent. to 
produce a diuresis, and not more than 10 to 20 g 
sodium chloride in a day.—Mr. GORDON-TAYLOR said 
that large quantities of glucose given rectally produced 


` distension and embarrassed the patient.—Dr. COOMBS 


reminded Prof. Witts that a sick patient lost large 
quantities of fluid in the breath and sweat. Nurses 
did not like giving rectal saline and would often 
neglect it. The drip was physiological, and pulmonary 
cedema was very rare and usually caused by a nurse 
neglecting to fit the clip on the rubber tube. The 
temperature could be raised by leading a long tube 
through the patient’s bed close to his leg. 
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SECTION OF NEUROLOGY 


BEFORE this section on Oct. 21st Dr. ANTHONY 
FEILING delivered a presidential address entitled 


Central Pain in Spinal Cord Lesions 


The term “ central pain,” he explained, was generally 
restricted to pain associated with lesions in the sub- 
stance of the central nervous system. Cases of real 
central pain exhibited three chief features: spon- 
taneity, persistence, and a more or less constant 
distribution in each case. 

Persistent central pain was not common in spinal 


cord injuries, but striking examples had been seen in 


the late war. Holmes had noted that in'‘all cases 
the pains were spontaneous but much aggravated 
by external stimuli, especially movements of the 
affected parts, vibrations, and even light. Severe 
pain was often referred to distant parts below the 
level of the wound. Hyperesthesia was sometimes 
more persistent than the pain itself. The severity 
generally abated in two or three weeks. In unilateral 
injury the pain was felt chiefly on the paralysed 
side. The injury was mostly in the cervical part of 
the cord. The pain might arise from severe con- 
cussion or commotion effects without any direct 
external wound. Severe pain from injuries of the 
cervical part were often referred to the arms, especi- 
ally in the distribution of the eighth cervical and first 
dorsal segments. Hyperzsthesia might persist for 
some time. Lhermitte had distinguished other forms 
of pain, including hyperalgesia to cutaneous stimuli, 
electric shock-like pain provoked by movement, and 
pain recalling that of tabes. The more severe the 
spinal injury the less likely were central pains to be 
felt. They were almost unknown where paraplegia 
was complete and prolonged, and were not generally 
associated with very slight spinal injuries where 
paralysis was only transitory. The lesion which 
usually. caused them was a moderate damage to 
the cord short of complete interruption of function. 

Pain was a well-recognised early symptom in 
spinal cord tumours. Dr. Feiling referred especially, 
however, to a class of pain which he had found to 
be more frequent in cases of extra- and intra-medullary 
tumour than was commonly believed: pains referred 
to distant parts and areas not supplied with sensa- 
tion from the nerve at the level of the lesion. These 
pains hardly seemed to have received the attention 
they deserved. In several cases the earliest com- 
plaint had been of pain in the legs, not of a radicular 
type and most often referred to the distal parts of 
the legs, when a tumour was present considerably 
above the lumbar region. Intramedullary tumours 
occasionally produced very intense, persistent, widely 
distributed, and intractable pain. 


Although pain was usually considered to be absent: 


in syringomyelia, he believed that it might be an 
early symptom. Some patients complained of 
burning, cutting, or painful cold. AS a rule it was 
referred to areas innervated only from the cervical 
and upper dorsal regions of the cord. The shoulder, 
arms, and upper thorax were most affected, and in 
some cases the pain was entirely unilateral. Where 
the pains were confined to the upper extremities and 
trunk they were usually associated with both hypo- 
algesia and loss or diminution of thermal sensibility. 
Persistent pains were sometimes referred to the legs. 
He doubted whether the pains in syringomyelia were 
really due to distention of cavities in the cord. The 
results of operation were far from uniformly success- 
ful, and gross enlargement could exist without pain. 
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His present conclusions were that X rays were the 


first treatment of choice and operation the second. 
Simple incision of the cord was generally soon fol- 
lowed by a return of the pain, and more success 
might be hoped for from complete division of the 
cord in the middle line over a number of segments, 
to ensure that the fibres crossing the middle line and 
carrying sensations of pain would be divided. 

Similar types of subjective disorders of sensation 
might exist in disseminated sclerosis and in subacute 
combined degeneration. Parsesthesis were apt to be 
more persistent and prominent in the latter syndrome, 
and assumed every conceivable form. Less often, 
but much more commonly in subacute combined 
degeneration, the patient complained of peculiar 
thermal dyszsthesiz, especially a feeling of intense 
cold. Sensations of heat or warmth were very 
unusual. It was not always easy to distinguish 
between the pains and the dysesthesiz. Real severe 
pains were uncommon in both conditions: but 
undoubtedly occurred. In disseminated sclerosis they 
were most often an early symptom and affected 
especially the legs. They were spontaneous but not 
continuous, occurred as a rule in paroxysms lasting 
a few days, and were sometimes likened to toothache 
and sometimes to electric shock. They occasionally 
resembled sciatica, and in some cases had a girdle 
distribution. Severe trigeminal pain was sometimes 
felt in disseminated sclerosis. Girdle sensations and 
pains were also not uncommon in subacute combined 
degeneration, and quite a number of patients com- 
plained of severe pains in the legs. As, however, 
degenerative changes occurred in the peripheral 
nerves, the physician must be cautious in assuming 
that the origin was in the spinal cord. Some of 
the most obstinate cases of central pain had been 
associated with a reliable diagnosis of-vascular lesion. 

Tabes dorsalis was more apt than any other disease 
of the cord to cause striking and characteristic pains. 
All agreed that the essential lesion was a degen- 
eration of certain exogenous fibres of the posterior 
root. The crucial question was at which point the 
afferent neurone was first attacked, and Dr. Feiling 
declared his belief in the earlier conception that the 
first changes occurred in the intraspinal course of 
the nerve-fibre. If this were true, then the classic 
pains of tabes might be regarded as a form of central 
pain. Changes in the peripheral nerve could not 
be absolutely excluded, but other peripheral nerve 
lesions very rarely produced pain of the same character 
and persistence. 

The only factor common to all the different con- 
ditions in which central pain was observed was an 
alteration in the physical state of the nerve-fibres. 
Many of these must be destroyed entirely, and many 
must be in a state of degeneration or slow death. 
The central pains were in some cases referred to 
parts which were normally sensitive to objective 
testing of sensation, and in other cases to insensitive 
parts. Moreover, while they were sometimes referred 
only to parts innervated from the segmental level 
of the lesion, in other cases they were referred to 


parts distant from the site of the lesion. Afferent 


paths carrying sensation must therefore still be func- 
tioning between the site of the lesion and the higher 
centres. Noxious stimuli directly applied to certain 
parts of the spinal cord in façt produced pain. While 
admitting that the conception of a permanent or 
even long-standing focus of irritation or stimuli 
was somewhat unsatisfactory, Dr. Feiling believed 
that it was still the most probable explanation of 
these pains. He could not say why pain was entirely 
absent in some cases and permanent in others. 
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AN OBJECTIVE TEST OF MALNUTRITION? 


Many believe that malnutrition is widespread 
even in Great Britain, but they find it hard to 
convince those who do not. The criteria are not 
objective enough, and a standard for the state of 
nutrition is hard to define. From this point of 
view the greatest merit of the work reported by 
Dr. Marrra and Dr. Harris on p. 1009 is that their 
test of vitamin-A deficiency is unaffected by the 
judgment of the observer collecting the data. 
Two questions, however, arise in connexion with 
such a test: is it specific? and is it reasonably 
accurate and reliable? The answer to the first 
seems eminently satisfactory. It appears to be 
fully accepted that the visual purple of the eye, 
the pigment which is bleached by light in the 
process of vision and which is re-created in the 
dark, is a compound substance of which vitamin A 
is one of the constituents. It is well known that 
night-blindness is associated with early states of 
vitamin-A deficiency and that it can be cured by 
administration of cod-liver oil or other potent 
source of this vitamin. The condition used as a 
criterion of A-deficiency for the purpose of this 
test for malnutrition is simply a milder degree of 
night-blindness, and what is measured is the capa- 
city of the eye to adapt itself to changing states 
of light and darkness in carefully standardised 
conditions. The specificity of the test seems 
beyond doubt when one recalls that cases that have 
given subnormal readings begin to give normal 
ones after treatment with vitamin A, and that 
this can happen within ten minutes of a single 
injection of 20,000 international units of the 
vitamin." 

As regards the reliability of the test there are 
several techniques with various modifications but 
they all have the same object—namely, to make 
the person tested distinguish between varying 
graded degrees of illumination either as dark 
letters or bright spots against a ground with 
which they are in graded degrees of contrast. 


This requires a moderate amount of intelligence - 


and conscientiousness and there is certainly some 
tendency for the subject to give improved read- 
ings with practice. Hence a certain psychological 
element must be reckoned with, and the tech- 
nique cannot be used for very dull persons or 
the very young; nor, indeed, can it be 
applied to persons with gross uncorrected visual 
defects. It is therefore noteworthy that a method 
has been devised for testing small infants, with 
regard to whom it is rather important to have 


1 Edmund, O., and Clemmesen, SV., Acta med. Scand. 1936, 89, 69. 
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information. FRIDERICHSEN and EDMUND? 
used a method whereby they determine 
smallest intensity of light that will produce | 
movements of face and eyes when the infa 
adapted to complete darkness. Here the me 
of vitamin-A deficiency will be the lowered i 
bility of the infant to light but actuali 
defect measured will be the same as by the 

technique. The results of surveys by 

methods mostly agree in showing a surpri; 
large amount of subnormality when childr 
the poorer classes are examined, and these r 
carry the more conviction because when 

children are treated with vitamin A their pow 
dark-adaptation returns to normal, and be 
when groups of better-off children in bett 
schools are examined, much less, if any, 
normality is found. 

Here then is a definite failure of a physiol 
function which appears to be widespread and ` 
is due to lack of a single dietary constit 
vitamin A—or, if we prefer to put it so, to 
of dairy products and green vegetables. D 
matter ? The physiologist will be quite sure 
it matters ; the layman may need to be convi 
The severe manifestations of vitamin-A defic 
are xerophthalmia and epithelial keratinis 
leading to increased liability to infection th 
the damaged epithelium; but these are de 
too severe to be considered in this conne 
The less severe degrees are lowered dark-ad 
tion, stunting of growth, phrynoderma, (toad- 
and damage to nerves, showing itself by incoé: 
tion of movement. It is possible that nerve 
more readily affected by toxins when vitan 
is insufficient than when it is abundant. Stu 
of growth is one of the most striking effec 
vitamin-A deficiency, and the lower average I 
of the working classes may well be due t 
cause. Phrynoderma is an interesting skin- 
festation of A-deficiency described by Nicu 
in Ceylon and LOEWENTHAL ‘ in East Africa. 
uncertain whether it appears before night- 
ness—if it does, dark-skinned natives must 
in this from Europeans—but a survey for ph 
derma in schools in parts of India and Ce: 
suggests a state of vitamin-A insufficiency as 
spread as is likely to be found in Great Brits 

Attempts to assess the state of vitar 
nutrition of the population by evaluating 
vitamin-A content of the liver with the anti 
chloride test yielded results that were inter 
but disappointing in so far as the object w 
secure a general picture. That is hardly 
wondered at, for even in this age of road casu 
available post-mortem material cannot be 
on to reflect the composition of the popul 
Assiduous application of the measurement of 
adaptation, on the other hand, might be 
to provide the clear and faithful picture t] 
required. | 


2 Friderichsen, C., and Edmund, C., Hospitalstidende, 1 
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SENSE AND SENSITIVITY 


THE word allergy has become an acute irritant 
to many physicians and pathologists, especially 
those who have to teach students to think clearly 
and not to confuse names with knowledge. It 
is perhaps for this reason that a review of two works 
on allergy has swollen to the size of a leader. 
Dr. Louis Turrs book on Clinical Allergy,’ which 
is designed to meet the needs of the general practi- 
tioner and possibly at the same time to be of 
value to the medical student and to those 
beginning special study of allergy, is on 
orthodox lines and contains most of the material 
that is familiar to workers in this field. It 
is less discursive and less unbalanced than most 
of its predecessors and within its limits it is an able 
and readable presentation of the subject. We are 
‘spared the detailed enumeration of the allergenic 
flora and fauna of the U.S.A. which makes some 
books on allergy resemble a cross between a horti- 
cultural catalogue and an inventory. The first 
section deals with terminology, anaphylaxis in 
animals, allergy in man, methods of diagnosis, 
and principles of treatment. In the second section 
allergy is divided into clinical types, which are 
classified under the headings of serum, drug, food, 
pollen, bacterial and physical allergy. It seems 
illogical to give a particular place to pollen rather 
than to inhalants in general, more especially 
when subsequent chapters are devoted to allergic 

rhinitis and hay-fever. The problems: of drug 
` allergy and idiosyncrasy are oversimplified and it is 
doubtful whether these reactions are as closely 
akin to foreign protein reactions as the author 
suggests. On page 156 agranulocytosis is attributed 
to acquired allergy to barbiturates though on other 
` pages it is more correctly attributed to amidopyrine. 
The third and fourth sections of the book deal with 
individual allergic disorders, including a full 
account of the allergic dermatoses. There is a 
useful appendix of laboratory procedures, diets, 
and exercises. 

Dr. A. H. Rown’s book on Clinical Allergy? 
has the subtitle ‘‘due to foods, inhalants, con- 
tactants, fungi, bacteria and other causes.” It 
has developed out of his former monograph on 
food allergy and the emphasis is on sensitisation 
to common foods as a frequent cause of ill health. 
Dr. Rower believes that all people are prone to 
allergic disturbances, especially minor and sub- 
clinical ones, and that protein sensitivity should be 
considered as a possible cause of symptoms as 
diverse as a depressive psychosis, a renal colic, or 
a choked disc. We are prepared to admit that the 
general physician does not consider allergy often 


1 Clinical Allergy. By Louis Tuft, M.D., Chief of Clinic of 
Allergy and Applied Immunolo Temple University Hospital ; 
Associate in Immunology,Temple University School of Medicine ; 
Director of Laboratories, Pennsylvania Department of Health, 
Philadelphia. London: W. B. Saunders Co. 1937. Pp. 711. 
36s. 
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Pp. 812. 
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enough or seriously enough in obscure syndromes, 
but when Dr. Rowe hints that the toxemia of 
pregnancy, rheumatoid arthritis, thrombo-angiitis 
obliterans, and periarteritis nodosa are allergic 
diseases, he seems to have entered the primrose path 
which tempts the enthusiast. If the conception of 
allergy is widened too far, it will lose all meaning. 
The common symptoms of gastro-intestinal 
allergy, he says, are pain, nausea, distension and 
belching, constipation, toxic sensations, fatigue, 
and headache. Of patients with these symptoms 
66 per cent. give a family history of allergy and 
over 40 per cent. a personal history of some other 
allergic manifestation. Dr. Rowe believes that 
migraine also is allergic in origin, but it would 
appear from h's data that a family history of allergy 
(other than the migraine group of symptoms), a per- 
sonal history of other allergic disorders and positive 
skin reactions are no commoner in patients with 
migraine than in the general population. Most 
neurologists feel ‘that protein sensitivity is no 
more (and no less) important a factor in migraine 
than a number of other causes such as nervous 
strain and visual defect, and that it would be 
unscientific to regard migraine simply as an 
allergic disease. Individual cases of food allergy, 
including migraine, Rows investigates mainly by 
diet trial, diet diaries, and the study of the 
history of food dislikes and disagreements. 
The benefit sometimes obtained from nature 
cures by fasting or by a diet of fruit juice is 
explained as due to avoidance of exposure to 
foods to which the individual is sensitive and of 
course such results can be much better secured by 
a scientifically planned elimination diet. Dr. RowE 
has made a big personal contribution to the study 
of allergy and this book reflects his great clinical 
experience and his wide reading. His own state- 
ments are usually critical and measured but he 
quotes with apparent approval a good deal of wild 
speculation. “ Repeated allergic reactions might 
lead to ptosis due to loss of muscle tone, and 
disturbed peristalsis which might produce mal- 
nutrition ... Repeated reactions in the serous 
membranes might produce changes leading to the 
formation of adhesions or membranes. Repeated 
allergy in the appendix or gall-bladder probably 
leads to secondary infections in such organs. . 
Chronic irritations from allergenic foods might 
produce cancer.” 

If one voices a feeling of disagreement or even 
disapprobation, it is not so much with these two 
books in particular as with the attitude of the 
allergic school in general. Clinical allergy, under 
which heading are included asthma, eczema, 
migraine, and—more tentatively—colon spasm, is 
discussed almost entirely on immunological lines. 
Non-specific causes, which cannot be expressed in 
terms of a solution containing so many milligrammes 
of nitrogen per cent., are dismissed in an absent- 
minded way which makes the outsider gasp. 
This is especially surprising in view of the recogni- 
tion of physical allergy, “the word allergy being 
used here merely to indicate altered reactivity, with- 


out implying any basic immunologic mechanism.”’ 


Both books contain over 700 pages and Dr. TUFT 
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actually devotes four pages to laboratory instruc- 
‘tion in the active and passive sensitisation of 
animals, but in neither is there an adequate 
discussion of the biochemistry of allergy or any 
conception that biochemistry means more than 
the analysis of urine or blood. The application of 
the adrenaline-ephedrine group of drugs to asthma 
and of ergotamine to migraine has relieved 
at least as much suffering as has the discovery 
of allergens, but we look in vain for an analysis 
of their mode of action in terms of modern 
pharmacology and neurology. Finally, the allergist 
seems blind to the importance of psychological 
factors in disease in general or in allergy in 
particular. A breath of criticism would blow away 
much of the airy structure of food allergy, but- 
tressed as it is by the insubstantial pillars of the 
leucopenic index and the elimination diet. For this 
reason we would recommend the general practi- 
tioner, the medical student, and the beginner in 
the field of allergy to read Dr. T. A. Ross’s book 
on The Common Neuroses (London, 1937) before 
reading a text-book of allergy, when they will learn 
that the altered reactivity which many patients 
show not only to foods but also to other elements in 
their environment can often be much more simply 
explained and cured by mental processes than by 
invoking an immunological mechanism. It would 
be disastrous if inquiry into common dyspeptic 
symptoms were stultified by including. them under 
the heading of food allergy or if neuroses were 
consolidated and perpetuated by the suggestive 
methods of the questionnaire and the elimination 
diet. 


MALARIA SINCE THE WAR 


As the title of his presidential address to the 
Royal Society of Tropical Medicine and Hygiene 
on Oct. 21st, Colonel S. P. James, F.R.S., chose 
Advances in Knowledge of Malaria since the War. 
He pointed out that the failure of energetic pre- 
ventive work during the late war left in malaria- 
workers a salutary humility and a determination 
that the collection of the knowledge that was so 
evidently lacking must be an international affair. 
The malaria commission of the League of Nations, 
consisting of members from many countries, 
accordingly: undertook collective study tours to 
ascertain and compare the conditions existing in 
different countries, and its discussions have for 
the first time brought together malariologists of 
different schools of thought and practice—even 
resulting on occasion in unanimous advice. For 
th: last fifteen years this commission has been 
financed by the international health division of 
the Rockefeller Foundation, while for twenty-one 
years the Foundation has maintained in Europe 
alone what are in effect 39 research stations. 
Our own Ministry of Health set up a malaria 
research laboratory at the Horton Mental Hospital 
at Epsom in 1925—an example followed by other 
countries—and has put aside £30,000 annually 
for therapeutic research ; while the Royal Society 
and the Medical Research Council have been active 
on somewhat similar lines. 

In the period under review the dissatisfaction 
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to which we have referred has had the important 
effect of leading to better ways of investigation, 
notably to a focusing of attention on the individual 
man and beast. It has been found in this way 
that malaria is a disease of particular families and 
of the kind of houses in which they live, these last — 
being of a sort to bring. into close and continuous 
association, through the agency of the mosquito, 
the infective and the non-immune person. It has 
also been found that adult anopheles indistin- 
guishable morphologically have different habits 
and so a different importance in the actual spread 
of the disease ; and that within the same species 
of plasmodium there are varieties with morpho- 
logical differences, and within the same variety 
biologically different strains. The question has 
been raised, too, whether besides the well-known 
schizogonic cycle of plasmodia in red corpuscles, 
there may not be a second cycle in reticulo-endo- 
thelial cells. The line of reasoning is somewhat 
as follows. Quinine, so effective in breaking the 
cycle in the blood, does not prevent infection ; 
when appropriate sporozoits are injected into a 
man or bird by syringe or mosquito there follows 
a period of two to three days during which injec- 
tion of even large amounts of blood from this into 
another favourable host does not carry on the 
infection, but in the case of the bird that infection 
may be transmitted by inoculating small portions 
of spleen, liver, or brain. Some avian plasmodia 


do have two schizogonic cycles, one in circulating 


red cells and one in reticulo-endothelial cells; and 
though it has not yet been proved that these last 
are stages of development of sporozoits injected 
by mosquitoes and taken out of the blood by 
reticulo-endothelial cells, no other good explana- 
tion has been offered. That there is such a cycle 
in man there is no evidence, but it is at least impor- 
tant to look for some drug which would check that 
cycle in the bird and, if the search is successful, to 
try it as a true preventive of infection and relapse 
in man. | | 
In field-work an urgent matter is an arrangement 
to ensure that a permanent organisation, part of 
a central health department of the countries them- 
selves, shall take over the present temporary 
centres when these have done enough of their work 
of demonstration. For continued success poverty 
and apathy must give place to a wish on the part 
of the people concerned for betterment in wealth 
and health. India is a country in which much 
has been done in this respect, while in Natal and 
Zululand the hunting instinct and the happy 
watching of the deadly work of an insecticidal 
spray have led to enthusiastic mosquito drives 
in the house. Such beginnings may well go on to 
a better general hygienic outlook and service, 
though it may mean at first the dropping of 
anopheles “‘species hygiene.” In treatment the 
malaria commission of the League has consistently 
had two aims in view—the first, a remedy as cheap 
as possible with the intention that it shall be 
available for all (here totaquina or cinchona febri- 
fuge at present fills the purpose best); the second, 
something for particular use with expense a 
secondary consideration, such as Plasmoquine, 


1028 THE LANCET] 


employed with good effect in the British Army in 
India for the lessening of relapses. 

In this almost exhaustive address there was one 
notable omission. It gave no real indication of 
the degree to which these great advances have 
been due to Colonel Jamss himself. 


BICENTENARY AND MERGER 


On Friday of last week more than 300 people sat 
down in the Victoria Rooms at Bristol to celebrate 
the foundation of the Bristol Royal Infirmary, 
one of the first—if not the very first—of the 
voluntary hospitals to be founded outside London. 
In so doing they were following precedent inasmuch 
as it was a dinner held in the Nagg’s Head tavern 
in Wine-street that concluded the opening of the 
wards of the infirmary on Dec. 13th, 1737. Actually 
the out-patient department had been opened 
without ceremony in the previous June. The 
difference in manners over the intervening 200 
years was evident in two circumstances: dinner 
was then served at 3 P.m.; after a few years its 
annual repetition ceased, ‘‘ because, Sir, people 
did not choose to have their heads broke,” to 
quote an early member of the surgical staff. Last 
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week’s gathering was a dignified affair attended by 
representatives of the State, the Church, and the 
Law, as well as by the local medical profession 
who were supported by delegates from seven other 
voluntary hospitals as far afield as Birmingham, 
Cardiff, Leeds, Liverpool, Sheffield, and London. 
But the most significant guests were the chairmen of 
the General Hospital and of the Royal Infirmary 
itself, sitting on either side of the Lord Mayor, be- 
cause only last March the governing bodies of 
these two institutions decided to amalgamate 
them, with central management and to pool 
all funds. Committees are in fact engaged upon 
formulating a scheme to this effect: and the bicen- 
tenary marks the close of over 100 years of unprofit- 
able rivalry. What the union may bring forth 
was indicated by the present senior surgeon to 
the infirmary, who said that the two hospitals 
working together could provide first-class team 
service in every branch of medicine and surgery. 
Our vision and ideal, he said, is that there shall 
be one medical centre and one medical service 
serving alike the voluntary hospitals and the 
municipal hospitals. It may take some time, 
he added, to bring it about, but that is the 
ideal. 


ANNOTATIONS 


EFFECT OF FLIGHT ON THE MIDDLE EAR 


.THE public now make so much use of aerial trans- 
port that illnesses caused by flying are no longer purely 
occupational, affecting only professional pilots, but 
are also of general interest and importance. The 
principal physical effects of aviation are produced 
by rapid changes of atmospheric pressure during 
ascent and descent, and are chiefly manifested in the 
ears. The tympanum is an air-containing cavity 
with only one flexible wall, the membrana tympani, 
and is in effect an aneroid barometer which is very 
sensitive to any difference of pressure between the 
air within it and the surrounding medium. The 
pressure differences are equalised by air passing in or 
out of the tympanum through the Eustachian tube, 
which is normally closed, but which is opened by 
swallowing, yawning, or blowing the nose. Armstrong 
and Heim t have lately carried out a series of labora- 
tory investigations to elucidate the action of the 
Eustachian tube under variations of atmospheric 
pressure. The experiments were made on five 
healthy men at pressures corresponding to a range of 
0-40,000 ft. of altitude at rates of 200-1000 ft. per 
minute. The results were briefly that a slight 
sensation of fullness in the ears was experienced, 
accompanied by a little bulging of the tympanic 
membranes, with a fall of pressure corresponding 
to an altitude of 110-180 ft.; and this sensation 
and bulging increased with decreasing pressure until, 
at a negative pressure of 15 mm. of mercury (500 ft.), 
a sudden annoying click was felt in the ear, the drum 
snapped back to normal or almost normal position, 
and the sensation of fullness disappeared. The 
Eustachian tube had been forced open by the excess 
pressure in the tympanum and this pressure was 
relieved by a rush of air from the tympanic cavity 
into the nasopharynx. This cycle was repeated 
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during further decrease of pressure except that all 
succeeding clicks occurred at intervals of 11°4 mm. 
pressure, indicating that the tube closes while there is 
still 3-6 mm. of excess pressure in the tympanum. 
At high altitudes less pressure is required to open the 
tubes—probably because the air, being less dense, 
passes through them more readily. These are 
average figures, for actually there were considerable 
variations between individuals. When the external 
atmospheric pressure was raised instead of being 
lowered a totally different result was obtained. 
The Eustachian tube acted like a valve and remained 
closed under all degrees of pressure until, under 
sufficient pressure, the drum is ruptured. If, however, 
the Eustachian tube is opened by voluntary effort, 
such as swallowing, the pressure is immediately 
equalised except that, if the external pressure is 
80-90 mm. or more above the internal pressure, it 
becomes impossible for the Eustachian muscles to 
overcome the negative intratympanic pressure which 
holds the fibro-cartilaginous portion of the tube 
tightly collapsed. 

To the injury to the drum, that may result from these 
pressure changes, Armstrong and Heim give the name 
“ aero-otitis media.” During ascent the recurring 
sensation of fullness, relieved by the annoying click, 
does no harm as long as the tubes are patent; but 
if there is stenosis, increased pressure is required to 
force it open and damage may be caused. Descent 
is more dangerous because the pressure is never 
relieved through its own force but only by voluntary 
effort. Since the average person swallows every 
60 or 75 seconds, a rate of descent of 1000 ft..a minute 
will cause only moderate discomfort if the tube is 
healthy ; but a rate above 4000 ft. a minute may 
catch a flier unaware and create a tympanic vacuum 
impossible to- relieve. Failure to open the tube 
voluntarily may be due to lack of patency, but may 
also be caused by ignorance of the necessity or by 
carelessness, or by being asleep or unconscious, as 
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may happen with a patient in an ambulance plane. 
At about 60 mm. of negative tympanic pressure, 
pain in the ear is severe, and is accompanied by 
tinnitus and usually vertigo and nausea; the pain 
increases with increasing pressure and the drum 
ruptures when this reaches between 100 and 500 mm. 
This is a dramatic episode in which the patient feels 
as though hit on the side of the head; there is a 
loud explosive report, a sharp piercing pain, vertigo 
and nausea, and often generalised shock. Ruptures 
are usually linear and quite extensive; the inner 
tympanic wall is red and swollen. Short of rupture 
the appearance of the drum varies with the degree of 
trauma ; it shows bulging or retraction according to 
whether the pressure is positive or negative, and a 
varying degree of hyperemia indistinguishable from 
that of an acute infectious otitis. 

If actually ruptured the drum must of course be 
left alone. Otherwise the most important part of the 
treatment is inflation to open the Eustachian tubes 
and the application of heat; Armstrong and Heim 
recommend the instillation of copious quantities of 
water at 110° to 115° F. followed by dry heat; they 
do not mention vertigo as a result of this treatment. 
In chronic ‘“ aero-otitis,” which may develop in 
‘ those who fly often, stenosis of the tubes should be 
looked for and treated, and chronic infections of the 
upper air-passages corrected. 


SAMUEL GEE 


Sir Humphry Rolleston has written! a vivid 
sketch of Samuel Jones Gee and his friends, to which 
it is difficult to add anything of value. Yet to one 
who was many years ago a pupil of Gee the present- 
ment hardly seems to do full justice to that remark- 
able man. Sir Humphry tells us of his clinical 
teaching, of the crowds which came to listen to him, 
of his scrupulous accuracy of speech, and his clearness 
and logic of demonstration, but with all this the 
human being scarcely takes shape in our perceptions. 
He tells us that Gee was not a good ‘“‘ mixer”; and 
that is no doubt the reason why with all his knowledge 
and reputation he has remained, as he was in life, 
so in story a somewhat dim and shadowy personality. 
Sir Humphry says that he came of parents ‘‘ some- 
what puritanical” ; and the outward man reminded 
one exactly of the traditional aspect of that sect. 
Formal in dress, brief and sententious in speech, 
using language as precise as he knew how to make it, 


and deliberating carefully on the form of expression ; | 


slow to show any trace of enthusiasm or excitement, 
but capable of devastating comment when once 
aroused. But there was more: he had a keen sense 
of humour and, though Sir Humphry says on good 
authority that he rarely laughed, the inward enjoy- 
ment of his own or of others’ humour was easy to 
detect in the lighting up of the eyes and the momentary 
relaxation of the set facial muscles. Another marked 
characteristic was his abhorrence of unpunctuality ; 
himself punctual to the minute, the least delay beyond 
the appointed time would cause him to fret, and no 
doubt to utter silent imprecations on the culprit, 
though he rarely allowed himself to betray his vexa- 
tionin speech. His teaching was a model of excellence 
in that he always made the attempt to induce his 
pupil to use his logical faculties; whether this 
attempt. failed or succeeded the summing up was 
always logical and often couched in terse and dogmatic 
utterances which left a strong and lasting impress 
on the minds of his hearers. He himself would often 
refuse to make a diagnosis and would merely emphasise 
ee ees ae 
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the salient features of a difficult case, leaving it to 
time to make the problem simpler; he would not 
prejudice his own mind or that of others by a pre- 
mature opinion. It was sometimes difficult to get 
him in the least interested in questions of treat- 
ment; he gave the impression of scepticism; and 
he was averse from anything which could be called 
heroic. He would listen politely to the details of the 
efforts made by his house physician to relieve some 
dying patient and then move to the next bed with the 
quiet murmur “ Vex not his ghost: Oh! let him 
pass.” Sir Humphry says that he was at one time 
greatly attracted toward the philosophy of the 
Stoics, and he seemed to have imbibed some of the 
outstanding characters of that doctrine ; his “ even- 
balanced soul. ... Business could not make dull nor 
passion wild ; who saw life steadily and saw it whole.” 


VITAMIN C AND GASTRO-DUODENAL 
ULCERATION 


THE wounds of patients with scurvy heal badly 
and Lanman and Ingalls! have shown that the 
same is true in guinea-pigs supplied with approxi- 
mately one-fifth of the minimum preventive dose 
of ascorbic acid. The histological basis of this 
phenomenon has been demonstrated to lie in the 
inability of the supporting tissues to produce and 
maintain intercellular substance (Wolbach and Howe).? 
Archer and Graham * have commented on the frequent 
lack of healthy reaction at the suture-line in patients 
who have undergone operations for gastric disease, 
and they have correlated this with the deficient 
saturation of the body with vitamin C that can be 
demonstrated by examining, before and after test 
doses of vitamin C, the urine of patients who have 
suffered for any length of time from gastro-duodenal 
ulceration. The attention of Ingalls and Warren 4 
was attracted to the same problem by the case of a 
labourer of 54 with carcinoma of the stomach, who 
had taken a diet composed solely of milk, cream, and 
eggs for over six months, and in whom the abdominal 
wound and the duodenal and jejunal suture-lines 
broke down a few days after operation. They have 
estimated the amount of vitamin C in the plasma in 
twenty patients with peptic ulcer, and they find that 
whereas the normal range is 0-5 to 2-0 mg. per 100 
c.cm., eighteen of the twenty ulcer patients (or 90 per 
cent.) had less than the normal amount of vitamin C 
in the blood, the average being 0-19 mg. The paper 
by Ingalls and Warren appears under the title 
“asymptomatic scurvy,” and the writer of an anno- 
tation in the same journal under the same title 
remarks: “‘ Clearly asymptomatic disease should be 
diagnosed only on the basis of accurate evidence, if 
such early recognition of disease is to be a boon and 
not a burden to the public. Fortunately the deter- 
mination by which asymptomatic scurvy may be 
diagnosed is a relatively simple one and should be 
widely used.” 

It will be generally agreed that no patient whose 
urine or plasma contains a subnormal amount of 
vitamin C should be submitted to operation for 
chronic disease until the deficiency has been corrected. 
Nevertheless the evidence at present hardly justifies 
the conclusions that gastric patients are suffering 
from subclinical scurvy, that this is why their wounds 
heal badly, and that all will be well if they are 
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liberally supplied with vitamin C. After all, patients 
with little chloride in their urine are not necessarily 
suffering from chloride starvation nor have patients 
with a high blood uric acid necessarily got gout. We 
have not enough experience to judge the significance 
of the vitamin-C content of the plasma, but as far as 
the urine is concerned we can say that a large 
proportion of the hospital population in this country 
must be described as suffering from asymptomatic or 
subclinical scurvy, if we rely on chemical methods of 
diagnosis. © Doubtless they are, and they should all 
eat more fruit; but can so common a condition be 
entirely responsible for the peculiar frequency of 
wound breakdown after operations on the stomach or 
duodenum? The pathognomonic feature of clinical 
‘scurvy is the hemorrhagic tendency, and Göthlin 7 
has recently made a plea for more frequent estima- 
tions of the capillary fragility in vitamin-C sub- 
nutrition. He suggests that the border value of 
ascorbic acid in the blood which corresponds to the 
borderline between normal and subnormal strength of 
the capillaries must be below 0-14 mg. per 100 c.cm. 
and of the order of magnitude of about 0-10 mg. He 
points out that even though values below 0:5 mg. are 
unusual, this is no proof that they are inadequate, 
and it is the human organism itself that will show 
when the supply of a requisite substance is insufficient. 
If a person has capillaries of normal strength his 
indispensable requirements of ascorbic acid are 
satisfied, and this obtains with a plasma concentra- 
tion of ascorbic acid (0-14 mg. per 100 c.cm.) that is 
less than the average found in Ingalls and Warren’s 
twenty patients with peptic ulceration (0-19 mg.). 
There is therefore need for more data, and more 
correlation of symptoms with capillary fragility and 
the results of analysis, before. we can be satjsfied that 
the diagnosis of scurvy can be made on chemical 
grounds alone; nor must it be forgotten that vitamin C 
is not the only element in the diet which is concerned 
with hemostasis—as Witts 8 has lately pointed out. 
The success attributed to the histidine treatment 
for peptic ulcer (which can probably be defined as 
treatment by unrestricted diet) and the Meulengracht 
method of early liberal feeding in gastro-duodenal 
hemorrhage suggests that patients with peptic ulcer 
are usually submitted to excessive restrictions of diet 
and it is doubtful whether the deficiencies can be 
made good merely by supplying large amounts of 
vitamin C. 
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THE ROOT OF THE OPIUM TRAFFIC 


THE newspapers have lately been talking about 
the alarming extent of the illicit production and use 
of narcotic drugs, more especially in the Far East. 
The Fifth Committee of the League of Nations, in its 
last report to the Assembly of the League, concen- 
trated its attention on this problem of clandestine 
manufacture and trade, and also on the limitation 
of the cultivation of the opium poppy and the pro- 
duction of raw opium. Readers of THE LANCET have 
been kept informed of the peril arising especially in 
those parts of China that have passed under Japanese 
jurisdiction and the spread of manufactured drugs 
therefrom to North America, Canada, Eygpt, and 
parts of Europe. For years past we have advocated 
the need for limitation of the production of the raw 
materials of these narcotics as fundamental to any 
effective progress in international control. It is 
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accordingly gratifying to read that “the Fifth Com- 
mittee emphasised the need for limiting the pro- 
duction of raw material, and pointed out that without 
such limitation international control of the drug 
traffic must be incomplete. If there is:an extensive 
production of raw material the surplus inevitably 
feeds the illicit traffic, and all countries alike are 
liable to be invaded by this traffic.” Preparation is 
accordingly being pressed forward for a new con- 
ference to draw up a convention to limit the culti- 
vation of the opium poppy and the production of 
raw opium, since this “will greatly facilitate the 
suppression of clandestine manufacture and illicit 
traffic by striking at the root of the evil.” Meanwhile 
it was reported, with regret, that although the 
Convention of 1936 for the repression of illicit traffic 
had been signed by 32 States it had been ratified 
only by the Government of India. An analytical 
study of the annual reports made to the League of 
Nations by the governments which are parties to 
the several conventions on opium and dangerous 
drugs supplies much valuable information. The 
Chinese Government complains that the foreign con- 
cessions present the greatest obstacle to administra- 
tion in compliance with the conventions, being used 
as shelters for manufacturers and traffickers in drugs. 
The Government of Hong-Kong estimates that there 
are 2000 to 3000 opium divans there with an esti- 
mated annual illicit consumption of 50,000 kg.; some 
10 per cent. of the Chinese male population are 
alleged to be opium smokers. The area under the 
poppy in British India has now been reduced to 
3346 hectares; this, however, is exclusive’ of the 
Indian States. On the other hand the area under 
the poppy in Japan and Korea shows considerable 
State monopolies in opium exist in India, 
Iran, Japan, Korea, and the Union of Soviet Socialist 
Republics. The chief opium-growing countries are 
Afghanistan, Bulgaria, China, India, Japan, Korea, 
Turkey, the U.S.S.R., and Yugoslavia. 

The participation of sovereign States in the three 
principal opium conventions of 1912, 1925, and 1931 
is reported as follows: 45 States are parties to all 
three, 17 to two, 6 to one only, and 3 to none. 


THE SOUTH AUSTRALIAN INFANT 


SEEN from Europe, and judging by their death- 
rates and longevity, the 589,000 inhabitants of the 
State of South Australia seem to enjoy remarkably 
good health.! The strange thing is that they evidently 
do not intend to produce many offspring to inherit 
it. They have the lowest death-rate in the Common- 
wealth (a standardised rate of less than 8 per 1000), 
an expectation of life at birth of 65 years, and in 
1936 the lowest infant mortality-rate in the world 
(31 deaths per 1000 live births). But their birth- 
rate, consistently the lowest of the Australian States, 
was only 15 per 1000. Taking as a more efficient 
measure of fertility the ratio of births to the number 
of females aged 15-49, we find that whereas in 1915 
there were 100 infants born to each 1000 women, 
in 1935 the figure was 53. In 1915 117,409 women 
of child-bearing ages produced nearly 12,000 children ; 
in 1935 it took 156,940 women to produce only a 
few more than 8000. The result is that at the census 
of 1933 there were 8762 less children under five years 
of age than there were at the census taken twelve 
years earlier, and in the latest year the total popula- 
tion has increased by less than 3000. It is an odd 
position for a young country, and a discouraging 


1 Statistical Register of the State of South Australia, 1936-37. 
Part II. Population and Vital. Adelaide, 1937. 
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outlook. The low fertility, but not the low mortality, 
may be partly explained by the fact that rather more 
than half the population lives in and around Adelaide, 
that only a quarter are engaged in agriculture, that 
nearly a quarter of the wage-earning group were 
unemployed at the census of 1933, and nearly 60 per 
cent. of the male breadwinners had to live on an 
income of less than £2 per week. With such astonish- 
ingly low figures for infant mortality it is interesting 
to consider how far this rate may eventually fall— 
whether there is some irreducible minimum below 
which it will not be possible to go, or, perhaps, profit- 
able to attempt to go. In South Australia the rate 
has declined from 92 deaths per 1000 live births in 
1900-04 to 38 in 1930-34, 35 in 1935, and 31 in 1936. 
Even in the metropolitan area the latest rate is only 
35. Division of the first year into component parts 
gives the usual result. At 2-12 months of age the 
rate has fallen from 32 per 1000 in 1915-19 (the 
earliest years for which the division is possible) to 
10-7 in 1935-36, or roughly by two-thirds. At ages 
under one month the corresponding figures are 30 
and 22, a fall of about a quarter; under one week 
22 and 18, a fall of 18 per cent., and under one day 
10-9 and 8-7, a fall of 20 per cent. It is the neonatal 
rate that is specially recalcitrant, but even at this 
stage of life improvement is clearly possible and 
is in fact taking place. In the latest years a third 
of the total mortality under one year of age was 
attributed to premature birth, 15 per cent. to mal- 
formations, about 8 or 9 per cent. each to congenital 
debility and injury at birth, 10 per cent. to pneu- 
monia, and only 3-5 per cent. to diarrhea and 
enteritis, These figures show the direction that efforts 
for the further saving of infant life must take, and 
suggest that quite a considerable reduction of the 
world’s record is still possible. 


BLOOD CHANGES AFTER EXTENSIVE BURNS 


Prof. André Simonart! has made an exhaustive 
study of the cause of death of rabbits burned—or 


rather scalded—in hot water while under general 


anesthesia. Some died at once, the cause of death 
being acute circulatory failure due to extreme vaso- 
dilatation and failure of the normal mechanism for 
restoring the volume of the blood. Many died within 
24 hours of the burn, and post-mortem examination 
showed deep congestion of their tissues, especially of 
the stomach and duodenum, with numerous small 
hemorrhages in the stomach, and the presence of 
free hemoglobin in the urine and plasma. Those 
dying after the first 24 hours had no hemoglobinuria 
but an excessive production of bile by the liver. 
Investigation of the blood demonstrated that 
immediately after a burn fluid is lost from the dilated 
capillaries, the consequence of this being concentra- 
tion of the hemoglobin and plasma protein. Within 
15 minutes, however, the plasma-protein concentra- 
tion has fallen, and it continues to fall, whereas the 
hæmoglobin goes on rising. The lost protein is found 
in the edema fluid, which has the same concentration 
of protein as the plasma. If blood dilution now takes 
place the concentration of hemoglobin may be less 


than before the burn, even though the blood volume | 


(as estimated by the carbon monoxide method) is 
still below normal. This shows that blood-cells have 
actually been destroyed and Simonart attributes 
their destruction to thermal damage to the red cells 
at the site of the burn, those that are not destroyed 
at once being sufficiently damaged to be broken up 
before their time. Since calculation suggests that the 
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total circulating plasma protein is reduced to less 
than half the normal, and there is a simultaneous loss 
of red cells, he believes that the rational treatment 
for severe burns is tanning to prevent further losses 
from the blood and small repeated blood trans- 
fusions to replace what is already lost. 


FORTY YEARS ON 


At a luncheon given on Oct. 22nd in honour of 
the fortieth birthday of King Edward’s Hospital 
Fund the Lord Mayor quoted Charles Dickens’s 
choice of ‘“‘ supported by voluntary contributions ” as 
the finest sentence in the English language. On this 
authority the rhetorical efforts of the Fund must be 
rated high, for it distributes some £300,000 annually 
to 200 hospitals and convalescent homes—which 
means it gives about ten times as much money to 
twice as many hospitals as when it began. In times 
of crisis it has with wise discretion made special 
distributions, and it has always been ready to give 
practical counsel, based on a wide and varied 
experience, when problems of administration and 
development have arisen. The inauguration of the 
Hospital Saving Association, of the Pension Scheme 
for Nurses, and the establishment of the Voluntary 
Hospitals Committee for the county of London are 
examples of this side of the Fund’s work. The Duke 
of Kent, who is in his first year of office as president, 
replying to the Lord Mayor’s toast, read a message 
from the King which spoke of the keen interest dis- 
played in the Fund by King Edward VII and King 
George V, and of the magnificent support given to 
it by their contemporaries. As a representative of a 
younger generation His Majesty hoped this fine 
example would be followed. The Duke of Kent 
reminded his hearers of the work of the late Lord 
Somerleyton, who was an original member of the 
Fund, and of that of Sir Cooper Perry and Sir 
Frederick Fry, who had joined it in its second year ; 
Mr. H. R. Maynard had been secretary for 31 years. 
The Fund thus has a proud record of service and all 
who know its work will congratulate it on the 
past and wish it well for the future. 


DEMONSTRATION OF TUBERCLE BACILLI 
IN ADULTS BY GASTRIC LAVAGE 


As early as 1898 Meunier showed how tubercle 
bacilli could be found by gastric lavage, but only 
during the last few years has the remarkable value 
of this procedure been appreciated by those who have 
rediscovered it. Among them may be mentioned 
Dr. Gullbring and Dr. Levin! attached to a tuber- 
culosis hospital serving Stockholm. Between 1932 
and 1936 they subjected 461 patients to this test, 
which was carried out on an empty stomach with 
100-200 c.cm. of sterile, tepid water. The material 
obtained by the lavage was stained (Ziehl-Neelsen) 
as well as being tested by both culture and guinea-pig 
inoculation. The guinea-pig test proved far superior 
to the culture test which was very seldom positive 
by itself. Yet the culture was of value because it 
was cheap, simple, and confirmatory of the other 
tests, and also because it gave a clue to the type, 
human or bovine, to which the organisms belonged. 
A single negative lavage test being unreliable as 
proof of the absence of tubercle bacilli, it was found 
desirable to carry out this test on three successive 
days and, instead of submitting each day’s material 
to the guinea-pig test, to collect the yield of the three 
successive days and inject the sediment of the total 


1 Acta med. scand. 1937, 93, 168. 
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into one or two guinea-pigs. Among the 461 patients 
thus examined were 348 tuberculous patients who had 
been passed as sputum-negative, either because they 
yielded no sputum or because tubercle bacilli could not 
be found in their sputum by direct staining or by 
antiformin concentration. In no less than 192 of 
these, or 55 per cent., tubercle bacilli were demon- 
strable on gastric lavage. In almost every case in 
which there were cavities in the lung tubercle bacilli 
could be found in the stomach whether the patient 
coughed up sputum or not. In this connexion 
special interest attaches to the cases of so-called 
benign apical fibrosis. Hitherto these have been 
regarded as ‘“‘closed”’ or healed because tubercle 
bacilli have not been found in the sputum, and both 
clinical and radiological evidence has indicated a 
benign lesion. Yet in 34 such cases Gullbring and 
Levin demonstrated tubercle bacilli on gastric 
lavage. They regard the method as most valuable 
in distinguishing between tuberculous and non- 
tuberculous pulmonary lesions, and in estimating the 
indications for, and the effects of, collapse therapy. 
It is also of substantial epidemiological value in the 
tracing of sources of infection. The authors’ findings 
should also inhibit what must now be considered a too 
light-hearted issuing of certificates of freedom from 
infection, for gastric lavage has now shifted the line 
of demarcation between ‘“‘open” and “closed ” 
tuberculosis. It may be added that in Gullbring 
and Levin’s opinion, negative findings after lavage 
on three successive days constitute a ‘‘ reasonable 
probability ” that the patient does not harbour 
tubercle bacilli. They are under the impression 
that greater importance attaches to a negative lavage 
in adults than in children. 


CARDIAC STIMULANTS UNDER REVIEW 


THE reputations of some of the drugs used in 
cardiac disease are firmly established on clinical 
observation. The mechanism of their action has 
usually been investigated by animal experiment, but 
with increasing use of precise measurement of the 
circulatory and respiratory functions a clearer under- 
standing of the way in which they act in man may 
now be expected. For example, Starr and his col- 
leagues 1 describe a clinical study of the effect of ten 
such drugs on cardiac output, heart size and work, 
respiration and basal metabolism. A relatively small 
number of patients were tested with each drug, but 
the results of duplicate observations before and after 
the administration are treated statistically and not 
accepted as significant unless attaining a certain 
value. Cardiac output was estimated by the ethyl- 
iodide method and correlated with heart volume, 
which was calculated from the surface area. Myo- 
cardial efficiency, for a given amount of work done, 
varies inversely with the diastolic volume of the 
heart ; in this investigation cardiac stimulation was 
therefore measured not by increase in work, but by 
an increase in the ratio “ work per beat/diastolic 
volume.” The studies on digitalis gave no unexpected 
results ; in all cases of cardiac disease (free of con- 
gestion, it is stated, but evidently having early failure) 
the heart was stimulated, while in normal subjects 
after a transient increase there was a reduction in 
output. Adrenaline, and to a less degree ephedrine, 
caffeine, and Euphyllin, were found definitely to 
stimulate the heart and respiration ; the mean blood 
pressure was not appreciably altered by any of them. 
Various other drugs were investigated, and the 


1 Starr, I., Gamble, C. J., Margolies, A., Donal, J. S., Jr., 
Josep N., and Eagle, E., J. clin. Invest. September, 1937, 
p- ° l 


results call for little comment, except that strychnine 
in a dose of 1-8 mg. (about gr. 1/30) was found to 
have a mild vasoconstrictor effect but no cardiac or 
respiratory stimulant action was noted. 

By a relatively new but laborious method of 
approach the authors of this paper have accumulated 
data of no small interest. The numerous estimations 
involved all have their errors, but by careful technique 
and the use of exacting criteria these seem to have 
been reduced to a minimum. 


B.C.0.G. 


Tue British College of Obstetricians and Gynzco- 
logists is only eight years old and many of its god- 
parents were thus able to forgather at its seventh 
annual party at Claridge’s last week in mutual 
congratulation on its fine growth and excellent 
prospects. Some recalled the gloomy forebodings 
expressed during the antenatal period ; and it was 
perhaps pique at this reflection on professional skill 
that stimulated special efforts to ensure not only its 
safe birth but the warm welcome that is almost 
essential to the proper development of the young. It 
was whispered that hopes of a Royal Charter may 
shortly be realised ; and in short the time has come 
when the College, which has now 200 fellows and 
400 members, confers a status on those associated 
with it instead of benefiting from their patronage. 
Two of the guests at the dinner were Sir John Simon, 
Chancellor of the Exchequer, and Sir George Chrystal, 
principal secretary to the Ministry of Health, and 
both alluded in their brief speeches to the help given 
by the College to the State in framing the new Mid- 
wifery Act. The president, Sir Ewen Maclean, made 
graceful references to the work of the year; Mr. 
Eardley Holland complimented guests present and 
absent with easy impartiality, and Lord Horder 
found a pretty parable to carry him lightly over 
delicate ground. The decline in the birth-rate was 
held to account for the fact that no summons disturbed. 
the diners ; but anxiety for the national welfare was 
relieved soon afterwards when urgent messages began 
to break up a very pleasant party. l 


WE regret to announce the death on Oct. 23rd 
of Dr. F. W. Burton-Fanning of Norwich in his 
75th year. Dr. Burton-Fanning was a pioneer in the 
modern hygienic treatment of phthisis and was 
instrumental in founding the first sanatoriums in 
the eastern counties. 


Dr. T. A. Goodfellow, who died at West Didsbury 
on Oct. 24th, was a governor of Manchester Univer- 
sity and lecturer on medical ethics and conditions of 
practice. For many years he had been chairman of 
the local medical and panel committee. He was in 
his 73rd year. 


Dr. E. A. Cockayne will deliver the Bradshaw 
lecture to the Royal College of Physicians of London 
on Thursday, Nov. 4th, at 5 P.m. He will speak on the 
genetics of transposition of the viscera. 


It has been proposed that the editors (including 
assistant editors) of medical journals published in this 
country should meet from time to time for the 
discussion of such matters as they may find of common 
interest: that is, in the technical rather than the 
traditionally ‘‘editorial’’ side of production. A 
dinner has been arranged for Saturday, Nov. 6th, 
at 7.45 for 8 p.m. at Claridge’s Hotel, with a view to 
testing the feeling, and it is hoped that those editors 
who can do so will attend. The arrangements are 
being made by Mr. E. Watson-Williams, 65, Pembroke- 
road, Clifton, Bristol 8. 


THE LANCET] 


[ocr. 30, 1937 1033 


POST-GRADUATE LECTURES 


For the past three weeks we have published 
summaries of lectures delivered in the London teach- 
ing hospitals at the courses lately held for former 
students. The two that follow were given at the 
London Hospital (Dr. Wall) and at University 
College Hospital (Dr. Wesson). 


INCUBATION PERIOD OF PULMONARY 
TUBERCULOSIS 


(Dr. Cec WALL) 
I HAVE chosen this subject for my remarks this 


afternoon in the hope that a study of the premonitory | 


symptoms may lead to earlier recognition of the 
disease and therefore to an improved chance of arrest. 

Specific infectious diseases fall naturally into two 
clinical groups, one in which there is a general con- 
stitutional disturbance together with some local 
manifestation (measles and lobar pneumonia may be 
quoted as examples); the other in which the infection 
causes a local disease which may produce a secondary 
constitutional disturbance. Diphtheria and tetanus 
belong to this second category and so does’ pul- 
monary tuberculosis. We are accustomed to mark 
the end of the incubation period of an infectious 
disease when symptoms or signs herald the departure 
from good health. In pulmonary tuberculosis this 
period may be of very variable length before its 
termination is marked by the recognition of focal 
signs or symptoms or of symptoms which cannot 
be referred directly to the local disease. Such 
symptoms we assume to be due to the absorption 
into the blood stream of toxins produced at the site 
of infection. 

Focal symptoms and signs attract attention quickly 
and for my present purpose need but a passing 
reference. Cough, expectoration, hemoptysis, pleu- 
risy, or spontaneous pneumothorax suggest at once 
the possibility of pulmonary disease. General 
symptoms, if they precede those of focal origin, may 
not arouse any such suspicion. My purpose to-day 
is to pass in review some of these symptoms. 

Clues to their nature may be sought in two ways. 
When investigating the personal history of a patient 
suffering from pulmonary tuberculosis it is customary 
to ask the duration of symptoms before medical 
advice was sought: the patient naturally attaches 
chief importance to focal symptoms and often it is 
only by close questioning that the existence of 
antecedent general symptoms is established. The 
second way in which our problem may be elucidated 
is by the close study of those in whom pulmonary 
tuberculosis has been arrested, but from time to time 
experience threats of recrudescence. The warning 
symptoms in such patients vary with different 
individuals ; they are not constantly focal in origin 
and general symptoms show much variation. 

I am not able to offer you a logical classification of 
these general symptoms, nor even to estimate their 
relative degree of frequency ; some are recognised 
readily, some frequently escape notice for a long 
period. I will, however, enumerate some of them 
and offer a running commentary. 

Recurrent “ influenza.’’—Perhaps the most frequent 
is the tendency to recurrent brief pyrexial attacks 
which get labelled “ influenza.” In my experience of 
the great epidemic of influenza in 1918 and in the 
subsequent less serious outbreaks I gained the 
impression that a non-fatal attack of influenza con- 


ferred a lasting immunity from that disease. The 
young and previously healthy were generally the 
victims and seldom, if ever, was it possible to elicit a 
history of an undoubted previous attack. On the 
other hand, it is extremely common for patients who 
are found to be tuberculous to state that they have 
had several attacks of so-called influenza which have 
subsided after resting for a day or two in bed. The 
influence of fatigue in promoting tuberculotoxemia 
and of restin checking it seems to offer the explanation 
of these attacks. 

Recurrent “ rheumatism.” —Sometimes these attacks, 
if associated with joint pains, are assumed to be 
rheumatic; if the patient has not had rheumatic 
fever in the past and there is not any definite evidence 
of arthritis or endocarditis the possibility of their 
being due to tuberculotoxemia should not be 
forgotten. 

D.A.H.—During and after the war we became 
familiar with another symptom group of which in 
many cases the cause was not recognised until the 


` disease in the lungs became obvious. The cases were 


diagnosed as D.A.H. and sent for investigation in the 
first instance to experts in cardiology, who had to 
transfer a large proportion of them to a chest 
hospital or sanatorium. Tachycardia is a common 
and troublesome symptom in active tuberculosis ; it 
may precede other evidence of constitional dis- 
turbance and it may persist after all other symptoms 
have disappeared. Until the pulse-rate has returned 
to normal the prognosis of pulmonary tuberculosis 
must be guarded. 

Thyrotoxicosis.—Disordered action of the heart is 
not now often considered as a sufficient diagnosis, 
but there seems to be a tendency to ascribe tachy- 
cardia too frequently to thyrotoxicosis without the 
careful elimination of other possible causes of which 
pulmonary tuberculosis is one. It is generally asso- 
ciated with dyspnea on slight exertion of which the 
patient is likely to be more conscious than of the 
increased frequency of the pulse-rate. 

Early fatigue and nervous breakdown.—Easily 
induced fatigue is another common early symptom ; 
after a period of rest the patient’s energy is good 
but after a short spell of work slackness ensues. 
Frequently the condition is assumed to be due to 
overwork, labelled a nervous breakdown, and treated 
by a rest cure. The treatment, of course, is correct 
and gives temporary relief, but too often the subse- 
quent history shows that the underlying cause was 
pulmonary tuberculosis. 

Alcoholism.—Fatigue symptoms are temporarily 
relieved by alcohol and if the patient is not warned 
about the danger of “Dutch courage” a harmful 
habit may be established. My experience in the 
out-patient department leads me to think that 
tuberculosis is more often the cause of alcoholism 
than is alcoholism of tuberculosis. 

Irritability and insomnia of the nervous type, 
when the patient cannot get off to sleep but finds it 
hard to wake in the morning, are often associated with 
the fatigue symptoms of incipient tuberculosis. . 

Digestive disturbance.—I will now turn to a group 
of symptoms associated with the digestive functions. 
Loss of appetite as a fatigue symptoms is well known ; 
it does not seem to be so commonly recognised that 
pain and vomiting may be so marked as to lead to 
the diagnosis of gastric or duodenal ulceration. It is 
not a very uncommon event for patients to be 
admitted to the London Hospital for gastric investi- 
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gation who are found to be suffering from pulmonary 
tuberculosis, and from time to time patients are 
admitted to a chest hospital shortly after an abdominal 
operation elsewhere in whom there is considerable 
doubt whether organic disease of the stomach had 
ever been present. The symptoms of dyspepsia in 
pulmonary tuberculosis are seldom quite typical of 
gastric or duodenal ulceration ; the pain may occur 
after meals, but seldom at a regular interval after the 
meal or after every meal and there is no tendency to 
periodic remissions and relapses. 

Gastric surgery has made great strides in recent 
years, but I think that the differential diagnosis 
between gastric ulceration and the dyspepsia of early 
phthisis is not always considered with sufficient care. 

Appendicitis.—Similar criticism seems to be justi- 
fiable with regard to appendicectomy. My suspicion 
is aroused by the number of cases that I see in which 
pulmonary tuberculosis is found within a compara- 
tively short period after the removal of the appendix. 
Of course, the association may have been purely acci- 
dental and the appendicitis of the variety requiring 
operation, or there may have been a double tuber- 


culous infection of the lung and the appendix, but it . 


is not unknown for the appendix removed by operation 
to appear normal at least to the naked eye. I cannot 
but think that occasionally the appendix has been 
found guilty of symptonis which more properly 
should be ascribed to the digestive disturbances of 
pulmonary tuberculosis. 


* * * 


‘By drawing your attention to these symptoms, one 
or more of which may lead to a suspicion of pul- 
monary disease before the development of focal 
symptoms or of physical signs, I hope to help you to 
its earlier recognition. The length of the incubation 
period—that is the interval between the infection 
and the invasion which can be recognised by symp- 
toms or signs—is one of the great difficulties in the 
therapeutics of pulmonary tuberculosis. Some tell 
us that the only satisfactory method of detecting 
pulmonary tuberculosis in the earliest stage is by 
periodic radiographic examination. But this procedure 
does not appear to me to be economically possible 
on any large scale, nor do I think that if abnormal 
shadows were found in a radiogram that the person 
concerned would often consent to undergo a course 
of treatment if he were completely free from all 
symptoms of ill health. What we can do is to 
persuade our patients to seek advice when they are 
conscious of any departure from good health and then 
to make a thorough investigation, including radio- 
graphy if any assistance by it can be expected. Most 
patients will be glad to be rid of symptoms of ill 
health even if they are not due to pulmonary 
tuberculosis. | 


LOW BACK AND SCIATIC PAIN 
(DR. ARTHUR WESSON) 


. TRUE sciatic neuritis, with objective sensory, 
motor, and reflex changes, does occur. It may have 
a well-recognised pathological basis, such as spinal 
cord tumour, or only a toxic or inflammatory cause. 
In the majority of cases of low back and sciatic pain, 
however, there are no other signs of neuritis, and the 
underlying condition has been obscurely referred to 
as a neuralgia, as fibrositis, or as perineuritis of the 
sciatic trunk or roots of the lumbosacral plexus. 

Let us examine the cardinal signs of sciatica. 
1. The pain most commonly affects the gluteal region, 
the posterior or lateral thigh region, or the posterior or 


lateral leg region ; it is rarely found in the foot and almost 
never in the anteromedial aspect of the leg. A lesion of 
the sciatic nerve itself is insufficient to account for all 
these sites, and on a root basis, one must predicate a 
widespread lesion involving both posterior and anterior 
divisions of the lumbosacral plexus, but failing almost 
always to involve the anterior division of L4—i.e., the 
anteromedial aspect of the leg. 

2. It is usually stated that tenderness is elicited by 
direct pressure on the sciatic trunk. When one considers 


-the depth of this nerve and the thickness of the overlying 


muscles it is doubtful whether much reliance can be 
placed on this evidence. Frequently pressure on struc- 
tures not directly over the sciatic nerve causes not only 
local tenderness but pain in the common sites previously 
mentioned. 

3. Nerve stretching.—Straight leg-raising produces pain 
at different sites, most commonly in the lumbosacral area 
and in the calf. Before any tension can be produced on 
the sciatic nerve there must be a stretch of the hamstring 
muscles, which from their origin on the ischial tuberosity 
produces pelvic tilting and tension on the posterior sacral 
ligaments. 

From this it seems clear that the accepted ætiology 
of sciatica is an inadequate explanation of its three 
cardinal signs. 

If we now study the innervation of the lumbar 
and sacral articulations and their ligaments we find 
from recent dissections by Pheasant, of the Univer- 
sity of California, that the articulations themselves 
are supplied by branches from the posterior divisions 
of the lumbosacral plexus but that the extra-articular 
ligaments are supplied by both posterior and anterior 
divisions of most of the lumbar and sacral nerves 
except the anterior division of L4. It is my con- 
tention therefore that the pain we are discussing is 
not the result of disease in any portion of the lumbo- 
sacral plexus but is either a local pain in the muscles 
or a referred pain from the articulations and extra- 
articular ligaments of the lumbosacral region. 

Two fundamental pathological processes acting 
singly or together are involved in the production 
of this syndrome: (1) acute trauma to muscles, liga- 
ments, or articulations, with the well-known signs of 
pain, heat, swelling, and muscle spasm; (2) muscle 
fatigue from prolonged misuse. This second process 
has not been sufficiently studied, and little is known 
of its exact pathology. It would appear that certain 
changes occur in muscles when the balance between 
antagonistic groups is persistently abnormal. Muscles 
hypertrophied from excessive use are often the site 
of fatigue pain. The antagonists are correspondingly 
weaker and subsequent mal-alignment of the under- 
lying joint takes place. The converse is also true, that 
over a joint held persistently in an abnormal position 
there will be hypertrophy, shortening, and later 
permanent contracture on the concave side, with 
lengthening and weakness of the muscles on the 
convex side. 

Applying these principles to the muscles in the 
region of the pelvis and lower back and their anta- 
gonists upon whose correct balance our upright 
posture depends (viz., erector spine, gluteus maximus, 
iliopsoas, and rectus abdominis) we find that in cases 
of low back and sciatic pain there is a marked 
muscle imbalance and abnormal alignment of the 
pelvis and lumbar spine resulting in an abnormal 
posture. 

I propose now to demonstrate three common 
types of postural abnormality with the accompanying 
alteration in muscle balance :— 

(a) Down-tilted pelvis, lordosis, kyphosis with depressed 
thorax. 

(6) Down-tilted pelvis, lordosis, flat upper back with 
raised thorax. | 
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(c) Normal pelvic angle, flat, rigid lumbar spine with 
secondary scoliosis. 


The first type is found in the asthenic individual 
with poor muscle tone. The sécond is found chiefly 
in those who have been subjected to misguided 
attempts to correct their poor posture. Such advice 
has been in the nature of forced elevation of the 
thorax without correction of the lordosis and pelvic 
tilt. The third type is seen in those whose occupa- 
tion throws great strain on the muscles of the lower 
back. The associated rigidity of the lumbar spine 
throws extra strain on the sacro-iliac joints and 
subluxations are common. 

Clinical examination should comprise the following : 
4a) a careful history of the onset, and site of the pain ; 
{b) an examination of the patient’s posture with the 
aid.of a plumb-line ; (0) an examination of the rela- 
tive power of the pelvic muscles; (d) an estimate 
of the degree of limitation of mobility in the spine 
from muscle spasm or contracture; and (e) a note as 
to the presence of scoliosis and the type of pelvic 
rotation. With this information it will be found 
possible as a rule to arrive at an accurate diagnosis 
of the nature and site of the pain. 

I have said that there were two fundamental 
processes at work in the production of low back and 
sciatic pain. The first is an acute trauma of soft 
tissues or articulations accompanied by the charac- 
teristic features of traumatic inflammation, pain, 
muscular spasm, and deformity; the second is a 
chronic muscular imbalance giving rise to fatigue, 
contracture, and deformity. Our treatment must 
therefore aim first at realignment by reduction of 
deformity ; and secondly at maintenance of correct 
alignment. 

Means of securing realignment are : 

(a) Rest and gravity—e.g., simple recumbency for the 
early case of backache due to lordosis. 

(b) Heat to relax muscle spasm—e.g., hot baths; 
radiant heat; and high-frequency fields. 

(c) Massage to overcome spasm—e.g., superficial strok- 
ing (Mennell) ; deep stroking ; lateral tension ; vibratory 
massage. 

(d) Traction to overcome muscle spasm or contracture. 

(e) Manipulation, especially where a subluxation is 
suspected by reason of the abruptness of the onset and 
the presence of fixed deformity. 


Stabilisation depends upon the restoration of 


. normal ligamentous tension and the subsequent 


development of a correct muscle balance. If there 
has been a definite ligamentous tear, it is obvious 
that the ordinary surgical principles of rest and 
support must be applied during the healing of the 
ligament. It is by re-education of muscles, however, 
that most can be done to prevent the recurrences 
so very common in these conditions. The aim of 
treatment is to strengthen the weaker groups by the 
prescription of exact exercises. Such active volun- 
tary contraction will at the same time produce 
reciprocal relaxation in the stronger antagonists. 
If, however, there is much contracture of these muscles 
special stretching exercises must be given. Finally, 
prevention of occupational injury must be procured 
by teaching the patient different methods of carrying 
out his work, involving a more even distribution of 
the muscular effort. Exercises often useful include : 
(1) abdominal and gluteal exercises in the lying, 
sitting, and standing positions; (2) lower back 
exercises; (3) hamstring exercises; and (4) those 
designed to stretch the lower erector spine group. 
Sometimes it will be found that not enough mus- 
cular power is available to respond to exercise to 
enable the correct alignment to be majntained. It 
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becomes necessary in these cases to supply some 
mechanical support, which may take the form of 
a brace, corset, or plaster-of-Paris splint. In some 
of the more severe cases of sacro-iliac instability, 
fusion operations have been devised to give permanent 
stability. | 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 


Surg. Comdr. C. N. Ratcliffe to Norfolk. 

Surg. Lt.-Comdrs. M. J. Brosnan to Dryad and for Ports- 
mouth Dockyard; M. A. Graham-Yooll to Rodney ; 
T. S. Osborne to Pembroke for R.N.B. and to Shropshire 
(on recommissioning) ; E. E. Malone to Aurora; R.M. P. 
Skinner to Bee as Asst. to R.N.O., Shanghai; E. W. 
Bingham to Pembroke for R.N. Hospital, Chatham; and 
A. Long to Arethusa (on commg.) and to Despatch (on 
transfer of flag). : 

Surg. Lt. F. M. Duthie to be Surg. Lt.-Comdr. 

Surg. Lts. R. M. Kirkwood to Drake for R.N.B.; T. F. 
Davies to Revenge; E. D. Caldwell to Victory for R.M. 
Infirmary, Portsmouth; P. G. Stainton to Pembroke for 
R.N.B. and to Shropshire (on recommissioning); and 
S. G. French to President for course. 

Surg. Lt. T. F. Miles transferred to Emergy. List. | 

Surg. Lts. (D) A. J. Staple to Ramillies; W. L. Mountain 
to Pembroke for R.M, Infirmary, Deal; and W. I. N. 
Forrest to Birmingham. 

ROYAL NAVAL VOLUNTEER RESERVE 

Surg. Lts. J. C. Moor and R. D. Jenkins promoted to 
Surg. Lt.-Comdrs. 

Proby. Surg. Lt. J. L. M. Wood to be Surg. Lt. 

Surg. Sub-Lt. D. S. Macphail to be Surg. Lt. 


ARMY MEDICAL SERVICES 


Col. G. H. Richard, late R.A.M.C., having attained the 
age for retirement, is placed on ret. pay. 
Lt.-Col. W. B. Rennie, M.C., from R.A.M.C., to be Col. 


ROYAL ARMY MEDICAL CORPS 
Maj. and Bt. Lt.-Col. E. C. Linton to be Lt.-Col. 


ARMY DENTAL CORPS 
Short, Service Commission: J. A. R. Jameson to be 
Lt. (on prob.). 
TERRITORIAL ARMY 
Lt.-Cols. L. H. Taylor and G. L. Malcolm-Smith to. 
be Bt. Cols. 
' Maj. H. V. Leigh (late R.A.M.C.) to be Lt.-Col. and to 
comd. the 3rd (Western) Gen. Hosp. 
Capt. C. H. Wilson relinquishes his commn. on account 
of ill health. 
Lt. G. C. Langlands to be Capt. 
W. N. Chisholm to be Lt. 


ROYAL AIR FORCE 

Squadron Leader N. I. Smith to Aircraft Depét, Karachi, 
India, for duty as Medical Officer. ; 

Flight Lt. P. J. McNally to R.A.F., General Hospital, 
Hinaidi, Iraq. 

Flying Offrs. D. F. Cameron and J. H. Lewis to Head- 
quarters, R.A.F., Iraq, Hinaidi; F. S. Sidey to Aircraft 
Depét, Karachi, India; and J. C. Taylor to No. 1 (Indian 
Wing) Station, Kohat, India. 

COLONIAL MEDICAL SERVICE 

The following appointments are made: Dr. H. M. C. 
Aslett, Medical Superintendent, Lunatic Asylum, Jamaica; 
Dr. G. A. Ransome, Associate Professor, King Edward VII 
College of Medicine, Singapore; Dr. A. H. Chenard de la 
Giraudais and Dr. W. U. Hill, Medical Officers, West 
Africa. Dr. S. W. Eveson (Health Officer) becomes 
Health Officer, Superscale Grade B, Malayan Medical 
Service, and Dr. D. M. McSwan (Medical Officer) becomes 
Medical Officer, Superscale Grade B, Malayan Medical 
Service. Dr. R. C. Hopkinson (late M.O., Nigeria) becomes 
Medical Officer, St. Helena, and Dr. W. J. E. Phillips 
(District M.O., Cyprus) Senior Medical Officer, Depart- 
ment of Health, Palestine. 
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SPECIAL ARTICLES 


THE COUNTRY’S MENTAL HEALTH 


IN reporting on the work of the mental health 
services for the year 1936 the Board of Control say! 
that the financial difficulties of the nation do not 
appear to have caused any perceptible increase in 
mental disorder. Otherwise the year’s statistics 
afford little ground for complacency. The number 
under care has remained steady: the increase was 
just under 2000, the average annual increase for the 
previous five years being 1615. Direct admissions to 
public mental hospitals were 25,650, compared with 
an average for the last five years of 22,654. This 
increase was to a large extent balanced by the depar- 
ture of many voluntary patients after a short period 
of treatment. This is satisfactory, the Board con- 
sider, for it indicates that real progress has been made 
in the treatment of mental disorders in the early 
stages. On the other hand, progress towards pre- 
vention is slow and the Board see great need for 
many more child guidance clinics and out-patient 
clinics. They are disappointed also that new methods 
of treatment have apparently not yet been reflected in 
the discharge rate. The increasing admissions of 
senile patients probably, they say, mask a real 
increase in the discharge rate, but no statistical proof 
can be given. 

They wonder whether, apart from new methods 
and the admitted improvements in dietary and 
nursing, more might not be done to effect recovery. 
They are convinced that in general there has been a 
marked advance, but recognise that in too many 
public mental hospitals the medical staff is little more 
than adequate to maintain the physical condition of 
the patients. Where detached admission units have 
been provided, the staffing has in general been 
improved. It is, however, still far from sufficient 
by the standards of the larger registered hospitals 
or of general Continental practice. In the less pro- 
gressive hospitals, suggestions for even the most 
modest addition to the medical staff are too often 
postponed or ignored. The Board make a spirited 
complaint against the general neglect of psycho- 
therapy. Mass-production methods in psychiatry 
must, they say, certainly fail. To win the patient’s 
confidence, to discover the mental background and 
to unravel the mystery of a case take much time, 
and within limits what the doctor can do for a case 
depends largely upon the amount of time he can give 
to it. They are sorry, but not surprised, that so 
many visiting committees are sceptical of the value 
of treatment which appears to consist merely of 
talk. They will spend freely to provide buildings and 
equipment, but grudge expenditure on staff needed 
for psychotherapy. The Board fear that it may 
always be difficult to persuade Englishmen to believe 
in a form of medicine which uses no lancet and 
prescribes no pill. 

RESEARCH 


The Board continue to press for more research into 
the production of mental disorder and defect. The 
Mental Treatment Act, 1930, for the first time gave 
local authorities power, with the Board’s approval, 
to contribute to research done outside their own 
laboratories. It provided a means of linking up the 
work of hospital laboratories with that of the univer- 
sities, medical schools, and other centres of scientific 


1The twenty-third annual report of the Board of ig Pies 
Part I. London: H.M. Stat. Office. 1937. Pp. 89. 18. 6d. 


work. At the passing of the Act the Board decided 
to appoint a committee to lay down principles for 
approving schemes for subsidising research. The 
slump of 1931 prevented this plan from being carried 
out at that time. The committee has, however, 
now been reconstituted under the chairmanship of 
Lord Radnor. The Board hope that it will be able 
to devise a practicable scheme for enlisting the 
help of the universities and medical schools in the 
investigation of the larger problems which are beyond 
the limited resources of individual hospitals. Codpera- 
tion between the mental hospitals and mental defi- 
ciency colonies and the larger scientific centres 
should, they consider, materially increase the eff- 
ciency of the work in the hospital laboratories, which 
is vitally important.to the welfare of patients in 
improving treatment and preventing intercurrent 
disease. | 

The Board have been interested in Sakel’s new 
method of treating schizophrenia by insulin shock. 
They accordingly asked one of their commissioners, 
Dr. Isabel Wilson, to visit Vienna and investigate 
the treatment. She did this, and her report has been 
published.? The method has already been tried at 
several hospitals in this country; it needs much 
care and study and makes a heavy demand upon the 
medical and nursing staff. It has its dangers, though, 
the Board say, they are probably not greater than 
those of malaria therapy. The results suggest that 
it deserves careful trial, in suitable centres by 
experienced persons. 


VOCATIONAL TRAINING 

Voluntary patients in the early stages of mental 
trouble are concentrated by the London County 
Council at St. Ebba’s Hospital. The authorities have 
found that one of their great difficulties in discharging 
improved patients has been to find them suitable 
employment. Discharge without the certainty of 
employment must always mean worry and thé danger 
of relapse. They therefore set themselves to find a 
job for each patient before they discharged him. 
This, of course, has long been recognised as an 
essential feature of successful after-care. If, how- 
ever, the patient’s former work has been causing him 
anxiety and stress, his mental health will not be 
likely to improve if he goes back to it. The L.C.C. 
have therefore introduced an important new feature 
of their after-care work : vocational training for those 
patients who need a complete change of occupation. 
The Board point out that the training cannot be 
inexpensive, but the cost is a sound investment. The 
scheme is still in the experimental stage and only a 
few patients have been trained. The Board think, 
however, that it is planned on essentially sound lines, 
and are watching its development with great interest. 

Most mental hospitals, and most of the larger 
mental deficiency institutions, now provide dental 
treatment, but the Board do not consider that it is 
adequate in all of them, even for the new admissions. 
In any case, although new patients should have 
proper dental treatment as a matter of routine, all 
patients should be regularly treated and those who 
need dentures and can be trusted with them should 
have them fitted. More care is also needed, the 
Board say, in providing proper racks where tooth- 
brushes can be kept properly ventilated and apart. 

In their last report the Board advocated the 
provision of hairdressing rooms for the women 


2 A Study of Hypoglycemic Shock Treatment in Schizopbrenia. 
H.M. Stat. Office. 1936. 
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patients. One hospital says that the hairdressing 
room has transformed the women’s side. They are 
convinced that decent hairdressing, like brighter 
modern frocks, is an important factor in building 
up the patient’s self-respect. The essence of suc- 
cessful treatment, they say, is to normalise the 
patient, and a woman, particularly a young woman, 
cannot and ought not to feel normal in shapeless 
clothes with her hair limp and draggled. A little 
vanity and an interest in appearance are a step 
towards improvement. Similarly, steam clothes- 
presses for the men are well worth what they cost. 

As an illustration of the value of encouraging 
patients to play games themselves instead of merely 
watching them played by the staff, the Board quote 
an account of a visit paid by a party of patients from 
the Derby County Mental Hospital to the Leicester- 
shire and Rutland Mental Hospital at Narborough. 
An enthusiastic and pleasurable game of cricket was 
played ; it was perhaps not entirely orthodox and 
the report did not say which side won. Nor, in the 
opinion of the Board, did it matter, for two teams of 
patients, each with only a single staff player, had 
thoroughly enjoyed a game and also given great 
pleasure to the spectators from both hospitals. 
Matches of this kind are a wholesome reminder, the 
Board conclude, that cricket can still be played for 
pleasure. 

Substantial advances have therefore been made in 
the quality of accommodation, but the problem of its 
quantity is worse than ever. There are 1217 more 
beds, chiefly in the new hospital which is being built 
by East Ham and Southend at Runwell. This figure 


is considerably sinaller than the increase in the total 


number of patients under care, and would be less 
still but for the present overcrowding itself, notably 
in Lancashire, which keeps patients who urgently 
need hospital treatment waiting in public assistance 
institutions. There are now nearly 3000 patients 
more than the authorised number of beds. Runwell 
will be complete this year, but after that no further 
additions of importance will be made until the second 
half of the Shenley Mental Hospital and the extensions 
at St. Ebba’s are completed. The new hospitals at 
Latham Park in Lancashire and Margaretting Hall in 
Essex will probably not be ready for another four 
years, during which time the total overcrowding will 
probably become a great deal worse. 


The section of the report dealing with Mental 
Deficiency will be noticed in a later issue. 


THE MEDICAL PROFESSION AND PEACE 


On Oct. 28rd, at the first national congress of the 
Internatidnal Peace Campaign, a medical commission 
under the auspices of the Medical Peace Campaign 
met to consider two resolutions :— 


That the medical profession has a duty and right to 
assume an independent and critical attitude in regard to 
all State regulations affecting war or war preparedness ; 
and 

That an international peace campaign should consider 
what steps can be taken at the present time by the medical 
profession in all countries to prevent war. 


Mr. Pure Wies, F.R.C.S., who presided, said 
that with war on our doorsteps and the talk of war 
on everybody’s lips, this seemed the psychological 
moment to strike in defence of peace. He read a 
letter from Dr. R. G. Robertson, who in the midst of 
tending the air-raid victims of Shanghai, urged on 
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the home population the necessity of acting now. 
He asked if doctors were not to attempt to stem the 
tide of war, as they would of any other pestilence. 
War could be fairly likened to a disease and the 
product of diseased minds—vide Mussolini’s utterance 
in 1932 that “ Fascism believes in neither the possi- 
bility nor the utility of a perpetual peace.” 

Dr. W. H. HuGues said there was a feeling that 
it was a doctor’s duty to succour suffering humanity 
and leave politics alone. But politics would not 
leave doctors alone. In Germany for instance it was 
decreed that in places where there were Jewish 
hospitals, Jews might not be admitted to Aryan 
hospitals. This was not the decision of doctors but 
of politicians. In this country there was greater 
freedom and chance of criticism, but doctors were still 


‘involved. They were pledged now, as a profession, 


to carry out air-raid precautions as devised at present. 
If war came there would be no time to take up an 
independent and critical attitude. The medical 
profession would then be simply engaged in working 
itself to death. They must act now, and throw their 
weight in on the side of peace. 

Dr. HORACE JOULES agreed that there could be no 
divorcement of medicine and politics. Most of the 
great recent advances in medicine were due to the 
use of scientific methods. But there was the per- 
version of scientific methods also. Pseudo-scientific 
official utterances about blood and race in Germany 
were simply a return to black magic. Advances had 
also been made in preventive medicine. Research 
showed that many of our ills were due to the economic 
factors, want and malnutrition, over which we could 
have control. But pressure was brought to bear not 
to expose economic conditions. The medical pro- 
fession must be on the side of a government that was 
using science to improve and not to distort. In this 
country, the British Medical Association, which 
represented the medical profession, was not showing 
itself to be on this side. The Government’s pre- 
cautions against air raids were not adequate. There 
was no proper protection from air raids for the poorer 
sections of the community. The B.M.A. offered no 
criticism and would not press for an inquiry into the 
whole subject of air-raid precautions. Again, doctors 
should examine the Government’s physical fitness 
campaign. Was this really war preparation or was 
the Government sincerely interested in health? The 
medical profession could make no promises for the 
future until it knew the Governiment’s line. It must 
take sides, and as an independent and scientifically 
minded profession it must avert the return of the 
dark ages. 

Dr. STELLA CHURCHILL said that if doctors were 
not going to fall into line with the government of 
the day, they must decide how and through what 
they were going to protest. With regard to air-raid 
precautions they had to consider attack not only 
from gas but from incendiary and explosive bombs, 
and also the defence of the water-supply. 

Dr. LEDEBOER (Haarlem) said that in Holland they 
had succeeded in convincing their colleagues that 
everything to do with war had to do with doctors 
and had appointed a commission of war prophylaxis 
in the Netherlands Medical Association. They hoped 
to get their example followed in other countries. In 
attempting to spread their principle they had 
approached psychiatrists and statesmen as being of 
the first importance and had had a number of replies. 

Mr. HERBERT CaIGER, F.R.C.S. (Sheffield), quoted 
Prof. A. D. McNair, professor of international law at 
Cambridge, as emphasising the power of the medical 
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profession in moulding public opinion. -He said that. 
the public must be able to rely on doctors not to 


_ obstruct any scientific truth even- in the matter 
of war. + 

Dr. ROORDA (Holland) desoribed the manner in 
which the Netherland Medical Association was per- 


_ suaded to accept the principle that doctors are 


involved with war, and to set up its commission of 
ied Ba Sea 


Josera NUNAN (Sheffield) said that the. 
oracle had been accepted by the B.M.A., who - 


had undertaken to get in touch with the Health 
Section of the League of Nations and if required to 


form a special commission to inquire into the psycho-- 


logy of war.—Dr. HELEN Borie (Brighton) said 
that the B.M.A. was what its members made it.— 


Dr. T. O. GARLAND (Northampton) remarked on the | 


difficulties for doctors in public health services whose 
positions might be noanean by their expression of 
political opinions.—Dr. P. A. GALPIN said that the 
work of doctors was at ihe mercy of international 
conditions. The ground gained in fighting tubercu- 


<. losis for instance was only consistent with the 


standard of living. At a threat of war doctors had 
every right to criticise the powers that be.—Dr. 


= E. H. M. Mrziean (Glossop) wished to add to the 


resolution that it was the doctors’ right to criticise 
the Government’s foreign policy.—Dr. JouLs insisted 
that doctors must not become part of ‘the war- 
machine. He said that the B.M.A. had become a 
Government department. ` 

. The following resolution was unanimously passed :— 


. That the medical profession has a duty and a right to 
assume an independent and critical attitude in regard to 
government policy and regulations affecting war or war- 
preparedness. 
AN ACTIVE POLICY ? 
In introducing the second part of the discussion 
Mr. WILES said that if we worked hard enough we 


"could prevent war overtaking us. What practical 


_ steps were we going to take not when, but before 
war broke out ? 

Dr, A.C. LANKESTER (Purley) said that doctors in this 
, country numbered about: 50,000 coherent and intel- 
lectual people. They were committed not only to the 
relief of suffering, but to its prevention. Must they 
wait till the horror began, or could they realise their 
responsibility first ? Nobody knew better than they 


the effects and aftér-effects of war, and this know- 


ledge made them responsible for taking action. 
There was no country in which the people wanted 
war, and yet we went round in the circle: fear— 
armaments—war. Doctors must be solid for peace, 
and deal with the mass psychology of war. Nobody 
else would. 

Mr. F. Le Gros CLARK said that the appeal to the 
medical profession could not be only along humani- 
tarian but must be along political lines. War and 
Fascism were linked together. Within a reasonable 
‘period the non-Fascist countries would not make war, 
but Fascist countries were now making it. It was 
< no use in the name of humanitarianism sending 
driblets of medical supplies to Spain, while the civilian 
population of the Asturias was being devastated by 
bombs. 

Dr. MILLIGAN suggested trying to get a campaign 
going to rope in the whole medical profession.—Dr. 
T. M. Line (Bristol) pointed out that the medical 
profession had international meeting-grounds in the 
_ shape of specialist congresses. They would be useful 
ground in which to sow seed. It would be helpful 
to get peace resolutions on their agenda.—Dr. JOHN 
Brr (Bromley) said that the problem was not to 
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exclude the war-like people and the people who 
thought differently from ourselves, but rather to find 
some means whereby we could all live together.— 
Dr. CHURCHILL said that teaching from the earliest- 
age should be away from war. The young should be 
given a good outlet for their aggression and other. 
ideals than war. General practitioners. could use 
their influence on individuals.—Dr. HILDA CLARK said 


that doctors should: take care to be better informed. - 


about international affairs.—Mr. P. V. Isaacs made 
a plea for medical as to be roped in on the 
peate side. 

Mr. Wues asked for practical suggestions to 
penetrate the B.M.A. A psychological investigation 
might bear fruit in three generations; but the 
question was how to stop war now. 

After some discussion as to how best to influence 
the rank and file of the B.M.A. the resolution 
was drafted into two parts as follows, and was 
carried :— 

(1) That the medical commission of the Titenatidod 
Peace Campaign call on the council of the British Medical 
Association to initiate common action with the profes- 
sional organisations in other countries ‘to combat the 
growing menace of war. ` 

(2) That the medical commission of the International 
Peace Campaign ask the committee of tho Medical Peace 
Campaign to draft resolutions for submission to all branches 
and divisions ‘of the B.M.A. on the question of peace and 
oo attitude of oe profession to air-raid precautions; 


WOMEN STUDENTS AT THE WEST 
LONDON HOSPITAL 


Tue West London Hospital, which is now to admit 
women undergraduates, has offered facilities for post-. | 
graduate medical education for over forty years. 
When the establishment of the British Postgraduate 
Medical School was first under consideration it 
seemed likely that this would be the hospital selected. 
for the purpose and negotiations to this end were 
continued for some years. Indeed, we are informed 
that it was the prospect of money being spent on the 
hospital from public funds that prevented the board 
from making any improyements during the prosperous 
years just after the war. After the passing of the 
1929 Act the decision was made to use the Hammer- 
smith hospital for the British Postgraduate Medical 
School and this decision coincided in time with the 
general slump. In spite of the consequent difficulties 


in raising funds considerable progress has been made 


in improving the buildings and equipment. 
Since the opening of the new post-graduate sche 
at Ducane-road three years ago the medical staff of 


Common room. 
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- the West London Hospital have 


felt that in the long run the 

competition of a State- aided 

school in the same locality 

would-be overpowering and 

started to look round for some 

other kind of educational acti- 

vity. In the summer of 1934: 

the University of London was 

approached with the suggestion — 
that the West London might. 
provide facilities for the clinical © 
training of women students, 

whose needs in London were 

beginning to be urgent. At 
that .time the university 

authorities were not satisfied 

that the building and equip- 
ment were adapted to the 

purpose and also had reason 

to believe that there were rela- 

tively few women who. took 

their second M.B. in London 

and failed’ to find accommo- 

dation for clinical work. It `  ; 

was considered probable, however that many 
women were going to the provincial’ universities 
for the whole of their training as they could not get 
places in London. The main difficulties among 


London students who had passed. their second M.B. 


arose at University College. This college accepts. 


16 a year, but only absorbs 8 into the hospital ; 
2.of the remaining 8 sometimes get a place, but 6 
have to go elsewhere and they do not always find it 


easy to get places at provincial schools. Moreover, 


they can only go if they can afford to live away 
from London. Last winter the West London Hospital 
had a number of applications from women but could 
not accept them without recognition from the Univer- 
sity. In June the University decided to recognise the 
hospital asaschool for “external students” forthe M.B., 
B.S. degree. This recognition required the approval 


‘of the Privy Council, which was received last week. 
Four women undergraduates. from University. 


College have already started work at the hospital, one 
of whom has already done part of her clinical course 
at Leeds. Resident posts will be available for women 


students after graduation, and sex will be no dis- 
qualification for - appointments on the honorary: 


staff. Recognition from the University is, how- 
ever, not confined to women, and applications from 
suitable men candidates ‘would-be considered. 

It seems likely'that the West London. Hospital will 
ultimately develop into an undergraduate school. 
The accommodation for students is regarded as 
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l West London Hospital, showing new block. 


adequate for the notia but new aches | buildings 
will have to be erected sooner or later. If the money 
is forthcoming this should not present any difficulty 
asthe hospital owns the island site of 34 acres on 
which it is situated. About half the property consists 


of small houses let on short leasés. Some of the. houses 


are now vacant and the acquisition of one or more as 
a temporary home for theschool presents no difficulties. 

Applications are being made to the Universities of 
Oxford and.Cambridge for recognition and also to 
the London Licensing Bodies (Society of Apothecaries 
and Conjoint Board). As long as the number of ‘beds 
does not exceed 240 it is not proposed to accept 
more than 25 students a year, so that the school will 
never be overcrowded.. ‘Financial problems will have 
to be solved, and some sort of public appeal will 


doubtless be made for buildings and other purposes— 
e.g., library, scholarships. It is hoped that, the - 


University of London will recognise the West London 
Hospital as an internal school of the University in due 
course, and that a Treasury grant may become 


available. 


THE LANCET 100 YEARS AGO 


October 28th, 1837, p. 175. 


From a circular addressed to a Member of Parliament 
and. forwarded by a correspondent. 


“ Dr. Duncan begs to announce his residence at No. 1, 


' Watkin’s-terrace, Ebury-street, Pimlico, where, agreeably 


to urgent invitation, he intends to devote himself, as for 


many years past, to the general practice of medicine and ` 


midwifery. In commencing practice in this ‘neighbour- 
hood, and on this account alone, Dr. Duncan deems it 
necessary to state, that he has been twenty years in 
practice, three of which he has lately passed on the Con- 
tinent, where he visited and minutely observed the practice 
of some of the principal medical establishments. From a 
long and extensive practice, public as well as private, 
Dr. Duncan presumes on a continuance of that distinguished 
patronage with which he has. hitherto been honoured. 
A long list of names of the highest respectability might ‘be 
adduced in support of his claim to the confidence of the 
public, but the following may be deemed sufficient. Dr. 
Duncan has had the honour of attending, professionally, 
members of the families of the Duke of Richmond; the 
Marquis of Anglesey; the Marquis of Bath; the Earl 
of Aberdeen; the Earl of “Marlborough ; the Earl of 
Shrewsbury.:., .” 


` 
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IRELAND 
(FROM OUR OWN CORRESPONDENT) 


THE SWEEPSTAKES AND THE HOSPITALS 


THe draw for the twenty-second of the Irish 
Hospitals Sweepstakes—that on the Cesarewitch— 
was held at the Mansion House, Dublin, on Oct. 22nd 
and 23rd. It was announced that the sum to accrue 
to the Hospital Fund as the result of the sweepstake 
would be £493,318. For the past four sweepstakes 
the sum for the hospitals has varied round £500,000. 
The total amount that has been collected for the 
hospitals since the sweepstakes were begun is 
£11,612,177. In connexion with the draw a photo- 
graphic exhibition was held showing some of the 
improvements that have taken place in the hospital 
system of the Irish Free State as a result of help 
from the sweepstake funds. The photographs showed 
many new, well-planned institutions, excellently 
equipped, in the several counties. It would seem, 
indeed, that the needs of the country districts must 
be nearly met by now, but the problem of the city 
hospitals—for the aid of which the sweepstakes were 
instituted—has yet to be decided. It is not suggested 


that there are not, or will not soon be, ample funds 


for this purpose, but that the problem presents 
special difficulties which have required long study. 
Answering a question in the Dáil recently the 
Minister for Local Government and Public Health, 
Mr. Sean T. O’Kelly, stated that certain matters had 
been submitted to the committees of the Dublin 
hospitals which were under consideration at the 
‘ moment, and as soon as he got a satisfactory reply 
he hoped to be able to issue an early decision. In 
closing the draw last week Sir Joseph Glynn pointed 
out that the Medical Research Council of Saorstat 
Eireann, financed out of sweepstake funds, was now 
in existence, and had already nominated fourteen 
research scholars to undergo training in the methods 
of research, who were now working, some in Dublin 
and others in various centres overseas. Last week also 
the Hospital Library Service was inaugurated, and 
is'in a position to lend or give books to the voluntary 
hospitals and to the tuberculosis sanatoriums. It is 
hoped that after a little experience it may be found 
possible to extend the service to all hospitals in the 


country. 
PENSIONS IN THE ARMY MEDICAL SERVICE 


Ever since 1922 when the National Army of the 
Irish Free State came into existence there has been a 
' small but distinguished group of officers constituting 
the Army Medical Service. Hitherto, however, there 

has been no established scheme of pensions for any 
of the officers of the Army, medical or other. Some 
months ago a Pensions Act was passed by the Dáil 
which empowered the Minister for Defence to draft 
regulations to govern a pensions scheme for officers 
and men. The draft regulations were laid on the 
table of the Dáil a few weeks ago and the motion for 
approval was moved by the Minister on Oct. 20th. 
Prior to this, as soon as the regulations were laid on 
the table and thereby made public, the council of 
the Irish Free State Medical Union, being dissatisfied 
with the scheme as it affected the medical officers, 
requested permission of the Minister to put their 
views before him by means of a deputation. To the 
surprise of the Union this request was refused, for 
hitherto in regard to other matters Ministers have 
always been willing to give the Union a hearing. 
Met by this refusal the council of the Union had no 
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option but to publish their criticism of the regula- 
tions in the press, and a memorandum on the subject 

has obtained wide publicity. Several medical mem- 

bers of the Dáil have also taken an interest in the 

matter and are determined to criticise the Minister’s 

resolution of approval of the regulations, the debate 

on which has not concluded. The memorandum 

issued by the council-of the Union points out that 

the basic principle of the proposed scheme is one of 

pension by rank, and is segregated altogether from 

considerations of pay. As the pay within one rank 

varies enormously—sometimes by as much as 100 per 

cent.—such a principle may lead to gross anomalies. 

That it does so in the working of the scheme is shown 

by the fact that whereas a combatant officer who 

had reached the maximum pay of his rank would be 

entitled to a maximum pension of approximately 

66 per cent. of his pay, a medical officer in similar 

case would receive less than 40 per cent. of his pay. 

In no case is the pension for a medical officer such 
as would provide a livelihood in itself. Moreover, 

apart from the amount of the pension, an officer 

wishing to retire is hampered in two ways. He is 
not permitted to retire without the permission of 
the Minister, and when retired he is not permitted 
to reside outside the Irish Free State without the 
permission of the Minister. The latter condition 
may interfere gravely with the prospect of earning a 
livelihood, particularly in the case of a medical 
officer, for the Irish Free State offers only a narrow 
market for employment to a medical man at the age 
of 50 or 55. 


THE ROYAL COLLEGE OF PHYSICIANS OF IRELAND 


The president and fellows of the Royal College of 
Physicians of Ireland held their annual meeting for 
the election of officers on St. Luke’s Day in the 
College Hall. Dr. William Boxwell was unanimously 
elected president in room of Dr. J. A. Matson, retiring. 
The president nominated Dr. W. G. Harvey as vice- 
president. Dr. Boxwell, the new president, has been 
a fellow of the College since 1908. He is a M.D. of 
Dublin University, and is physician to the Meath 
Hospital, and professor of pathology in the school’ 
of the Royal College of Surgeons. He has an interest- 
ing family connexion with Dublin medicine in that 
he is a grandson of William Stokes, In the evening 
the fellows dined together and entertained a large 
number of guests. In particular they had the unusual 
privilege of having as a guest Prof. W. T. Ritchie, 
president of the Royal College of Physicians of 
Edinburgh. Fraternal greetings were received from 
the president of the Royal College of Physicians of 
London, who is an honorary fellow of the Irish 
College. 


PARIS 


(FROM OUR OWN CORRESPONDENT) 


A FRENCH SURGICAL CONGRESS 


THE forty-sixth Congrès Français de Chirurgie was 
held in Paris between Oct. 4th and 9th, with Prof. 
Raymond Grégoire in the chair. The three subjects 
studied were burns of the skin, embolism of the 
arteries of the limbs, and closed fractures of the 
diaphyses of the leg below the knee. In his intro- 
ductory address Prof. Grégoire cast a rather melan- 
choly glance down the two diverging roads along 
which he saw surgeons marching to-day. He won- 
dered whether the surgeon of to-morrow will retain 
his independence and initiative or become a mere 
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link in a chain whose guiding principle is mass- 
production. He who chooses the latter course will 
enjoy the privileges of a dog on the chain, every meal 
in the day guaranteed in advance ; but Prof. Grégoire 
made it plain that his own sympathies went out to 
the individualistic surgeon whose counterpart is to 
be found in the lady broken-hearted if there is a 
single duplicate of her hat in Paris. 

In the discussion on burns it was stated that 
40—45 per cent. of the fatal cases are now in children 
under the age of six. Ointments came in for con- 
demnation as calculated to promote the absorption 
of toxic bodies, retention of discharge, maceration 
of the skin, and infection; but they still seem to 
be permissible for small and insignificant burns, and 
they may have their place during the period of repair, 
when the risks of poisoning have disappeared and 
vast granulation surfaces require an indulgent 
covering. Davidson’s tannic acid treatment appears, 
in the'opinion of the Congress, to be the best 
available at the present time. 


THE TUBERCULOSIS ASSOCIATION VISITS PARIS 


Between 70 and 80 English specialists in tuber- 
culosis enjoyed the hospitality of Paris between 
Oct. 14th and 16th, and were shown some of the 
most interesting institutions for tuberculosis in the 
capital and the neighbourhood. Prof. Bezancgon wel- 
comed the visitors at a reception given at the Cité 
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Universitaire. Next day Dr. Rist gave a demon- 
stration at the Laénnec Hospital, and a visit paid 
to the Pasteur Institute provided opportunities for 
discussions with Dr. Guérin himself about BCG. 
A reception at the Hôtel de Ville was followed by a 
lunch given by the Mayor of Suresnes. A visit was 
paid to the sanatorium of Saint-Martin-du-Tertre, 
Franconville, and at every turn hosts and guests 
picked each others’ brains with a serenity as polished 
as their thirst for information was insatiable. When 
not discussing strictly scientific and sociological 
aspects of tuberculosis they artlessly acquired infor- 
mation about each others’ salaries as tuberculosis 
specialists. The unavoidable absence of Dr. Rood- 
house Gloyne, this year’s president. of the Tuber- 
culosis Association, was greatly deplored, and it 
would have been the more felt if the breach had not 
been gallantly filed in by Dr. L. S. T. Burrell, a 
former president of the Association, and Dr. F. R. G. 
Heaf, its secretary who, with Dr. Hazemann and 
Madame Blum-Ribes, president of the Ladies’ Com- 
mittee, did much to assure the smooth working of 
the demonstrations and entertainments from start 
to finish. The Tuberculosis Association brought as 
its mascot Sir StClair Thomson whose familiarity with 
everything French was generously put at the service 
of all; and whether he was addressed by his hosts 
as “‘ Sir StClair ” or just ‘‘ Sir Thomson,” his response 
was as gay as it was Gallic. 


PANEL AND CONTRACT PRACTICE 


THE PANEL CONFERENCE 


THE annual conference of representatives of local 
medical and panel committees was held on Oct. 21st 
in the Great Hall of B.M.A. House with Mr. D. 
ELLIOTT Dickson (Lochgelly, Fife) in the chair. 

Dr. H. C. Jonas (Barnstaple), chairman of the 
Insurance Acts Committee (I.A.C.), said that three 
outstanding matters were before the conference: 
remuneration, publicity, and post-graduate work. 
The present scheme for post-graduate work was 
purely experimental, but some four hundred applica- 
tions had been received for thirty-eight courses. 
Before the year was out practitioners should have 
the choice of courses at different centres. The 
I.A.C. were anxious to know if any of the courses were 
not considered suitable by practitioners. He hoped 
that the provision of post-graduate facilities would 
prove to be an outstanding success. 

REMUNERATION 

A motion by Bristol deploring the conduct and 
findings of the Court of Inquiry into the insurance 
capitation fee and recommending the establishment 
of a new body, composed of doctors elected by panel 
committees to represent insurance practitioners and 
to prepare anew the case for an increase in the capi- 
tation fee, did not find a seconder. 

Dr. Jonas moved: ‘ That this conference is dis- 
satisfied with the conclusions of the recent court of 
inquiry into the insurance capitation fee and instructs 
the J.A.C. to take the necessary steps for obtaining 
an increase in the capitation fee at the earliest 
possible time.” and this motion was supported by 
Dr. H. G. Darn, and adopted. Dr. Dain’s view was 
that it was useless to spend time on vain regrets ; 
they had to look to the future. The profession could 
reopen the question whenever they liked—he hoped 
that this would be at the end of 1938—and he com- 

mented adversely on the extraordinary attitude 
adopted by the Minister himself towards the service 


he controlled and on the nature of the evidence 
produced. Efforts should be made to cultivate 
friendly relations with the public and so to make 
them realise what excellent service insurance practi- 
tioners are rendering. Motions from Glasgow and 
Birmingham urging the desirability of further action 
were also adopted, and a series of motions incor- 
porating specific suggestions followed. 

Dr. J. KERR (Cheshire) named 15s. per insured 
person per annum as a suitable capitation fee. The 
Isle of Wight wanted an increase of at least 50 per 
cent. on the present capitation fee. Dundee suggested 
that the various panel committees be asked to 
prepare a revised figure for panel practice in their 
areas. Dr. GoRDON WILSON (Eastbourne) empha- 
sised the necessity for loyal support, continuous 
encouragement and help for the I.A.C. in their efforts. 
He was in favour of taking steps to utilise the funds 
of the National Insurance Defence Trust to set up 
an independent system if further attempts to get an 
increased capitation fee were unsuccessful. Dr. 
Dain deprecated this suggestion ; it was up to them 
to fight for a proper service under the existing system, 
not to set up something which might and probably 
would be unsuccessful, and the motion was lost by 
a considerable majority. Dr. A. H. D. SMITH 
(Llanelly, Carmarthenshire) desired the conference 
to instruct the I.A.C. to continue to collect evidence 
(particularly from rural practitioners) to strengthen 
its case. Dr. Jonas said that next October the 
members of the conference should be prepared to 
say to what extent their constituents would back up 
the. I.A.C. The next conference would have to con- 
sider the position and make it perfectly clear to the 
Minister whether they could say they were prepared 
to withdraw their services. 


PATHOLOGICAL FACILITIES : DRUGS 


Dr. W. V. HowELLs (Swansea) said that patho- 
logical facilities were now essential and should be 
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available for insured persons. A new generation of 
insurance practitioners had arisen who wished to 
take advantage of all pathological facilities; this 
‘was not a luxury service, but, in his opinion, should 
now become a definite part of medical benefit. Dr. A. 
CAMPBELL (Lancashire) opposed any extension of 
the content of medical benefit until the capitation 
_ fee has been raised. Dr. Darn said that this question 
would have to be looked at as part of the policy of 
the conference in the future. They would all agree 
that the extension of pathological facilities was very 
desirable. Dr. HowELLS’ motion was adopted. 

A motion by Carmarthenshire was ‘amended by 
London so as to read: ‘‘ That this conference 
instructs the I.A.C. to consider the. desirability of 
issuing from time to time short supplemental pamph- 
lets giving the prices of the mixtures in the National 
Formulary for the information of practitioners.” 
Dr. GREGG (I.A.C., London) said that all would realise 
that there were two sides to this question, and that 
they were on the horns of a dilemma. On the one 
hand, there was a possible incentive to prescribe 
cheap medicines so as to avoid charges of extravagant 
prescribing, and, on the other, if they were not aware 
of the prices of the medicines they were ordering, 
it was difficult to avoid the danger of excessive pre- 
scribing. He suggested that practitioners should be 
treated as reasonable people and provided with this 
information. The motion was lost. 


SCHOOL MEDICAL RECORDS 


The report of the I.A.C. indicated that it was con- 
sidered by the Ministry to be impracticable to devise 
a system of automatic transfer of school medical 
records to insurance practitioners in the case of all 
entrants into insurance. But an insurance practi- 
tioner could ascertain his patient’s last school and 
apply to the education authority concerned for such 
particulars as might, in the opinion of the school 
medical officer, be likely to be of use. The I.A.C. 
would have preferred a method which did not involve 
a personal application. A motion by London urging 
upon the Minister of Health the importance of making 
available for insurance practitioners the school 
medical records of all entrants into N.H.I. was adopted 
but a more elaborate motion by Ayrshire detailing 
a mechanism by which the school medical history 
might be passed on was referred to the I.A.C. 


EMERGENCY TREATMENT OF DENTAL HA MORRHAGE 


Dr. T. A. Morrison (Brighton) wished the con- 
ference to affirm that the responsibility for emergency 
- treatment of hzemorrhage after dental treatment is 
primarily that of the dentist ; and that any insurance 
practitioner called in should ‘be entitled to remunera- 
tion of at least half a guinea to be paid from the funds 
available for dental benefit. He held that this treat- 
ment should normally be provided by the dentist 
and that doctors were being utilised to save the 
patient and the dentist trouble. Dr. Jonas said that 
this question had long been under consideration and 
it would be difficult to approach the Minister of 
Health again unless further arguments could be 
adduced. The department had already indicated 
that in their opinion there was no justification for 
distinguishing the service in question from other 
forms of emergency treatment, including emergencies 
following other forms of operations which insurance 
practitioners are required to render under their terms 
of service. There was, he thought, one other avenue 
which might be explored, namely, that representa- 
tives of the I.A.C. should meet a similar body from 


the dental side to see if some arrangement could - 


. motion was lost. 


be made in the matter. The difficulty was that the 
Minister would rule that the service is within the 
scope of medical benefit. The Brighton amendment 
was eventually carried. 


N.H.I. STATISTICS 


The I.A.C: reported that, during 1937, 1895 practi- 
tioners, or 72 per cent. of the quota, had furnished 
statistics in connexion with their insurance practices. 
They appealed to panel committees not to relax 
their efforts, but to endeavour to secure the necessary 
volunteers for 1938. 

Dr. H. R. Cran (Surrey) moved that the I.A.C. 
should be instructed to obtain practitioners in dif- 
ferent types of panel practice to keep accurate and 
detailed notes of every item of panel practice, special 
note being made of such attendances as night visits, . 
visits made in response to late calls, special services 
such as operations ; and that these practices be agreed 
with the Ministry of Health and open to their frequent 
inspection, and that a special grant be made to such 
practitioners from the National Insurance Defence 
Trust to compensate them for the extra work. He 
said that this proposal was put forward so as to 
counteract the evidence on which they had been 
defeated at the Court of Inquiry. 

Dr. A. BEAUCHAMP (Birmingham), supporting the 
motion, said that it was necessary that they should 
beable to prove to the Minister that the requirements 
of the service are greater than he could possibly know. 
It was decided to refer the matter to the I.A.C. 
Eastbourne then moved that the I.A.C. should be 
instructed to request every insurance practitioner to 
provide for a period of twelve months a careful 
record of statistics as to visits and consultations, to 
be returned monthly to the committee, but the 
It was agreed on the motion of 
Dr. C. M. Stevenson (Cambridgeshire) that the I.A.C. 
should be instructed to endeavour to obtain from 
the Ministry an agreed procedure for preparing 
statistics which would be used for any future com- 
putation of the capitation fee. 


POST-GRADUATE FACILITIES : PUBLICITY 


Dr. B. H. Pars (Kent) moved that the conference 
were of opinion that post-graduate instruction for 
insurance practitioners should not be limited to 
intensive courses but that facilities should be afforded 
for practitioners to attend clinical practice at hospitals 
in the vicinity of their residence. „This was agreed. 

,The conference unanimously agreed to ask all 
panel committees to contribute an annual sum 
towards the expenditure to be incurred for publicity 


purposes. 
OTHER MOTIONS 


A motion by East Suffolk that the I.A.C. should © 
examine the methods of payment for medical attend- 
ance at instructional centres for the unemployed 
was agreed. Dr. H. Henry said that payment on 
the ordinary temporary resident basis in respect of 
these persons was a drag on the fund. East Suffolk 
had found their own remedy, but he thought it was 
time that the position was examined nationally. 

Dr. J. O. SUMMERHAYES (East Sussex) moved : 
that the I.A.C. be instructed to investigate and 
report on the possibilities for making available under 
the National Health Insurance Acts, as an alter- 
native to the development of clinics as now being 
advocated, a periodical medical examination of in- 
sured persons. He said that under the current health 
campaign the panel service was practically ignored, 
and ‘unless insurance practitioners were careful they 
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would be squeezed out and would be carrying on 
what might be termed a second class medical service. 
He wanted insurance practitioners to show that they 
were not indifferent to the new health campaign. 
The motion was agreed. 

On the motion of Dr. G. E. ELKINGTON (Shrop- 
shire) the I.A.C. were instructed to take steps to 
draw the attention of insured: persons to the rule 
that except in emergency a request for a visit on the 
same day should reach the practitioner early in the 
morning. 

Lancashire submitted a motion instructing the 
I.A.C. to compile a quarterly periodical for issue to 
every N.H.I. practitioner. The motion was with- 
drawn on the understanding that the matter would 
be raised again at the next conference. | 


` NATIONAL INSURANCE DEFENCE TRUST 


A statement submitted by the trustees showed 
that of the £250,000 aimed at £212,274, or 84 per 
cent., had been subscribed. England had contri- 
buted 87 per cent., Scotland 81 per cent., and Wales 
56 per cent. of their quotas. Northern Ireland, 
which had not been assessed, had subscribed in 
addition £230. At August 3lst, 1937, the assets of 
the fund were £246,983. The excess of income over 
expenditure for the past year was £8690. 


Dr. D. G. GREENFIELD (Rushden, Northants) was 
elected chairman of the conference for next year. 

Dr. JONAS was reappointed to serve on the con- 
joint committee of Epsom College as the repre- 
sentative of the conference. 


GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM A GENITO-URINARY SURGEON 


Vv 


BECAUSE October began on a Friday readers of 
Grains and Scruples have been condemned to listen 
to this Jeremiad of a genito-urinary surgeon for five 
long weeks. But relief is at hand. For the last time 
I ascend the steps of THE Lancet’s pulpit for 
anonymous preachers, to proclaim that although 
God is in his heaven all does not appear to me to be 
right with the world. Have a little more patience ; 
other and more cheerful divines will follow me. 

x ba xk 


I am glad that I’m a doctor. I first realised my 
good fortune over twenty years ago when, after 
wishing good luck to my friends going up the 
communication trench to take up their positions for 
the coming battle of Arras, I poked a cautious ear 
out of my dug-out, and listened to the machine-gun 
bullets rushing through the night like a swarm of 
angry bees. I appreciate my profession now, not so 
much for reasons of bodily health as of spiritual peace. 
In spite of all that Plato has to say about us doctors, 
I believe that we are responsible for less mischief 
than are most professions or trades. To relieve 
pain and assist in the restoration of health seem to 
me to be something that is worth while doing. It 
is true that occasionally greater good might result 
from the death of a particular patient than from his 
recovery. Itis also true that by procuring the survival 
of the unfit, we may lower the general level of health 
of the community and thereby introduce many new 
difficulties. But these larger issues are outside our 
jurisdiction. Or are they within it? This is the 
burning question that at this moment is being asked 
and answered in the columns of the journal of one 
of the great teaching hospitals. | 

* * * 


The correspondence has been provoked by the 
editor who in a previous issue was incautious enough 
to deplore the fact that politics, in the shape of 
Communism and Fascism, had broken out within the 
hospital walls. That same editor is now being 
provided with an opportunity of learning that politics 
have little to do with thinking but everything to do 
with feeling. From the warmth of the response he 
has provoked he will see that the-emotions are more 
. dynamic than the intellect. It is they who stir us to 
action, not only to the action of politics but to all 


other human activities. The intellectual explanation 
only comes afterwards. It usually’ presents no 
difficulty for by the exercise of a little ingenuity one 
can rationalise anything ; I can justify the opinions 
put forward in this article and equally well you can 
justify your objection to them. They are purely 
subjective phenomena, and therefore not to be taken 
too seriously. But unfortunately your Communists 
and your Fascists take their subjective feelings with 
intense seriousness. They are prepared to shoot 
other people who happen to disagree with them, 
and many of them if the need should arise will even 
resign themselves to dying for them. Hence the 
tragedy of Spain where thousands of ardent ‘young 
Crusaders fight eaeh other to the death, for the sake 
of two different brands of feeling, that, strange to say, 
happen to be curiously alike. ' 
xk * * 


Who was the scientist who gave to the breed of 
man the name of Homo sapiens? Was he a cynic, 
a humorist, or merely blind? Homo sentiens would 
have been a better description of a being whose 
actions are dictated by his feelings. And with this 
description in our minds we should have made 
fewer errors, At Geneva instead of building a 
gigantic office in which to talk we would have erected 
a pleasant restaurant within a garden in which to 
dine and drink and cultivate good fellowship. There, 
seated at little tables on a beautiful terrace over- 
looking the lake, the Nations’ delegates would have 
listened to the band, ‘sipped their wine, and culti- 
vated those friendly feelings on which some sort of 
mutual tolerance can alone be based. Debates, 
what do they do but accentuate our differences ? 
Wine, tobacco, music, and flowers,"would have been 
more suited to Homo sentiens. Two people with 
opposed views may eventually reach agreement over 
a bottle of wine; they will rarely reach it over a 
green baize table. If I were a millionaire with world 
peace as my hobby I would still make a belated 
effort to save a crumbling League. Stocking the 
empty rooms of the million-pound Palace of Peace 
with the choicest vintages that my money could buy 
I would somehow contrive that no discussion ever 
took place witbout frequent intervals for free 


refreshment. 
* * * 


And it is into this Bedlam of politics, this Babel 
of tongues. that the young correspondents of the 
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hospital journal invite us to step. I quote at random 


from some of their letters. 

“To accuse others of being provocative and propa- 
gandists because they believe themselves to be working 
for a happier society merely indicates a lack of sympathy 
unbecoming to our profession. It is only those who refuse 
to acknowledge the social injustices of the day who can 
harden their hearts to decry the faith of a reformist 
minority.” 

‘We disagree with your contention that the hospital is 
a scientific institution in which politics have no place... 
it is also true that the material of medicine is humanity. ... 
Poverty, malnutrition, bad housing, bad working conditions 
in factories . . . have as important a place in the etiology 
of disease as micro-organisms. ... How to eliminate the 
social factors in disease and ill health is as much a political 
as a medical problem, and political as well as medical 
methods must be ysed to solve them.” 


The justification is a good one, but how are we to 
eliminate these social factors ? That is the problem, 
and I for one feel that your medical politician, prime 
minister, and dictator will be as ineffective in doing 
so as have been their predecessors. Once in power 
they will lose what medicine they possessed as rapidly 
as did the higher ranks of the R.A.M.C. in the last 
great war shed their modest modicum of medical 
knowledge. The only difference between these 
medical and other politicians will be that they will 
bolster up their own prejudices by means of medical 
instead of economic or military arguments. Later 
in their career, finding that these slogans are 
insufficiently stirring to the populace, they will 
discard them—except perhaps in purely municipal 
affairs—and fall back on the more effective appeals 
to patriotism and national prestige. We shall be 
exactly where we were. 

Speaking personally I would as soon live under a 
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patently mad dictator as under one who could 
indulge his whim for having me medically inspected, 
inoculated, dieted, disinfected, psycho-analysed, 
married on eugenic principles, sterilised, or compelled 
to breed in accordance with my eugenic index, and 
with the rise or fall in the curves of the national 
statistical department. I trust no more the doctor 
in power than I trust the bygone priest or the present 
soldier. He is on the same level as the rest of 


humanity. 
* * * 


So, you young reformers of a troubled world, who 
would have me join you in the sphere of politics, I 
must decline that honour. My heart is hardened with 
age; it does not share your faith in this ‘‘ reformist 
minority movement.” The movement of all humanity 
is in a circle. Slaves rise against tyrants in turn to 


` become tyrants. The popular movement that started 


in the name of liberty ends with the overcrowding of 
the prisons. The police gives place to the cheka and 
the frightened Nicholas to the terrified Stalin. In 
time the circle is completed. So let me remain an 
onlooker, even if in the end my onlooking be done 
from some vast concentration camp in which are 
confined those who cannot share your views. There 
enjoying the blessings of—what is it called {— 
protective arrest, I shall at least do no harm. And 
be assured that I show no favouritism, I would just 
as soon that you—whoever you happen to be, 
Fascist or Communist—won as that your opponents 
should do so. For in the end it will make precious 
little difference. 


. ** This concludes the five articles by A Genito- 
urinary Surgeon. Next month A Salaried Surgeon will 
be responsible for these columns.—Ep. L. 


PUBLIC HEALTH 


The Annual Report 


THE Ministry of Health have issued the usual 
circular about the annual reports of medical officers 
of health. This differs little from its predecessor, and 
despite the national campaign for promoting the use 
of the health services it makes hardly any mention 
of health education. The report for 1937 is to be an 
ordinary one in which, with few exceptions, infor- 
mation is only required of what is new or has been 
modified in the year under review; but in view of 
some remarks made by Sir George Chrystal, secretary 
to the Ministry of Health, at a conference in Septem- 
ber, it might be more interesting than usual. The 
Ministry are much annoyed if they are not given the 
information for which they specially ask, but other- 


wise they leave the M.O.H. free to say what he likes, - 


provided he keeps to health matters and avoids 
party politics. e local authority does not receive 
the report until it is printed and copies have been 
dispatched to the Ministry. Many local authorities 
would like to edit it, but attempts to do so must be 
resisted, though every medical officer of health expects 
his authority to criticise it later if it contains any- 
thing distasteful. The annual report of the school 
medical officer, unlike that of the M.O.H., is pre- 
sented to the local education authority for their 
approval before it goes to the Board of Education. 
This explains why so many of the school reports are 
uninteresting, though most education committees 
give their school medical officers a free hand to write 
their reports in their own way. The circulation of 
the annual reports is restricted, but it seems to us 


that it would be to the public benefit if copies were 
sent to all practitioners in the districts to which they 
relate. As everybody is anxious to enlist the private 
practitioners in the work of prevention it is reasonable 
that they should be kept informed and interested in 
what is happening. 


Criticism of Isolation Hospitals 


A resolution passed by the borough council of 
Buckingham that in their opinion the procedure 
governing the discharge of patients from the North 


Bucks Isolation Hospital ‘‘ is not such as to guarantee 


that patients are free from infectious disease of any 
kind on their return home” has called forth from 
Dr. C. J. H. Sharp, medical officer of the hospital, 
a reply that will satisfy those who understand the 
functions and limitations of isolation hospitals but 
will only temporarily silence critics whose ideas of 
infection and its control are derived from an age 
that is past. The trouble arose in the usual way 
through alleged return cases., A return case is defined 
as any case of infectious disease occurring within 
28 days in a household to which a patient recovered 
from an infectious disease is returned from isolation. 
It is a convenient term, but is misleading unless its 
definition is borne in mind, for committees and the 
public usually interpret a return case as one that 
has been infected by a person returned from hospital, 
which it may not be. In the Buckingham affair the 
council assumed that it was possible to guarantee 
that a person was free from infectious disease and 
incapable of spreading it. and that therefore patients 
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should not be sent out of hospital without such a 
guarantee. One can of course give an assurance 
that no person suffering from infectious disease will 
be discharged, and one can go further and say that 
no person shall leave hospital until steps have been 
taken to free him as far as possible from parasites 
liable to set up disease in others; but it is often 
impossible to certify, without qualifications, that a 
person is free from infection. We know now that 
the spreaders of infection are mainly healthy people, 
for those actually diseased by an infectious process, 
thought potentially more dangerous, have their 
activities curtailed. Except in scarlet fever, actual 
infection of others by recovered patients sent out of 
fever hospitals is now exceedingly rare, but owing 
to the multiplicity of the varieties of streptococcus 
that can give the scarlet-fever reaction, return cases 
of this disease are not uncommon. As streptococci 
can live on any part of the respiratory mucous 
membrane, to assure their absence from every part 
would take too long to be feasible. 

The Local Government Act of 1929, fortified by 
the Public Health Act of 1936, will lead to the 
suppression of the minor isolation hospitals and the 
concentration of infectious cases in large hospitals 
serving wide areas. We need not stop to plead the 
advantages of this reform, but we are fully aware 
that small local government units do not like it; 
they want to retain their own particular pest-houses 
and not unnaturally may seek opportunities to attack 
the practice of the larger isolation hospitals. The 
kind of charge made by Buckingham against the 
North Bucks joint hospital is to be expected and 
must be met—as Dr. Sharp met it—with good 
temper and an endeavour to explain the facts. 


‘INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
OCT. 16TH, 1937 


Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0 ; 
scarlet fever, 2474; diphtheria, 1566; enteric fever, 
31; pneumonia (primary or influenzal), 747; puer- 
peral pyrexia, 170; cerebro-spinal fever, 14; acute 
poliomyelitis, 32 ; acute polio-encephalitis, 3; ence- 
phalitis lethargica, 3; dysentery, 37; ophthalmia 
neonatorum, 100. No case of cholera, plague, or 
typhus fever was notified during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on Oct. 22nd was 3317, which included: Scarlet 
fever, 937 ; diphtheria, 1181 (diphtheria carriers, 24); measles, 
82;  whooping-cough, 270; puerperal fever, 10 mothers 
(plus 8 babies); encephalitis lethargica, 283; poliomyelitis, 

4. At St. Margaret’s Hospital there were 24 babies (plus 11 
mothers) with ophthalmia neonatorum. 

Deaths.—In 124 great towns, including London, 
there was no death from small-pox, 2 (1) from enteric 
fever, 4 (0) from measles, 3 (0) from scarlet fever, 
5 (2) from whooping-cough, 29 (3) from diphtheria, 
51 (12) from djarrhoea and enteritis under two years, 
and 21 (5) from influenza. The figures in parentheses 
are those for London itself. 

Gloucester reported the only death from enteric fever outside 
London. Liverpool had 2 fatal cases of measles and 3 of whoop- 
ing-cough. Diphtheria was fatal in 21 great towns; Liverpool 
reported 3 deaths. Birmingham had 6 deaths from diarrhea ; 
Liverpool, Newcastle-on-Tyne, and Nottingham each 3. 

The number of stillbirths notified during the week 
was 245 (corresponding to a rate of 37 per 1000 total 
births), including 49 in London. 


RovaL MANOHESTER CHILDREN’S HOSPITAL, 
PENDLEBUEY.—A new isolation block was opened at this 
hospital on Oct. 13th. The Lancashire and Cheshire 
Miners’ Welfare committee has given £3000 towards the 
£4500 which was required for the extension, 
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LONDON MEDICAL EXHIBITION 
(Concluded from p. 984) 


Surgical Instruments and Accessories 


(90) ALLEN AND HANBURYS LID. (Bethnal Green, 
E.) had on view a wide range of instruments, 
appliances, and hospital equipment, including a new- 
pattern anzsthetic table and new instruments for 
many departments of surgery ; gas-and-air apparatus 
for midwifery, and an improved electric steriliser 
which is almost impossible to burn ‘out. They also 
showed sutures and ligatures of all kinds and many 
types of hearing-aid.—(30, 31) JoHN BELL AND 
CROYDEN (Arnold and Sons) (50-52, Wigmore-street, 
W.) selected for attention Baxter’s intravenous 
solutions in Vacoliters ready made up and available 
for instant use. They also showed Marriott and 
Kekwick’s apparatus for continuous-drip blood 
transfusion ; and a new mattress with a continuous 
wire spring which can be sterilised and is sufficiently 
flexible to adapt itself to movements of a bed when put 
into the Fowler position.—(20) JoHN BELL AND. 
CROYDEN (Acoustic Department, 50, Wigmore-street, 
W.)in addition to being agents for all makes of hearing- 
aids, this year introduced their own models, the 
Belclere, which, they say, are the lightest on the 
market. With the aid of an audiometer these aids 
can be prescribed precisely to meet the need of the 
individual patient.—(122, 123, 184) THE BRITISH 
OXYGEN Company (Wembley) presented ‘‘ Queen 
Charlotte’s’”’ gas-air analgesia apparatus, which 
has the official recognition of the Central Midwives 
Board. Inexpensive and easily portable, it is 
intended primarily for use in childbirth. They 
also showed other apparatus for gas-air analgesia.— 
(16) BRUCE, GREEN AND Co., LTD. (14, Bloomsbury- 
street, W.C.), showed a wide range of ophthalmoscopic 
instruments and emphasised the fact that they make 
a specialty of optical prescription work. 


(66) S. H. Camp AND Co., LTD. (252, Regent-street, 
W.), showed surgical supports of all kinds for use in 
general practice as well as by specialists. They claim 
that their patent and simple adjustment gives a 
unique, rigid, adaptable support.—(145) CLEMENT 
CLARKE LTD. (16, Wigmore-street, W.) presented their 
range of prosthetic appliances and introduced three 
new instruments; a luminous retinoscope, a Gann 
variable prism stereoscope, and apparatus for near- 
vision phoria test.—(141) STANLEY Cox Ltp (11, 
Gerrard-street, W.) demonstrated to visitors their 
Junior Intertherm portable diathermy apparatus, 
claiming for it simplicity of control and consistency 
of output ; and also an inexpensive infra-red therapy 
stand.—(167) H. E. CURTIS AND Son, LTD. (7, Mande- 
ville-place, W.), exhibited their well-known abdominal 
supports, trusses and colostomy appliances, and the 
‘crossed hands” corset belt to lift the lower 
abdominal contents and give good figure-lines either 
during pregnancy and lactation or under normal 
conditions.—(34, 35) CUXSON, GERRARD AND Co., 
Lro. (Oldbury, Birmingham), had on view for the 
first time G.P. (general purposes) antiseptic and 
germicide, a permanent s emulsion of parachlor- 
meta-xylenol with essential oils, the Rideal-Walker 
coefficient of which is 6'0. They also showed an 
antiseptic soap containing 10 per cent. of G.P. 
germicide. Their Adaptoplast outfit contains 
126 pieces of medicated adhesive plaster cut into 
different shapes. 


(65) DENVER CHEMICAL MANUFACTURING CO. 
(London, N.W.9) again had a stand to remind doctors 
that Antiphlogistine hygroscopic antiseptic poultice 
has now been on the market for over forty years and 
proved its worth.—(154) J. AND E. FERRIS LTD. 
(33, Museum-street, W.C.) exhibited the models of 
their artificial limbs of all kinds, and stressed the 
importance of studying individual comfort and detail 
in every case, and also the psychological effect of 
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making the artificial limb the exact counterpart of the 
ood limb.—(18a) THEODORE LIN Lrp. (16, 
igmore-street, W.) presented their usual range of 
ophthalmoscope instruments, including a new reading- 
lamp which throws reflected light on to the book; 
new telescopic spectacles ; and recumbent spectacles 
which enable the patient to read when the head is 
resting on the pillow.—(4) Hanovia Ltp. (3, Victoria- 
street, S.W.) pointed out the new Centrosol lamp for 
clinic use whereby 8 to 20 patients can be treated 
simultaneously with uniform ultra-violet radiation 
in quite brief exposures; the improved Kromayer 
lamp (Model IV) with automatic water-cooling, 
better controls,’ quick starting and instantaneous 
adjustment; and the Ward model trolley-mounted 


ultra-violet lamp for bed-ridden patients.—(39) 


HAWKSLEY AND Sons Lrp. (17, New Cavendish- 
street, W.) made a special feature of their Elliott 
treatment regulator for applying heat inside the 
orifices of the body; the new Lifetime baumano- 
meters for blood pressure ; the Lee sedimentometer 
photographic apparatus for automatic recording of 
the blood sedimentation-rate; and the materials 
used in Dr. Poller’s moulding process for reproducing 
ereplicas of skin diseases, wounds, and limbs, to study 
their healing and scar-tissue formation.—(2) HoLBORN 
SURGICAL INSTRUMENT Co., LTD. (26, Thavies-inn, 
Holborn-circus, E.C.), presented a range of surgical 
instruments and spirit-proof cases for instruments, 
and especially indicated an ear syringe giving a 
continuous flow of fluid with automatic refilling 
device.—(143, 144) JOHNSON AND JOHNSON (GREAT 
BRITAIN) Lrp. (Slough, Bucks) stressed the value 
of their new mask which consists of two layers of 
linen with Cellophane in between, thus making a safe 
barrier; they also showed Protus plaster-of-Paris 
bandages and slabs, and Elastikon elastic adhesive 


bandages.—(142) C. Davis KEBLER LTD. (47, Wigmore- 


street, W.) selected from their ophthalmoscopic 
apparatus the Keeler Cardell polarised ophthalmo- 
scope which they claim is the only one in the world 
which completely eliminates reflex; and a light 
prescribing unit consisting of a loose-leaf book with 
leaves representing every possible kind of reading 
work, and a lamp, the intensity of which can be varied 
and measured, so that the correct amount of light 
for any occupation can be prescribed. 


(59) LONDON SPLINT CoMPANY (18, Westmoreland- 
street, W.) presented a vast assortment of fracture 
appliances, including fully adjustable aeroplane 
splints; a new Kirschner apparatus; a fracture 
bed and frame enabling one nurse to take adequate 
care of the heaviest patient; and a plaster cast- 
cutter designed on a new principle. 


(188) J. F. MAcFARLAN AND Co., LTD. (32, Bethnal 
Green-road, E.), reminded visitors of the technique 
of Opoidine-Brisette anssthetic administration in 
labour and showed their maternity outfit, a neat 
box containing Opoidine, scopolamine and four 
20-minim brisettes of chloroform. These last are glass 
ampoules coated with cotton-wool; they can be 
broken with safety and used by the mother.—(36) 
MEDICAL SUPPLY ASSOCIATION, LTb. (167-173, Gray’s 
Inn-road, W.C.), had a stand which seemed able to 
supply almost all the doctor’s needs. They drew 
particular attention to the value of Dr. Teufl’s pocket 
laboratory, a miniature apparatus for complete blood 
and urine analysis; the new Emesay proctoscope 
and the Emesay electrically driven breast pump.— 
(63) G. F. Merson Lp. (Edinburgh) stressed the 
importance of a sterilised ribbon catgut suture, 
originally designed to meet the demand for an anti- 
necrotic ligature in nephrotomy and now used for 


various purposes, including repair of ventral hernia 


and in orthopedics. They also showed a new prepara- 


tion of sterilised shredded surgical catgut for the’ 


packing of sinuses and for cranial surgery.—(92) 
MonsoLu LTD. (Vincent House, Vincent-square, S.W.) 
had on view samples of their germicide Neo-Monsol ; 
Monsola nasal spray compound, and Monsol throat 
pastilles, dental cream and gel. 
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(24) W. H. PETTIFOR (11, Victoria-street, S.W.) 
eXhibited a number of electrical aids for the deaf, 
including electrical and mechanical instruments, 
which are prescribed, whenever possible, after personal 
test.—(43) PORTABLE X-Rays Ltp. (Power-road, 
Chiswick, W.) again had a stand to remind doctors 
of their valuable domiciliary service, which is increas-. 
ing steadily year by year.—(86) PRENTE LTD. 
(Long’s-court, St. Martin’s-street, W.C.) presented 
a wide range of contraceptives, both chemical and 
mechanical, and illustrated the fitting of caps by 
models showing the various types in position. They 
recommended (as accessory to a mechanical device) 
gelatin suppositories containing hexylresorcinol.— 
(135) Rapium ELEctTRIc Li. (2, Stratford-place, W.), 
in addition to their Qray radio-active compress and. 
radium Detectorgraph, introduced the Lister Radona- 
tor, constructed for the production of radio-active 
waters of any desired strength, and supplied to the 
medical profession only.—(23) RAYNER AND KEELER 
Lrp. (100, New Bond-street, W.) featured Morey’s 
operating head-lamp, with a specially comfortable 
head fitting and enclosed mirror, and the light brought 
back well to the root of the nose, which can be used. 
with a battery or transformer. They also showed a 
new auriscope with a telescopic device, and an 
ophthalmoscope of up-to-date design at the price of 
the ordinary student’s instrument.—(51) RECKITT 
AND Sons, LTD. (40, Bedford-square, W.C.), exhibited 
their Dettol antiseptic ; Dettolin, a pleasant-tasting 
mouth-wash containing the same active principle ; 
Dettol obstetric cream; and Steradent denture 
cleaner.—(12) W. J. RENDELL Lp. (161-1665, 
Rosebery-avenue, E.C.) again showed their quinine 
contraceptive pessaries, which they have manu- 
factured for over fifty years. 


(88) SCHOLL MANUFACTURING Co., LTp. (182-194, 
St. John-street, E.C.), stated that they are now doing 
much work in making up supports from plaster casts 
to fit patients, or to comply with the doctor’s prescrip- 
tion. They showed a new flexible non-metal arch 
support, and a new specially light metal one.— 
(62) A. G. SHELDON AND CoO., Lrp. (10 Nottingham- 
place, W.), exhibited their familiar sterilised dressings 
and referred to their special service of supplying 
surgeons’ individual requirements. They introduced 
the Cesta mask, made by Robinson and Sons, Ltd.— 
(153) SHORT AND MASON LTD. (Aneroid Works, 
Walthamstow, E.) demonstrated once more their 
Tycos sphygmomanometers, and the Pavæx (passive 
vascular exerciser) apparatus for promoting collateral 
arterial circulation in the limbs.—(45) T. J. SMITH 
AND NEPHEW LTD. (42, Tavistock-square, W.O.), 
makers of Elastoplast elastic adhesive bandages and 
Cellona plaster-of-Paris bandages and slabs, have 
introduced the Elastolex Super Elastic cloth bandages 
made with Lastex yarn, to give firmer and more 
comfortable support than the usual crépe bandage in 
the after-treatment of varicose conditions and 
fractures; also Elastoplast N.H.I. elastic adhesive 
wound dressings for insurance prescribing. 


(157) SPARKLETS LTD. (Thames House, Millbank, 
S.W.) featured their resuscitator, and carbon-dioxide 
snow outfit, and introduced the new model ‘‘ A ” 
Hygienator which has a special patented gas control 
device, so that a spray can be produced at will at 
low, medium, or high pressure. Each carbon- 
dioxide refill will discharge the liquid contents of the 
hygienator six to eight times, and the cost of each 
application is only about one _ halfpenny.—(36a) 
EDWARD TAYLOR LTD. (Monton, Lancs) had further. 
improved their Flexoplast elastic adhesive bandage 
which, they maintain, causes no irritation or 
dermatitis. They also showed their orthopsdic 
strapping, which stretches crosswise and conforms to 
contours of the limbs; and pointed out that their 
first-aid dressings are now made with non-fraying 
edges. They showed a nine-year-old roll of strapping 
which was still in perfect condition.—(97) TH» 
THERMOGENE Oo., Lip. (160, Piccadilly, W.), presented 
their well-known medicated wadding and Thermogene 
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Vapour-rub.—(161) VicrorR X Ray CORPORATION 
Ltp. (15-19, Cavendish-place, W.) demonstrated the 
-Inductotherm short-wave diathermy unit ; the Victor 
Model F portable shock-proof X ray unit; an 
electrocardiograph and an ultra-violet lamp.—(105) 
. ** WAITE’S ” ANTISEPTIC LOCAL ANASTHETIC (7, Swal- 
low-street, Piccadilly, W.1) exhibited a model of their 
well-known cartridge-type syringe, in which the 
syringe does not break but is loaded from the side. 
They have now combined their Cobefrin vaso- 
constrictor with their long-established Waite base 
in their local anssthetic Procaine.—(18) THE WILSON 
RUBBER Co., Lro. (Trading Estate, Slough), presented, 
as usual, their rubber gloves—surgeon’s, pathologist’s, 
and obstetrician’s ; and seamless colostomy tubing. 


Foods, Drinks, and Vitamin Preparations 


- (100a) ALLEN AND HANBURYS LTD. (Bethnal Green, 
E.) showed their various milk foods, especially 
the humanised food for infants reinforced with 
Dextrin Maltose, a starch-free mixture of carbo- 
hydrates; and the Dextrin Maltose by itself for 
modifying the protein curd of cow’s milk, and for 
invalid diets, especially when there is intolerance of 
fats.—(93) BOVRIL Lip. (148—166, Old-street, B.C.) 
described the medical uses of Bovril as ‘‘ illimitable.”’ 
The Australian and Argentine estates on which the 
progenitors of Bovril are reared now cover about 11 
million acres.—(84) BRAND AND Co., LTD. (Mayfair 
Works, Vauxhall, S.W.), presented their well-known 
essences and meat-juice preparations, including 
‘Brandox, their balanced meat extract to which 
Vitamin Malt (containing vitamins A, B, and D) 
has been added.—(50) CADBURY BROTHERS LTD. 
(Bournville) presented a sugar-free chocolate sweetened 
with d-sorbitol, a hexahydric alcohol. They 
also dispensed Bourn-vita and drinking chocolate.— 
(46) CoRN Propvucrs Co., Lrp. (Bush House, W.C.), 
made a specialty of their Dextrosol brand of 
powdered medicinal glucose, suitable for injection or 
oral administration ; and their Karo-milk modifier, 
composed of non-irritant sugars.—(77—-79) Cow AND 
GATE Lrp. (Guildford, Surrey) introduced two new 
products—a malted milk and Calcilac, a full-cream 
chocolate-flavoured milk with calcium gluconate 
added. They also showed their well-known milk 
and vitamin preparations, including glucose A.D., 
a pure medicinal dextrose fortified with vitamins A 
and D and calcium glycerophosphate. 


(115) ENERGEN Foops Co., Lrp. (Willesden, N.W.), 
showed many of their dietary products, free from 
sugar or with reduced starch or increased protein, and 
introduced a new preparation, Energon chocolate, 
containing three times more protein than ordinary 
chocolate.—(72) HEUDEBERT DIETETIC PRODUCTS 
(Alperton, Middlesex) showed Fedulyse, which they 
‘claim promotes digestion of starch and avoids intestinal 
fermentation, and a “ caffeine-free ” coffee, containing 
only 0°08 per cent. caffeine. 


(112) INGRAM AND ROYLE LtTp. (45, Belvedere- 
road, S.E.) reminded visitors that they still import 
all varieties of natural mineral waters, including 
Vichy, Contrexéville, Karlsbad, Evian and nearly 
40 others.—(49) Ken, ROBINSON AND Co., LTD. 
(Oarrow Works, Norwich), have added to their well- 
known Robinson’s Barley and Groats, and Colman’s 
Mustard ointment, a new drink, lime barley water. 
They stated that Almata, their ‘‘ complete food,” 
is being increasingly used for infants and invalids.— 
462) LIBBY’s HOMOGENISED FOODS FOR BABIES (8, Great 
Tower-street, E.O.) pointed out that their homogenised 
foods, now established for babies, have also been 
found useful in gastric conditions of adults because 
the homogenisation breaks up the cell membranes and 
releases the intracellular food substances. From their 
selection of fruit juices they offered pleasant drinks, 
including a half-and-half mixture of tomato. juice 
and milk, for those who cannot tolerate either singly.— 
(146) ‘THE Marmirge Foop Extract Co., LID. 
(Walsingham House, Seething-lane, E.C,), refreshed 


visitors with cups of their beverage, the value of which 
is further supported by recent research.—(68, 69) 
NESTLE’s MILK PROpucTs Lro. (6-8, Eastcheap, 
E.C.) now market homogenised foods for infants in 


four varieties or combinations of vegetables, fruits, 


and soup. They also emphasise the value of their 
Lactogen roller-processed modified full-cream milk.— 
(126-130) TRUFOOD LTD. (Bebington, Wirral, Cheshire) 
had added to their well-known Humanised Trufood 
dried milk Follow-on Trufood, to secure nutrition 
from 10 to 24 months.of age; a complete food table 
is given on each tin, providing a gradual increase in 
direct proportion to the physiological needs of the 
growing child.—(125) VoL Lro. (Hanger-lane, 
Ealing, W.) once again had an amusing and ingenious 
exhibit to show the constituents of their well-known 
foods Virol, Virolax, and Virol and milk.—(85) © 
VITAMINS LTD. (23, Upper Mall, W.) exhibited their 
vitamin preparations, of which Bemax, the wheat- 
germ B, food, is well known ; and stated that Fertilol 
wheat-germ oil (vitamin E) has now been widely - 
used for sterility and repeated miscarriage with 
satisfactory results.—(89) VITMAR LTD. (Southfields, 
S.W.), in addition to their Vitmar and Callard’s food 
for diabetic and obesity diets, introduced a new 
Regent bread, one loaf representing one black line 
of the black-line ration diet. 


Books, Spas, and Miscellaneous 


(21, 22) BAILLIGRE, TINDALL AND Cox (7 and 8, 
Henrietta-street, W.C.) had a wide range of books 
published by themselves and other firms, and 


. particularly pointed out, among others, the fifteenth 


‘ Coronation ” edition of Rose and Carless’s Surgery ; 
A Manual of Practical Anatomy, by J. E. Frazer and 
R. H. Robbins; The Physiological Basis of Medical 
Practice, by ©. H. Best and N. B.: Taylor; and 
The Single Woman and her Emotional Problems, 
by Laura Hutton.—(60) BATH reminded visitors of 
the treatment in which it specialises, and drew 
attention to the International Congress on Rheumatic 
Diseases and Hydrology which is to be held next spring 
to celebrate the bicentenary of the Bath Royal 
National Hospital for Rheumatic Diseases.—(53) 
BUXTON emphasised that spa treatment is no longer 
the prerogative of the rich, and claimed that the 
course of balneotherapy obtainable at the Derbyshire 
Spa is now the cheapest in the country.—(9) THE 
Gas LIGHT AND CoKE# Co. (84, Horseferry-road, S.W.), 
in addition to their gas fires and water heaters, 
exhibited a new central heating apparatus, the 
Vek heater. This neat unit, 20 by 10 in., is equivalent 
to a six-loop water radiator, and makes it possible 
to provide central heating for single rooms at a small 
cost.—(152) HARROGATE reminded doctors of the 
diversity of its 88 waters, 16 of which are used 
internally, and reported on the successful results of 
the Fango medicinal mud.— (32, 40, and 41) H. K. 
Lewis AND Co., LTD. (136 and 140, Gower-street, 
W.C.), presented many text-books and pieces of 
equipment for the consulting-room, and pointed out 
their simple and handy card-index systems; rol- ` 
top panel record cabinets, and hand-painted shields - 
of the arms of universities, colleges, and hospitals. 
Among their wide range of medical text-books they 
specially mentioned McLaggan’s Diseases of the Ear, 
Throat and Nose; Roxburgh’s Common Skin 
Diseases; the second edition of Gabriel’s Rectal 
Surgery; Clay’s Sanitary Inspector’s Handbook ; 
Hamilton Bailey’s Diseases of the Testicle; and the 
third edition of Bailey and Love’s Short Practice of 
Surgery.—(76) The MEDICAL PRESS AND CIRCULAR 
(8, Henrietta-street, W.C.) exhibited copies of their 
journal and the third volume of their Modern Treat- 
ment in General Practice series;. a fourth volume 
will be ready early in the new year.—(54) The MEDICAL 
SICKNESS ANNUITY AND LIFE ASSURANCE SOCIETY 
Lro. (300, High Holborn, W.C.) as usual had a stand 
to remind doctors of their valuable services in pension 


(Continued at foot of next page) 
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CORRESPONDENCE 


CLINICAL FACILITIES FOR WOMEN 
STUDENTS AT THE WEST LONDON HOSPITAL 


To the Editor of THE LANCET 


Smr,—Last April you published a letter from me in 
which I pointed out that the combined efforts of the 
University of London and the West London Post- 
Graduate College were being directed to the problem 
of providing further facilities in London for women 
students who had passed the second M.B. examination. 


As mentioned in the last issue of your journal 
(p. 976) these efforts have at length borne fruit. 
Last July the senate of the University, on the recom- 
mendation of the Council for External Students, passed 
a resolution extending recognition to the West London 
Hospital subject to the approval (required by the 
Statutes) of His Majesty in Council. I have this 
week been informed that the approval of the Privy 
Council has been granted. 


In point of fact a small number of students, who 
were unable to find places in other schools and who 
had the courage to anticipate the action of the Privy 
Council, have actually started work. A material 
number of applications for next year has already 
been received, in spite of the fact that little publicity 
has as yet been given this aspect of our educational 
activities. 

It may appear to some that London is sufficiently 
well provided with medical schools but, until the large 
hospitals cease to exclude women students, there 
must be room for a school which is prepared to 
accept students irrespective. of their sex. At the 
present time it is impossible to say whether the 
West London will develop into a school for women 
only, but it is certain that women students will never 
be at a disadvantage here since our object has been 
to help to solve the difficulty in which so many of 
them find themselves. 


It is not proposed that the proportion of students 
should ever exceed one per three beds which is 
recognised as the optimum “load ” which a hospital 
can carry. It will be some years before anything 
approaching this figure can be reached (the hospital 
contains 239 beds) and there is no immediate intention 
of abandoning the post-graduate work which this 


(Continued from previous page) 


and insurance schemes.—(25) OXFORD UNIVERSITY 
‘PRESS (HUMPHREY MILFORD) (Amen House, Warwick- 
square, E.C.) specially pointed out the following 
books: the fifth edition of Price’s Textbook of the 
Practice of Medicine; Drug Addiction, by Adams ; 
The Subnormal Mind (second edition), by Burt; 
Facial Neuralgias, by W. Harris; Pocket Atlas of 
Anatomy, by Pauchet and Dupret; Physiology and 
Pathology of the Heart and Circulation, by Plesch ; 
Hay Fever, by Shields, and the seventh edition 
of Tweedy’s Practical ‘ Obstetrics.—(139) The 
PRACTITIONER (5, Bentinck-street, W.) showed their 
special October issue on advances in diagnosis and 
treatment during the current year, containing articles 
on advances in all the chief specialties. They also 
drew the attention of visitors to the booklet describing 
the new home of their journal in Bentinck-street.— 
(17) JOHN WRIGHT AND Sons, LTD. (Bristol), exhibited 
a number of their medical books and especially pointed 
out the bound volumes of the British Journal of 
Surgery and the Medical Annual, and Semon and 
Moritz’s Atlas of the Commoner Skin Diseases. 


College has been successfully carrying out for the past | 
forty years. 


I am, Sir, yours faithfully, 


MAURICE E. SHAW, 


Oct. 23rd. Dean, West London Post-Graduate College. 


CHRYSOTHERAPY 
To the Editor of THE LANCET 


Sır, —We feel that some of your criticism of our 
work on the treatment of arthritis calls for comment. 
We are fully aware of the importance of a control 
series of patients in any therapeutic experiment but, 
as we have pointed out,’we have not felt that there 
was the necessity in the present case. Though 
admitting the variable progress of many cases of 
rheumatoid arthritis there can be little- doubt that 
if untreated the disease pursues a downhill course, 
and most of those who have had a large experience 
of this disease will admit that hitherto there has 
been little or nothing that will arrest its progress. 
This has been borne out by some hundreds of our 
patients who had already been subjected to every 
known form of treatment, with little or no result. 
It is probably true that many of the milder and 
earlier cases might have improved in the four years‘ 


. during which they have been observed, but we would 


again draw your attention to the fact that in over 
three hundred of our patients the disease had already 
been present for more than five years when the gold 
treatment was commenced. A strict control would 
consist in observing a large group of patients in the 
same stages of the disease over an equal period during 
which no treatment should be given, though to remove 
the possibility of suggestion they should perhaps be 
given a course of injections of saline. We should 
welcome such an investigation. 


We are aware of American scepticism. It is 
interesting that no form of medical treatment which 
carries any kind of risk is tolerated in that country 
although, as in most other places, no such limitation 
is placed on surgical procedures. It is an interesting 
reflection that major operations, often with an 
accepted mortality of up to 5 per cent. or even more, 
are frequently undertaken for conditions less incapa- 
citating than rheumatoid arthritis and which in 
themselves are not likely to prove fatal. Until 
something of greater value is discovered we feel that - 
gold treatment of arthritis should be undertaken in 
the same spirit. The introduction of salvarsan was 
followed by considerable mortality, and death result- 
ing directly from treatment is still an occasional 
occurrence in every V.D. clinic, but there can be 
few people who can have any doubt as to the value 
of the candle in this particular game. You suggest 
that further large experiments on the Leeds scale 
are necessary, but is this really the case? Some 
2000 patients have been treated during the past 
eight years in various parts of Europe and the 
recorded results have proved both the value and the . 
limitations of the treatment. There is probably 
nothing further to be gained by repeating these 
observations, and in our view attention should now 
be turned to the mode of action of gold and especially 
to the prevention and treatment of toxic reactions. 
But, following your suggestion, should other observers 
choosé to repeat our investigations, we cannot agree 
that there are few institutions in a position to do 
this; the Leeds Public Dispensary and Hospital, 
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where all this work has been done, has five resident 
medical officers and forty beds only! 

The suggestion that the therapeutic value of gold 
_ salts may be due to their sulphur content only has 
been made before. One of the preparations we have 
used is a simple salt—gold sodium thiosulphate ; 
perhaps the Japanese and other workers who sub- 
scribe to the above view would like to investigate 
the value of weekly injections of sodium thiosulphate 
in the treatment of rheumatoid arthritis, and we 
shall await the results of such an experiment with 
interest. 

In reply to Dr. Warren Crowe, the objections 
raised by him appear to depend largely on diagnosis. 
We do not quite understand what he means by 
“ infective arthritis.” As stated in our paper we 
have followed the classification suggested by the 
British Medical Association committee (1933), in 
which rheumatoid arthritis is divided into primary 
and secondary types, the latter being associated with 
an obvious focus of infection. We have made no 
such attempt to subdivide rheumatoid arthritis ; 
we believe that such a division is to some extent 
artificial, for in. our experience ordinary examination 
has usually failed to reveal such a focus. But surely 
the term infective arthritis is usually understood to 
include all these cases, and rheumatoid arthritis is 
a form of infective arthritis? We do not agree that 
“ ordinary infective arthritis is probably a form of 
osteo-arthritis,” and suggest that most other workers 
share our views. We recognise however that in the 
later stages osteo-arthritic changes may develop. 
It therefore appears that Dr. Crowe is claiming good 
results from vaccine treatment for what we call 
rheumatoid arthritis, but what would fall into the 
subdivision ‘‘ secondary ” rheumatoid arthritis in 
the B.M.A. classification. 

With regard to the vaccine treatment of what 
Dr. Crowe calls ‘‘ rheumatoid arthritis,” we have no 
personal experience, but we would again point out 
that 79 of our patients have been previously treated 
with vaccines (in many cases given by Dr. Crowe 
himself), and in this group at any rate the value of 
vaccine speaks for itself. As Dr. Crowe claims a 
recovery-rate of 100 per cent. in the early stages of 
true rheumatoid arthritis with vaccine treatment, 
we wonder whether this classification is determined 
by the results of vaccine therapy. 


We are, Sir, yours faithfully, 


STANLEY J. HARTFALL, 
Hua G. GARLAND, 


Leeds, Oct. 25th. Wm. GOLDIE. 


To the Editor of THE LANCET 


Sm,—I take exception to Dr. Warren Crowe’s 
criticism of the statement made by Prof. Hartfall, 
Dr. Garland, and Dr. Goldie “ that gold is the best 
single method of treating rheumatoid arthritis.” In 
September, 1932, I started to use gold in rheumatoid 
arthritis and since that date have treated close on a 
thousand cases. I have never had any serious com- 
plication or fatalities. I put this down to careful 
selection of cases and to using only small doses. I 
entirely agree with Prof. Hartfall, Dr. Garland, and 
Dr. Goldie that gold is the only remedy that 
has produced revolutionary results in rheumatoid 
arthritis. My personal experience of vaccines for 
rheumatism has been most disappointing even 
after Bi trial. 

I am, Sir, yours faithfully, 


V. HETHERINGTON. 
Berkeley-court, N.W., Oct. 26th. a 


SUBCUTANEOUS EMPHYSEMA IN DIPHTHERIA 
To the Editor of THE LANCET 


Smr,—Having read with interest the article by 
Dr. Burton and Dr. Weir in your issue of Sept. 25th 
(p. 740) on subcutaneous emphysema arising in a case 
of diphtheria, I should like to describe a similar 
condition which I encountered a few months ago. 

The patient, a boy aged 2, was brought to me 
complaining of a sore-throat and a rash dating from 
the previous night. His temperature was 103° F. 
and the tonsils were covered with thick membrane. 
Bacteriological examination of a throat-swab showed 
the presence of Klebs-L6ffler bacillus, and the patient 
was given 14,000 units of diphtheria antitoxin, this 
dose being repeated on the five following days. 
His condition improved steadily but on the fifth 
day he suddenly became distressed and had difficulty 
in breathing. There was swelling over the front of the 
neck and upper part of the thorax, and this proved 
to be subcutaneous emphysema. Local applications, 
with pressure and massage caused it to disappear in 
afew days. The child has completely recovered and 
is now in perfect health. 

I am, Sir, yours faithfully, 
HasHimM AL WITRY. 


Medical Unit, Royal Hospital, Bagdad, Iraq, Oct. 16th. — 


SULPHANILAMIDE FOR GONORRHEA 
To the Editor of THE LANCET 


S1rr,—In your issue of Oct. 16th Surg.-Commander 
Crean reports a series of cases of gonorrhea treated 
with Prontosil and sulphanilamide. It is difficult 
to decide when gonorrhea may be considered cured, 
and the tests of cure employed in these cases seem 
of doubtful value. The following criticisms are 
suggested. 


(1) Subcutaneous injection of gonococcal vaccine is not 
@ very effective provocative agent; intradermal adminis- 
tration is more potent, Experience in the Salford Clinic, 
in which both gonococcal vaccine and milk protein (Aolan) 
are used as routine tests by the intradermal route, empha- 
tically demonstrates that the latter product is the more 
effective. Positive results are frequently obtained with. 
aolan when vaccine has not elicited a response. 

(2) Is there any agreement as to when prostatic involve- 
ment may be detected in acute gonorrhea ? If a control 
series of cases, treated by any other method, or indeed 
not treated at all, were investigated on the eleventh day 
of the disease, what proportion of them would show 
evidence of prostatic infection ? 


Surg.-Commander Crean quotes some of his case 
records in his article. Concerning Case 1, he states 
that follow-up records show ‘no signs of relapse 
after 37 days at full duty.” The following are notes 
on a case in no sense unique but merely the most 
recent of many. 

The patient attended once on July 27th, 1937, with 
gonorrhea of one week’s duration. He had one posterior 
irrigation with 1/20,000 potassium permanganate solution ; 
he did not attend for further treatment. Returning on 
Oct. 19th he had no clinical signs, and said that all signs 
had disappeared within abott ten days of his first attend- 
ance. He has spent approximately 70 days at full duty, 
without signs of relapse. May one then conclude that 
he is cured, and that absence of treatment is the most 
effective method of dealing with gonorrhea ? 


In Case 6 we are given no evidence to prove that 
the case was gonorrhewal; there is a certain prob- 
ability in the facts published, but scientific investiga- 
tion demands more than that. To Case 14 the same 
remarks apply as for Case 1. Case 24, a return case 
with epididymitis, had no discharge; and no gonococci 
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in an artificially produced discharge; but does one 
expect invariably to find discharge, or to demon- 
trate gonococci in such a case? The complement- 
fixation test was not done. I do not suggest that it 
would decide the diagnosis, but it would be useful 
additional evidence. l 

The possibilities of treatment with prontosil are so 
very attractive that work with it is to be welcomed, 
but care in assessing results is very necessary. It will 
be in the mind of all that on the introduction of 
arsphenamines in the treatment of syphilis undue 
optimism and low standards of cure led to the accept- 
ance of inadequate amounts of treatment, with 
results whose full effects are still to be seen in late 
recurrences of syphilis in those “‘ cured ”? in earlier 
years. This. consideration, together with the long 
list of previous ‘“‘specifics ” for gonorrhea must 
undoubtedly urge extreme caution, and stringent 
standards of cure in determining the value of even 
such potent substances as prontosil. 

I am, Sir, yours faithfully. 
R. C. WEBSTER. 

. Municipal Clinic, Salford, Oct. 20th. 


X RAY KYMOGRAPHY 
To the Editor of THE LANCET 


S,—I notice with regret that in your annotation 
of Oct. 9th (p. 859) you state that kymography has‘ 
not so far been used in this country. Actually I 
devised a kymographic apparatus some twelve months 
ago and installed it in the radiological department 
of the London Chest Hospital where it has proved of 
considerable value in the investigation of many chest 
conditions.. It is particularly of use in the differential 
diagnosis of aneurysm and new growth, and in the 
examination of obscure cardiac conditions. 

I am, Sir, yours faithfully, 
FRANKLIN G. Woop. 

Harley-street, W., Oct. 26th. 


MY POST-BAG | 
To the Editor of THE LANCET 


SIr, —M.P.S. asks if I am attracted to any products 
at all. Of course Iam. But should he ask if I am 
attracted to any products in particular the reply is, 
I am not. The fact that I am familiar with the 
names of (let us say) one brand of elastic dressing, 
of the active principle of digitalis, of kaolin poultice, 
of petroleum jelly, of posterior pituitary extract, 
and so on, I attribute more to the practice of the 
hospital in which I was educated (and so presumably 
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to the efforts of travelling representatives) than to 
any printed propaganda at all. l 

And to answer his other question ; I can bear any 
advertisement without resentment. The fact that I 
am personally a keen student of all his and his col- 
leagues’ announcements does not prevent me from 
recognising that few have like pursuits. I have 
never met a medical man, in practice or out of it, 
who does not throw in the wastepaper basket all 
advertisements of whatever kind, as soon as they 
are revealed as advertisements. 

My gentle thrust at these methods is really caused 
by two considerations: firstly, What a waste! Has 
M.P.S. not seen the corner of every doctor’s dis- 
pensary which is full of these wretched bottles and 
jars and boxes? Has hé ever heard of any of them 
being used? Can he imagine that anyone would 
consider a trial on such a quantity of any value at 
all? Does he think that any practitioner has the 
time to try larger amounts and to control these 
against standard preparations? It can hardly be 
possible that he does, and so he lets his firm in for 
the colossal cost of sending out oceans or millions or 
clouds of his liquids or tablets or powders, in the 
hope that one or two may catch on. It reminds one 
of the anemophilous trees or of the lobsters ! 

My second point, that it is a misjudged expendi- 
ture, is rather strengthened by M.P.S.’s remark that 
he thinks postal advertising ‘‘from the doctor’s 
point of view the most convenient and time-saving 
way of drawing attention to a product.” Can he 
really think so? True, the makers of garden orna- 
ments and bulbs, of bassinettes, of groceries, of wines 
and cigars, of .. .,andof..., think so too ; but when 
does he suggest that we should read them? Must 


- we have an hour and a half for breakfast (with the 


surgery filling up) or must we have a sort of children’s 
hour at 4.30, with tea and a stenographer ł 
I am, Sir, yours faithfully, 

POSTMAN’S FRIEND. 


To the Editor of THE LANCET 


Smr,— Your correspondent Postman’s Friend can 
relieve himself of the bulk of his propaganda mail by 
writing to the central addressing companies which 
include: the Chadwick-Latz Co., the Addressing 
Co., and the B.I.A. (British and International Address- 
ing). The remainder, representing a few firms only, 
can be suppressed by writing to these firms individually. 

I am, Sir, yours faithfully, 

Gordon-square, W.C., Oct. 23rd. M.B., B.S. _ 


Oct. 22nd. 


PARLIAMENTARY INTELLIGENCE 


Reassembly and Prorogation 


. PARLIAMENT reassembled on Oct. 21st after the 
summer recess, when a debate took place in both 
Houses on foreign affairs, and was prorogued by 
Royal Commission until Oct. 26th. The King’s 
Speech, which was read by the Lord Chancellor, 
recorded the provision of facilities for recreation and 
healthy outdoor activity, more especially for the 
younger members of the community, and the greatly 
improved provision made for securing the safety 
and health of factory workers. 


The New Session 


On Oct. 26th the new session of Parliament was 
opened by His Majesty the King in person. In the 
course of the Gracious Speech from the Throne 
His Majesty said :— 

My Ministers are anxious that energetic steps shall 
be taken to complete the measures for the protection of 


the civilian population against air raids. A Bill to put 
the necessary arrangements on a statutory basis will be 
brought forward for your consideration. 

My Government have announced their intention to 
assist the production and to increase the consumption 
of milk and to facilitate the improvement of milk distribu- 
tion. A Bill to this end and further proposals for the wel- 
fare of agriculture will be submitted to you. A compre- 
hensive publicity campaign is being undertaken to ensure 
the fullest use of the public health services and to encourage 
their expansion. The policy of improving housing condi- 
tions will be energetically pursued. 

My Government will further develop their social policy 
by introducing legislation to enable meals to be supplied 
to boys and girls attending junior instruction centres ; 
to provide medical care for young persons who have left 
school and entered employment ; to reduce the age limit 
for the award of pensions to blind persons; to enable 
further information to be obtained for the study of the 
population problem ; to amend the financial provisions 
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for slum clearance and the abatement of overcrowding ; 
and to make further provision for the improvement of 
agricultural housing. 

A Measure will be laid before you to amend the penal 
law and to enable improved arrangements to be made for 
dealing with offenders, including juveniles and those who 
commit repeated offences. 


. QUESTION TIME 
THURSDAY, OCT. 21sT 
- Cost of Living and Unemployment Relief 


Mr. SHorr asked the Minister of Labour whether, 
owing to the increased cost of living, he proposed to amend 
the regulations to enable the Unemployment Assistance 
Board to improve the allowances to beneficiaries.—Mr. 
Epnest Brown replied : Any proposals for the amendment 
of the unemployment assistance regulations must be 
made in the first instance by the Unemployment Assistance 
Board. The Board inform me that they have had under 
consideration the fact that changes in the price of some 
commodities together with the coming of the winter 
months may create circumstances which need. to be 

cially taken into account. They have, therefore, 
decided to make use of their existing powers in order fo 
issue instructions at once which will authorise their 
officers to deal with any cases of hardship that may arise 
in these circumstances. I will place a copy of these 
instructions in the Library as soon as they are issued. 

Mr. A. Bevan : Is it not the fact that the new circum- 
stances can only be met by revised scales; and should 
not these scales be submitted to the House ?—Mr. Brown : 
At the moment the Board consider that they can act 
within their existing powers. 


Holidays with Pay 


Mr. Rowanp Ropinson asked the Minister of Labour 
whether he could make a statement of the present position 
of holidays with pay in industry ; whether the committee 
on the subject had yet reported ; and whether he would 
publish the committee’s findings together with the evidence. 
—Mr. Ernest Brown replied: I am glad to say that 
during recent months there has been an increase in the 
number of collective agreements providing holidays with 
pay in industry. I estimate that the number of work- 
people now covered by collective agreements between 
organisations of employers and workpeople which provide 
for paid holidays is between 24 and 2% millions. There 
has also been an increase in the number of individual 
firms giving holidays with pay, but there are no figures 
available as to the number of workers employed by such 
firms. The committee, under the chairmanship of Lord 
Amulree has a considerable amount of important evidence 
still to hear before it reports. 


Inquiry into Night Baking 


Mr. BANFIELD asked the Home Secretary whether he 
had given further consideration to the report of the 
committee of inquiry into night baking; and if he could 
make a statement on the matter.—Mr. GEOFFREY LLOYD, 
Under-Secretary, Home Office, replied: Yes, Sir. The 
report was by a majority against statutory prohibition 
of night baking, but suggested that some recognised body 
should be set up on which representatives of both sides 
of the trade would meet together and devise means for 
improvement of conditions. As the hon. Member is aware, 
negotiations for this purpose have already been opened 
by my right hon. friend, the Minister of Labour. At a 
conference attended by representatives of the two sides 
of the trade on Sept. 21st, it was unanimously agreed to 
set up two committees—one for England and Wales and 
one for Scotland—consisting of representatives of the 
employers’ and workpeoples’ organisations, to formulate 
a scheme for securing the effective joint regulation of 
wages and working conditions and to report back to the 
full conference. 


Factory Safety-first Committees 


Mr. SHoRT asked the Home Secretary how many factory 
safety-first committees were in being; whether they 


met with regularity ; what industries were affected; and ` 
how many committees had been formed since July 3lst.— 
Mr. GEOFFREY LLOYD replied: The factory inspectors are 
aware of some 1250 such committees, of which 18 have 
been formed since July last. The great majority of these 
committees meet regularly. They are found in a wide 
variety of industries, but more particularly in the chief 
accident producing industries such as the iron and steel 
industries and docks. The Home Office propose to 
approach the employers’ representatives again this 
autumn with a view to further steps being taken to extend 
and accelerate the movement. 


Influenza Inoculation in the Army 


Mr. Groves asked the Secretary of State for War 
whether the arrangements made in December, 1936, to 
inoculate against influenza 500 men from five corps were 
carried out; if so, whether any of them, and, if so, how 
many, subsequently developed influenza; and what was 
the interval in each case between the inoculation and 
development of influenza.—Mr, HoRE-BELISHA replied : 
678 men who volunteered were inoculated against influenza ; 
of these 18 developed illnesses diagnosed as “influenza,” 
10 during the first, 2 during the second week, and 6 more 
than two weeks after inoculation. The inoculations were ' 
carried out at the time when the influenza epidemic was 
at its height. Before any beneficial effects of inoculation 
could have had time to operate the general influenza 
incidence had become so low that no conclusions as to the 
efficacy of the inoculations can be drawn. 


FRIDAY, OOT. 22ND 
Incapacitating Sickness among Insured People 


Mr. Rays Daviss asked the Minister of Health whether 
he would issue reports for England and Wales, respectively, 
on the lines of the Scottish Report on incapacitating sick- 
ness in the insured population.—Sir Kiyastry Woop 
replied: I am considering the general question of a 
comprehensive investigation into the extent and incidence 
of various forms of incapacitating sickness among insured 
persons, but I am not yet in a position to say in what form 
the results of any such investigation would be made 
generally available. l 


‘Manor House HOSPITAL, LONDON.—The Indus- 
trial Orthopedic Society has raised over £30,000 towards 


the £50,000 needed for extensions at this hospital. 


East Ham MEMORIAL HosPITAL.—A children’s 
ward and a maternity ward are to be added to 
this institution at a cost of £30,000. Lord Bethell, 
the president of the hospital, is giving half the 
sum needed for the children’s ward and the East Ham 
town council is making a grant of £15,000 to cover the 
cost of the maternity ward.. The council will pay for the 
maintenance of the 16 beds, for which it is thought £2400 
will be needed annually. 


DELINQUENT CHILDREN.—Opening the new remand 
home for juvenile delinquents at Hull last Saturday, 
the Home Secretary said it had been provided 
under the Children Act of 1933. Its main purpose 
was to serve as an observation centre whose reports 
would assist the court in deciding on their best 
course for the welfare of the child. He congratulated 
Hull education committee on being the first in the field. 
Under this Act remand homes are provided for children 
under the age of 17; there was urgent need, he thought, 
of observation centres for youths up to the age of 21. 
He was, he added, at present engaged in working out a 
plan for the scientific investigation of juvenile crime. 
Approved schools he preferred to regard as part of the 
educational system of the country rather than part of 
the penal system. What he would like to ascertain was 


whether the children who came before the juvenile courts 


were recruited from the class whose intelligence quotient 
fell between 85 and 70. If it should be found that an 
abnormally high number of dull children were getting 
into mischief, more attention should be paid to remedial 
treatment at school. 
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WILLIAM WRIGHT, M.B. Manch., D.Sc. Birm, Š 
F.R. G S. Eng. 


on Oct. 21st at his home at Gerrards Cross. He had 
held his chair of anatomy at the London Hospital 
since 1908, and for more than a quarter of a century 
was dean ‘of the -medical college. By a very large 
_ group of former students and examination candidates 
he will be remembered for his kindness, and his death 
at the age of 63 is a loss of learning and scholarship. 
that had earned the o a of-many different kinds 
of men. 


William Wright came of Lowland Scottish parents. - 


A friend, who knew him as “‘ a tall lanky schoolboy 
= with a shock 
of black curly 


friendly grey 
eyes ”-writes of 
his father as 
“observant, 


dour” and of 
his mother as 
“very ambi- 
tious for her 
-boys, of tre- 
mendous 
vitality, rigid 
character, and 
-a great lover. 
of literature.” 
Wright’s own 
interests were 
at first purely 
literary, and it 
may have been 
‘his mother’s 
7 illness and 
early death that turned him to medicine, He 
went to Owens College, Manchester, and graduated. 
in 1897. Thereafter he had some small experience of 
general practice at Ince in Cheshire—a harsh experi- 
ence amidst poverty, sordidness, and ugliness, which 
made a deep and unhappy impression on him. His 
- bent was towards academic work, and his choice, 
when it was made, was anatomy. Demonstrator 
with Young at Owens College, then lecturer with 
Windle at Birmingham, he began his friendship with 
Hayes, Granville Bantock, -Churton Collins, and 
Macneile Dixon, whose Saturdays and Sundays 
together in Shakespeare’ s country—on the cycle, 
in inns, and in Hayes’s cottage—were. devoted to 
` the study of flowers and birds, of music and poetry. 
Wright loved tradition and became more and more 
absorbed in archeology; his holidays were spent, 
digging in the long barrows of the Gloucestershire 
wolds or at Driffield, and his anatomical papers. 
_ recorded much ‘of what he found. . From Birmingham 
` in due course he came to London as lecturer. and sub- 
dean at the Middlesex Hospital, and when Sir Arthur 
Keith’s chair at the London Hospital fell vacant 
Wright succeeded him. As a teacher he had great 
facility with chalk and an apt analogy on his tongue, 
with a feeling, amounting to a passion, for elucidation. 
His record as an anatomist is.a full one. 
Hunterian professor of the Royal College of Surgeons 
three times (1907, 1909, and 1913), his three years of 
office covering no less than eight lectures. The first 


PROF. WRIGHT" 
{Photograph by Elliott and Fry 


group of lectures was anthropological, on the Pre- 
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hair and 


prepared for many successive years : 
l accurate, carefully classified, and with complete 
silent, but -not 


. He was 
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historic anil Early Inhabitants of England. “The 
second group was anatomical, and included valuable 


contributions to our knowledge of the Morphology 
AFTER a year of illness Prof. William Wright died. 


and Variations of the Skull. The two lectures in | 
1913 embraced his studies of the comparative anatomy | 


of the elephant—which work was based on his own 
‘laborious dissections. 


Other important lectures 
which he gave were studies of anatomical history. 
Thus his two Axris and Gale lectures (1919) dealt 
with Da Vinci, and the subject of his two Vicary 


lectures (1925 and 1934) were Medieval Conceptions 


of the Anatomy and Physiology of the Central Ner- 
vous System, and Galen on the Eye. 
papers establishing the identity of the Princes in 


the Tower are fresh in the memory and have been 


reviewed in these columns (1936, 1, 1367). At first 


treasurer, and later president, of the Anatomical 


Society, he made many contributions to the society’s 

meetings and to the Journal of Anatomy. Typical of 
these were his Reports on Teratological Literature 
they were full, 


references. His public lectures had the same merits, 
for they were always the result of untiring research, 
composition „and recomposition—in short of an 
ultra-conscientious care characteristic of everything 
he did. But the lectures were not mere catalogues, 
for the sequence was perfect, and the combination 
of learning, oratory, and. humour made them a 
pleasure to listen to. With Parsons, Wright was the 
author of a handbook of practical anatomy designed. 
especially for the primary fellowship examination, 


' which book survives in a different form in the “ Six 


Teachers’ Anatomy ” and the ‘‘Six Teachers’ Ana- 


tomy for Dental Students.” - For the writing of such 
a book he had exceptional qualifications, for he 


three times served the full five-year period as examiner 
for the primary fellowship (1914-19, 1923-28, 1929— 
34), whereas no other examiner has ‘yet served more 


than twice. When in 1929 “the primary ” was first 


conducted’ overseas it was Wright who was chosen 
to. go to Canada as senior examiner, and of the seven 


overseas examinations so far held by the Royal 


College of Surgeons he took part in five. He valued 


immensely these opportunities of extending the 


influence of his college, and he also enjoyed the 
affection with which he was received by gatherings 
of old students in Montreal and Toronto, Melbourne 
and Dunedin, Madras: and’ Bombay. "The affection 
was fully justified, for he knew every man that had 
ever sat under him. As an examiner he was some- 
times thought forbidding ;' and. indeed he could be 
coldly. inimical to bluff; but the conscientious 
examinee, ‘however poorly equipped, could be sure 
of his chance, for Wright was patient: and kind to 
the last degree. . There can be few universities in the 
British Isles where he had not examined -in the past 
thirty-odd years, and.to his own University of London 
he gave unsparing service as a meniber of no less than. 
five: boards of studies. 
Wright was a fellow of the Society of Antiquaries, 

a member of the Zoological Club, and: a very activé 
member of the Royal Archaological ‘Society and of 
the Anthropological Society. But amid his many 
activities and occasional honours he preserved great 
simplicity of character. He loved the good: things - 
of life when they came his way; nobody better 
enjoyed a hospital dinner, or gaye himself up with 
more perfect adaptability to the atmosphere of the 
occasion. But he loved also a very'simple home life, 
his beautiful garden, his arm-chair and his books and, 


His recent: 
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above .adl,. his friendships. It is said of him that “‘ if 
one had the privilege to be his personal friend, that 
friendship had its roots in his soul; he would not fear 
to rebuke his friend, for the rebuke would be only a 
ripple on the deep water.” ‘‘In all his business and 
social: relations,” writes another. of his intimates, 
“ William Wright could not be devious; his onl 

alternatives were truth or silence. -His generosity was 
well. known and his poor purse, an academic one, 
open to anyone in need. Of course, advantage was 
taken of him; he took risks, but did not bear a 


grudge. k 
~ .** Indifferent to games, except cricket, which he 
did not play, he played a poor game of golf and 
worse of tennis. His real recreation was walking 
and observing. An extraordinarily knowledgable 
man, his stories of men and events were told with a 
dramatic touch; they were occasionally master- 
pieces of direction and condensation. In spheres 
other than those he made his own he was silent but 
receptive. How he enjoyed the Saturday Savage 
nights and their joyous camaraderie. 
undoubtedly a bohemian, but was punctilious and 
even conventional where other’s feelings might be 
involved, During the last years of his life he began 
to realise more and more his ambitions by a visit to 
Greece with Cecil Harmsworth and Macneile Dixon, 
and by his travels to the Dominions and finally’ to 
India, making this journey a really exciting one by 
air. Latterly the short holidays, Easter and Whit- 
suntide, were ‘spent in tours of discovery: among 
abbeys and churches and castles. With a friend and 
myself three years ago he followed inch by inch, so 
to speak, the journey of Edward V from Ludlow 
to the Tower, marking out every conceivable halt. 
Two years ago he insisted on getting local colour on 
Richard III at Middleham, and I shall not forget his 
delight throwing down the gauntlet and engaging ‘in 
wordy combat with a champion of Richard’s, Dr. 
Cockcroft. “Last year was the last of his wanderings 
for during them ominous symptoms made their 
appearance. Since November last he had been an 
invalid, and though he resumed his work at the 
London for a short time he was compelled to give 
it up. He never realised the significance of sub- 
sequent post-operative symptoms and looked forward 
intensely to the time when he might pursue, without 
break, his investigations which clamoured for solu- 
tion. -What a warm and friendly picture he has 
left us.” | 

‘Prof. Wright married in August last the widow of 
Dr. W. T. Gwynne-Jones. Of his two brothers one 
died -as a young man and the other, Lieut.-Colonel 
Andrew: Wright, died in India soon after the late 
war. ` ; i Se 


FRANCIS WILLIAM O’CONNOR, M.R.C.S., 
a D.T.M. & H. . | 

Prof. O’Connor, who died on Oct. 2nd at the age 
of 53, had spent the last 15 years of his life in 
America. Qualifying from St. Bartholomew’s Hos- 
pital in 1907, he took the Cambridge diploma in 
tropical medicine in 1913, and after holding a post in 
‘Formosa served with the Royal Army Medical Corps 
in France, Egypt, and Salonika. Returning to 
England he was appointed assistant medical entomo- 
logist at the London School of Tropical Medicine. 
For the following account of his subsequent work we 
‘are indebted to his friend Colonel Clayton Lane :— 


A . student and steadfast admirer of Manson, 
O’Connor’s first great opportunity for working on 
Manson’s special subject, filariasis? came when he 


He was 


went as head of the expedition sent by the London | 


School of Tropical Medicine to the Ellice, Tokelau, 
and Samoan Islands in 1921-22. Looking back, 
three features of his character showed up strikingly 
here. His thoroughness came out in the way in which 


in one day with 50 men he drained and trimmed all © 


tree holes and cleared all the undergrowth on the islet 
of Funafulla, and, setting on fire the heaped. bushes, 
burnt and smoked out aedes and destroyed their 
breeding-places ; in 1933 D. C. N. Macpherson, after 
Spending three years there, wrote to him that so 
impressed were the native inhabitants by his results 
that they had since given their labour free to do as 
he had shown them, and that in the event the place 


had become a health resort. O’Connor’s closé micro- ` 
scopic observation is seen in his description of the 


presence of degenerate microfilaris in the blood in 
his great collection of smears. Lastly there was hiš 
reluctance to write en 

up his work (for the 
report on his Pacific 
investigation was 
largely not from his 
hands)—a persisting . 
dislike, for his words 
in 1935 were ‘ writing 
is torture for me.’ 
So it came about 
that in 1922 he ac- 
cepted an invitation 
from the Rockefeller 
Foundation to. go to 
the United States for 
a year to do anti-` 
malarial research. 
The one year became 
five, at first field 
work under S. T. 
Darling, and in 1924 
administrative work 
under R. M. Pearce. 
It led to steady pro- | 
motion and, through Pearce when opportunity .came, 


j 
PROF. O'CONNOR. | 


to an associate professorship at Columbia University, ` 


New York. Here with congenial work and colleagues 
he was even happier than he had been under Pearce. 
Then he, and he only, took up a testing of the writer’s 
conclusion that microfilarial periodicity in Ban- 
croftian filariasis was due to a simultaneously timed 
birth of the embryos, some of the evidence for which 
he brought forward at a meeting of the Royal Society 
of Tropical Medicine in 1931. The method he worked 
out for doing so is well shown in his statement that 
on his return from this visit he found waiting for 
him 26,000. sections from one case. It sounds impos- 
sible but is in fact an illustration of his methods. 
He had found that, with serial sections of a certain 
thickness, examination of every twentieth would 
show evidence of a worm if one were present ; 
accordingly all the. sections, cut of that thickness 
from a block of tissue, were put aside in strict order 
in sets of twenty and every twentieth examined. If 
this showed a worm, or evidence of its nearness in 
tissue change, all sections concerned in both directions 
would be stained and mounted, and in this way the 
worm and its surroundings could be easily. recon- 
structed. Further he satisfied himself: that in the 
same body or excised tissue the young of all female 
worms alive at the time of the host’s death or opera- 


tion were at the same stage of intra-uterine develop- 


ment, with parturition timed somewhere near 2 P.M. 
Again his extensive sectioning of liver and spleen 
showed that there might be found-in them a massive 
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destruction of microfilarie, any timing of which 
condition he did not live to determine. It was by 
making full use, on these lines and under his own 
supervision, of his skilled and devoted staff that his 
striking results were got. 

“ Visits to Antigua, Porto Rico, and the Virgin 
Islands added to his extensive material on this 
filariasis, the collection and investigation of which 
were broken into by his inquiry into the epidemic of 
amoebic dysentery in Chicago. Cases from there had 
begun to appear in New York by November, 1933, 
and when he was sent to Chicago to take a part in 
the investigation into its cause (selected, he supposed, 
on account of his association with C..M. Wenyon in 
the inquiry at Alexandria into the outbreak of 
dysentery among troops during the World War) he 
insisted on living in an infected hotel and drinking 
freely of the water as laid on. In fact he used 
himself as a test animal in the question of water 


. carriage of the infection, and in the end himself formed 


one of the links in the chain towards proof that so 
it was. But his enthusiasm for truth blinded him to 
the consideration, with which antivivisectionists will 
cordially disagree, that he was far too valuable an 
experimental animal to be so used. True he escaped 
with his life, a tired-out life, and was made emergency 
consultant to the United States Government and 
president of the section of tropical medicine at the 
Pan-American Congress held at Rio in 1935. With 
his usual energy he threw himself into filarial work in 
the Virgin Islands in June, 1936. It broke him up, 
` yet he wrote at the end of that year that he had 
never been in better train for work, and hoped to put 
this through in the peace of his own secluded ‘ farm ’ 
where he had a laboratory generously fitted up for 
him by a friend. On its walls Manson’s likeness had 
the central place. His plans for future work were 
ambitious, and entailed, besides the working up of 
his St. Croix material, a history of disease among the 
slaves in that island, and a book on filariasis for which 
he had collected a mass of material. Yet he made 
at that time significant inquiries as to a possible 
literary executor. It was the energy with which he 
threw himself into the writing of two papers now 
under publication that brought the end; but he was 
(surely for the first time) so happy in their writing that 
no protest was felt possible. He would have had it so. 

“ There has passed on a lovable character at times 
misunderstanding and misunderstood, generous in his 
determination that those working under bim should 
have their full share of all credit due (a trait, it may 
well be, dating from his like experience with Wenyon), 
and greatly amazed and cheered when messages 
poured in on him during his amoebic illness and 
showed him how many were proud to hold themselves 
his friends.” 


Miss A. FLORENCE THEOBALDS, M.D. Edin., who 
died following an operation at the age of 63, qualified 
at Edinburgh in 1905. After holding resident appoint- 
ments at Wakefield, Halifax, and Birmingham, she 
started in private practice at Buxton, later entering 
into partnership with Dr. Moya Applebee. She was 
on the staff and on the committee of the Buxton and 
District Hospital, consulting physician to the Devon- 
shire Royal Hospital, and served as chairman of the 
local nursing association and of the committee of 
the Cavendish Girls’ School, becoming a well-known 
figure in the town. 


NEw MATERNITY HOME FOR FuLHamM.—Sir Ewen 
Maclean has opened a new maternity home and clinic 
‘at Parson’s Green erected at a cost of some £40,000. 


BALNEOLOGY AT BUDAPEST 


On Oct. 6th the Royal Medical Society of Budapest 
celebrated its centenary. A meeting was held in the 
Great Hall of the Royal Hungarian Academy of 
Sciences over which the Archduke Joseph Francis 
presided, and the president of the society, Prof. 
Verébely, delivered an address of welcome to the 
300 foreign delegates from medical institutions and 
societies all over the world who had assembled for the 
occasion. Some of these delegates were invited to 
give a short address, including Dr. W. S. C. Copeman, 
who represented the Royal College of Physicians of 
London. A ceremonial lunch followed the laying of a 
wreath on the statue of Semmelweis, who held the 
chair of obstetrics and gynecology in Budapest from 
1850 until his death. On the next day the Inter- 
national Congress of Balneology was formally 
inaugurated. Twenty-nine countries were repre- 
sented. The scientific proceedings were opened by 
Prof. Von Eiselsberg (Vienna) and Prof. Vogt (Breslau). 
Many aspects of balneology were discussed, including 
radio-activity. Among the many speakers were the 
following professors : Koranyi, Vamossy, and de Pap 
(Budapest); Strasser (Vienna); Klinge (Germany) ; 
Bezangon (France); Kahlmeter (Sweden); Gunzberg 
(Belgium); Guthrie (U.S.A.); and Yagi (Japan). The 
meetings were well attended and overflow meetings 
of some of the subsections had to be held. Post- 
graduate lectures on various aspects of rheumatism 
were delivered during the week by Prof. Klinge, 
Prof. Kahlmeter, Prof. Bezangon, Prof. de Pap, 
and Dr. Copeman. 

On the last day of the congress the formation of an 
International Spa Federation was approved to watch 
over the interests of health resorts in every country. 
It was decided that its headquarters should at first 
be in Budapest, and that its objects should be to 
encourage discussion and coöperation between health 
resorts on questions of policy, economics, technical 
appliances and methods, jurisprudence, and medicine ; 
also to maintain satisfactory standards of treatment, 
and to pool their resources in order to make the 
‘benefits obtainable known to the public. The pooling 
of scientific and other information of interest to the 
health resorts and the arrangements for the subsidy 
of research work, of medical tours, and of post- 
graduate instruction in medical hydrology were also 
considered to come under the egis of the new Federa- 
tion, of which the Archduke Joseph Francis was 
elected as first president. A meeting of the national 
delegates is to be held at Easter, 1938, under his 
chairmanship to draw up the by-laws, and the first 
full congress will be held in Berlin later that year, 
the second in Paris in 1940, and the third was invited 
by the Italian delegates to meet in Italy in 1942. 
It was agreed that there was scope for such an inter- 
national federation, and the hope was expressed that 
the national bodies concerned would elect official 
representatives to serve on it before next spring. 


rn aaar aaam 


HARROGATE MæDICAL Socirmry.—The annual 
dinner of this society was held on Oct. 23rd with 
Dr. Sinclair Miller, the president, in the chair. The 
chief guest of the evening was Dr. Donald Hunter, of the 
London Hospital, who earlier on had delivered the annual 
oration of the society, choosing as his subject Diagnosis, 
Dr. W. Yeoman proposed the toast of the Mayor and 
Corporation of Harrogate, Dr. Curtis Bain The Guests, 
and Colonel Innes Ware, the Harrogate Medical Society. 
Dr. Donald Hunter and Dr. Miller replied. 
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MEDICAL NEWS 


University of Oxford 


In a congregation held on Oct. 14th the degree of 
bachelor of medicine was conferred upon D. S. Bateman 
and Derek Jefferiss. 

Dr. E. Mallam has been appointed Litchfield lecturer 
in medicine, and Mr. R. H. Rose-Innes Litchfield lecturer 
in surgery. 

A lecture will be given for Dr. Lee’s professor of anatomy 
by Dr. J. Boeke, professor of histology and embryology 
in the University of Utrecht, on the innervation of the 
skin, spinal and sympathetic, in degeneration and regenera- 
tion, at noon, on Friday, Nov. 5th, in the lecture theatre 
of the physiology department. 

The Rockefeller Foundation have given a sum not 
exceeding 3000 dollars as a contribution towards scientific 
apparatus, laboratory material, and special cages for 
primates required for research in the department of 
human anatomy. 


University of Cambridge 


Dr. T. S. Hele, master of Emmanuel College, has been 
elected representative of the University on the General 
Medical Council. 


University of London 


Dr. T. C. Stamp has been appointed to the university 
readership in bacteriology tenable at the British Post- 
graduate Medical School. 


Dr. Stamp is 30 years of age. He was educated at the Leys 
School, and at Gonville and Caius College, Cambridge, graduat- 
ing as B.Chir. in 1931. His medical school was Bart.’s. He 
went to the London School] of Hygiene and Tropical Medicine 
as demonstrator in bacteriology, and in 1933 he was appointed 
lecturer in that subject. He was joint author of an article in 
THE LANCET of Jan. 30th, 1937 (p. 257), on the immunising 
activity of certain chemical fractions isolated from hsemolytic 
streptococci, and has also published papers in the British Journal 
of Experimental Pathology. 


Mr. A. R. Todd, D.Sc., has been appointed to the 


university readership in biochemistry tenable at the 
Lister Institute of Preventive Medicine, where since 
1936 he has been an assistant in the department of bio- 
chemistry. i 

Mr. A. Chester Beatty has undertaken to provide a 
scholarship in radiology of £400 a year for two years 
which will enable a student after obtaining the academic 
diploma in medical radiology to spend a year in one of 
the great radiological clinics of the United States. 


Dr. C. M. Wilson, dean of St. Mary’s Hospital medical 
school, has been appointed as a representative of the 
general medical schools on the senate in place of Prof. 
T. B. Johnston, who has resigned. 


Royal College of Surgeons of Edinburgh 


At a meeting of the College held on Oct. 19th, with 
Mr. Henry Wade, the president, in the chair, the following 
were admitted to the fellowship :— 


P. C. Barkla, M.B. Edin. ; John Benson, M.B. Leeds; B. D. 
Best, M.D. Manitoba; M. D. Black, M.B. Glasg. ; W. A. Browne, 


M.R.C.S. Eng. ; S. R. Chandra, M.B. Calcutta’; P. N. Chaud- 


H. V. Morgan, M.D. Manitoba; S. K. Sen, M.B. Punjab ; 
C. L. E. L. Sheppard, M.B. N. Z.; E. W. Thomas, M.B. Glasg. ; 
N. J. Townsley, M.B. Belf.; Richard Walkingshaw, M.B. 
Glasg.; E. W. Watts, M.B. Cape Town; A. J. Webster, M.B. 
Edin.; Randal Whittaker, M.B. Manch.; T. I. Wilson, M.B. 
Edin.; and J. G. Youngman, M.R.C.S. Eng. 


At the annual meeting of the College held the next day 
the following office-bearers were elected for the coming 
year :— 


President, Mr. W. J. Stuart; vice-president, Mr. Henry 
Wade; secretary and treasurer, Mr. J. W. Struthers ; members 
of the president’s council, Mr. James M. Graham, Prof. R. W 
Johnstone, Sir David Wilkie, Sir John Fraser, Mr. J. J. M. 
Shaw, and Dr. H. M. Traquair: representative on the General 
Medical Council, Mr. Alex. Miles; convener of museum com- 
mittee, Dr. A. Logan Turner ; librarian, Dr. H. M. Traquair ; 
and conservator of museum, Mr. C. F. W. Ilingwortb. 


Royal Sanitary Institute 


A second course of training in the inspection of milk 
pasteurising plants will be held by the institute on Thurs- 
day and Friday, Nov. 25th and 26th. Members and 
associates should apply for admission to the institute, 90, 
Buckingham Palace-road, London, S.W.1. 


Dr. W. A. Lethem, a medical officer of the Ministry of 
Health, will deliver the Benjamin Ward Richardson 
lecture at the institute oa Tuesday, Nov. 9th, at 5.30 P.m. 
His subject will be slaughter-house practice at home and 
abroad. Sir George Newman, vice-president of the 
institute, will preside. 


Demonstrations of Contraceptive Technique 

On Thursday, Nov. 4th, at 2.30 P.m., a practical demon- 
stration of the technique of the use of a variety of contra- 
ceptive methods will be given by Mrs. Marie Stopes, D.Sc., 
and Dr. Evelyn Fisher at the C.B.C. clinic. Medical prac- 
titioners and senior students should apply for tickets to 
the hon. secretary, C.B.C., 108, Whitfield-street, London, 
W.1. 


International Congress on Hepatic Insufficiency, 

Vichy 

This conference was held from Sept. 16th—-18th, Prof. 
M. Loeper presiding. Prof. L. Binet, president of the 
Society of Medical Sciences of Vichy, officially welcomed 
delegates from different countries. Prof. K. Glaessner 
read @ paper on functional tests for liver insufficiency. 
These were not yet sufficiently precise to establish a 
diagnosis; in the major forms of hepatic insufficiency 
they were superfluous, since clinical facts provided ample 
evidence, but in latent, mild, and incipient forms they 
were valuable, not only in diagnosis but also in prognosis 
and treatment. Prof. M. R. Castex.and Dr. L. Garcia 
described two forms of pigmentary hepatic insufficiency— 
one dependent on canalicular involvement and the other 
on functional hepatic insufficiency. Prof. Binet discussed 
the function of the liver in relation to sulphur, the presence 
of which in the hepatic tissues had long been recognised. 
A sulphur compound, taurocholic acid, was to be found 
in the bile. E. Urbach dealt with the relation existing 
between skin and liver diseases, and Prof. C. I. Parhon 
with the complex subject of the liver and endocrine 
glands. N. Hamilton Fairley read a paper on hepatic 
insufficiency in malaria, pointing out that jaundice might 
be of hemolytic type, due to blood destruction, or toxic 
in origin, due to hepatitis, which did not result in cirrhosis. 
Pigment stones might be a sequela. 


In the medical section R. Debré, G. Semelaigne, and 
E. Gilbrin discussed idiopathic polycoria in children due 
to excessive storage of glycogen and fat. They stressed 
its congenital origin and early onset, and regarded hepato- 
megaly and retarded growth as its two most important 
manifestations. M. J. Olmer reviewed the hepatic and 
extrahepatic factors concerned in cedema in diseases of 
the liver, and A. L. Crandall, C. Ivy, W. N. Elton, 
A. Bassler, and H. I. Goldstein considered the relations 
of the liver and of nutrition to special aspects of the 
nervous system. N. Pende and M. Bufano presented 
their views on neurogenic and neuro-endocrine hepatic 
syndromes, holding that all conditions of hepatic vago- 
tonia ensure a good storage of hepatic glycogen and 
mobilisation of fat, whereas in hepatic sympathicotonia 
hepatic storage of glycogen is decreased, the combustion 
of fats is increased, disassimilation of cholesterol results, 
and there is acetonemia and lactacidemia. In the thera- 
peutic section Prof. B. O. Pribram dealt with pre- and post- 
operative hepatic insufficiency ; this was generally due 
to hepatitis. In mild cases only hepatic œdema was 
present, but, in the more severe, inflammatory exudate 
ensued. Ether was the only general anesthetic per- 
missible, while in cholemia spinal and local anesthesia 
were advocated. In cholemic hemorrhage vitamins C 
and D were sometimes effective. F. Gallart-Monés 
considered dietary and M. Piéry and M. Milhaud the 
rôle of hydromineral therapy in relationship to hepatic 
insufficiency. 
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THs eighteenth Maudsley lecture will be delivered 
to the Royal Medico-Psychological Association by Prof. 
F. L. Golla on Thursday, Nov. 25th, at 3 p.m. at the house 
„of the Royal Society of Medicine. He will speak on 
science and psychiatry. 
National Sanatorium, Benenden 
A new pavilion for women was ‘opened at this Sanatorium 
on Oct. 15th by Sir Walter Womersley, assistant post- 
master-general. It has cost £17,000. | 
Pharmaceutical Society of Great Britain 
On Tuesday, Nov. 9th, at 8.30 pP.m., the first meeting 
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of this session will be held by the society at 17, Blooms- . 


bury-square, London, W.C., when Mr. T. A. Sprague, 
D.Sc., will give a lecture on early herbals. 


Royal Victoria and West Hants Hospital, Bourne- 
mouth 
Mr. Alexander Maclean has given £5000 to the appeal 
of this hospital made in coöperation with the British 
Empire Cancer Campaign. This is a third of the whole 
money needed. 
Will Edmonds Clinical Research Fund 


Applications are invited for a Will Edmonds fellowship 
in clinical research tenable at the Metropolitan Hospital. 
It is of the value of £500 a year and the fellow will be 
eligible for re-election annually up to five years. Applica- 
tions should be sent to the hon. secretary of the fund, 
68, Great Cumberland-street, W. 


Association of Industrial Medical Officers 


A quarterly meeting of this association was held in the 
London School of Hygiene and Tropical Medicine on 
Oct. 22nd,when the following office-bearers were appointed : 
chairman, Dr. L. P. Lockhart (Boots Pure Drug Co.) ; 
hon. secretary, Dr. Donald Stewart (I.C.I. Metals Ltd.) ; 
hon. treasurer, Dr. Margaret Dobbie-Bateman (Harrods 
Ltd.) A paper was read and Dr. C. Skinner (Thames 
Board Mills Co.) ‘on ‘dental service in industry. He 
criticised the dental standard of children entering industry. 
In his experience its deficiencies were due to the infrequency 
of dental inspection in schools, to many parents refusing 
treatment for their children at the school clinic, and to 
the transient nature of school populations. He con- 
demned the practice of some dental clinics which developed 
into extraction clinics instead of doing conservative work. 
. Reasons for this unnecessary mouth clearance were 
ignorance, fear of pain, the occasional inadequacy of 
fillings and the relative cost. The following remedies 
were suggested by Dr. Skinner to improve the all-round 
standard of dental services in industry: (a) an extended 
school service ; (b) greater interest by industrial firms in 
full-time dentists ; (c) provision of dentistry as a statutory 
benefit ; (d) educational propaganda ; and (e) the raising 
of the standard of preventive and conservative dentistry 
by licensing bodies, 

Medical Research Council of Saorstat Eireann 

This council is now constituted as follows: Prof. R. P. 
Farnan (chairman), Prof. J. W. Bigger (hon. secretary), 
Prof. J. M. O’Connor and Prof. John McGrath (hon. 
treasurers), Prof. J. F. Donegan, Prof. W. J. E. Jessop, 
Prof. H. F. Moore, Prof. T. G. Moorhead, and Prof. J. M. 
O'Donovan, It is announced that whole-time research 
grants have been made to Mr. R. P. Cooke (working 
on blood ammonia), Dr. E. F. McCarthy (osmotic pressure 
of serum protein and oxygen capacity of hemoglobin, 
Dr. Barbara Moran (C. diphtherie and streptococci), 
Dr. Cecil Mushatt (types of tubercle bacilli in Ireland), 
and Dr. D. K. O’Donovan (response to metabolic stimula- 
tion of the pituitary gland). Dr. McCarthy will work at 
the Rockefeller Institute, New York, and Dr. O’Donovan 
at McGill University ; the other grantees will remain in 
Dublin. Grants for a vear’s training in methods of research 
have been made to Dr. Eamonn de Valera, Dr. Oliver 
FitzGerald, Dr. Patrick FitzGerald, and Dr. O. T. D. 
Loughnan; part-time research grants to Dr. Edward 
Keenan and Dr. W. R. O’Farrell (bundle-branch block) 
and Dr. T. C. J. O’Connell (tuberculosis of kidney) ; 
and grants-in-aid to Dr. Ninian Falkiner and Prof. E. J. 
Conway. It will be noted from our Dublin correspon- 
dent’s letter on p. 1040 that the council receives support 
from the hospital sweepstake funds, 
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London Hospital Dinner 


Presiding at the Trocadero on Oct. 2lst Dr. Charles 
Miller began by referring to the death of Sir Ernest Morris 
and the illness of Prof. William Wright, whose death has 
since been announced. The new members of the staft 
appointed during the year were Mr. Tudor Edwards, Mr. 
D. W. C. Northfield, Mr. C. A. Keogh, Mr. E. C. Butler, 
and Dr. Henry Wilson. The hospital could now boast 
of a massage department unequalled anywhere; the 
nurses had a swimming-bath, and Dr. Clark-Kennedy had 
begun with great success as dean (‘‘ Henry Head used to 
say that if a man is known by his nickname he is either 
a good fellow or an alcoholic’). There had been a record 
entry—or rather a record number of refusals—and Dr. 
Miller agreed that it was worth going into medicine even 
if one was not going to be rich (“‘ In fact if you are going 
to be rich you had better hide your head: read’ ‘The 
Citadel’’’). The hospital had so far managed to keep 
the bailiffs out, and he thought financial worries helped 
to keep. it active. But the London must remain a volun- 
tary hospital, for no official body was going to live up to 
its motto: Homo sum—humani nihil a me alienum 
puto. If any municipal or government hospital could 
live up to that motto perhaps it would be justified in 
giving medical treatment. The other great problem before 
hospitals was : what is the rôle of the specialist ? At the 
London students were trained to tackle anything, and 
the Londoner could be recognised as such by discerning 
consultants. The hospital, however, was large enough 
to train general practitioners and also ‘have special depart- 
ments. The dual function required rather more organisa- 
tion than at present, but he believed the hospital’s future 
would be as great as its past, or greater,.if it continued 
to live up to its motto. Dr. Robert Hutchison, proposing 
the health of the Chairman, said that their friendship 
dated from forty years ago—‘‘ a time when many of you 
here were still existing in the harmless form of undifferen- 
tiated germ plasm.” Dr. Miller retained the secret 


_ of perpetual youth, and after going west had returned to 


London to become senior physician at an institution in 
Gower-street which had felt itself in need of a transfusion. 
Changing the metaphor somewhat rapidly Dr. Hutchison 
described this as an example of medical bigamy, but 
thought the second marriage no more than a temporary 
liaison. Dr. Miller replied in suitable terms and the rest 
of the evening was given up to conversation of a high 
level. 


Appointments 


ANDERSON, J. C., M.B. Glasg., Dept. Psyoh., Physician Superin- 
tendent at the Royal al Ae Montrose. 

CRAIG, ELIZABETH D. M.B. St. And., L. M., Assistant 

Medical’ Officer of Health. Ta Maternity and Child Welfare 
and pa isten’ choot Medical Officer for Carlisle 

HEGINBOTHAM. .P. Lond., Resident’ ` Assistant 
Me dica] Offices at the Staffordshire Mental Hospital, 


KOMROWER, G. M.B. Manch., Resident Medical Officer of 
the- Pi Private Matoni Home of the Manchester Royal 
n 

R n M. B. Edin., D.P.H., Medical Officer of Health for 


Pocook, J. A., M.B. Camb., F.R.C.S. Eng., Resident rd, Ca] 
Officer and Registrar at the Bristol General Hospital. 
ROBERTS, LLYWELYN, . Lond., D.P.H., Deputy Medical 


Officer of Health tor Ealing. 
RUTTER, F D. O. M. S., Resident Suraicel Officer 
at the 1 Birmingham and Midland Eye Hospital. 
Scott, RUPERT, M.B.Camb., F.R.C.S. Eng., Ophthalmic 
murgeon D St. Bartholomew’s ee bens 
SMITH, A. M . Manch., Senior Resident Medical Officer, 
Lake Hospital and Darnton House, Ashton-under-Lyne. 
WARDLEY, J M.B. Manch., Senior Resident Medical Officer, . 
Park "Hospital Flixton. 
WILEIE, Davin, M.D. Edin., F.R.C.S. Eng., Medical Superin- 
tongent at the Clatterbridge (County) General Hospital, 
ebington. 


Royal National Orthopædic Hospital, London.—The following 
appointments are announced :— 
BATCHELOR, J. S., F.R.C.S. Eng. ; z 
NISSEN, K. I., M.B. N.Z., F.R.C.S. Eng. ; and 


SNELL, V. C., M.B. Lond., F.R.C.S. Eng. 
Catt Surgeons under the Factory and Wee enoe Acts; 
FULFORD Sidsup District, Kent) ; 0. W. R 
Tomson (Cannock District, Stafford) ; Dr WwW. M: 
INNES (Ashby-de-la-Zouch District, Leicester). 
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Medical Diary 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
TUESDAY, Nov. 2nd. 

Orthopedics. 5.30 P.M. (Cases at 4.30 P.M.) Mr. Norman 
Capener: The Peg Leg Walking Plaster for Congenital 
Dislocation of the Bip: Miss M. F. Forrester-Brown : 
Special Apparatus and Splints. Mr. E. P. Brockman : 
1. Pathological Fracture of Humerus. 2. Unusual 
Fracture of Neck of Radius in a Child. Mr. W. D. 
Coltart: 3. A Case of Pellegrini-Stieda Disease. Mr. 
H. J. Burrows: 4. Unusual Rarefaction following 
Fracture in a Case of Fragilitas Ossium. 

Pathology. 8.30 P.M. (British Postgraduate Medical 
School, Ducane-road, W.) T. H. Belt: Pneumo- 
coniosis—Human and Experimental, Case of Granu- 
loma of the Lung, Pseudotuberculosis. Col. A. H. 
Proctor: Standin Photographic Apparatus for 
‘Measuring Red Cells. C. W. Small: easurements 
with the Spectroscope. G. E. Delory: A Method for 
Estimating Phosphate in Small Amounts of Blood. 
G. A. D. Haslewood: Micro-method for the Deter- 
mination of Blood Proteins. I. Schrire: Effect of 
Pituitary Extracts on Creatine-creatinine Excretion. 
Y. Selzer: Intravenous Galactose Tolerance Test. 
C. V. Harrison: Demonstration of Cases of Coronary 
Disease by Barium Injection and Radiography. John 
Gray: Case of Rhabdomyosarcoma of the Uterus. 
Case of Adenoma of Islets of Langerhans. Janet 
Vaughan and C. V. Harrison: Cases of Myelosclerosis 
with Erythroblastic Anemia. R. G. Macfarlane: A 
Mechanical Blood Pipette Shaker. E. J. King and 
M. McGeorge: The Dissolution of Silica Dusts in 
Body Fluids. E. J. King: Phen Phosphate. 
W. Weeden: Measurements with the Photo-electric 


Colorimeter. L. I. M. Castleden: Serum Potassium | 


Changes following Adrenaline Administration. 
WEDNESDAY. 

H of Medicine. 5 P.M. Mr. Herbert Loewe: An 
Ancient Hebrew ei GOtar Dr. J. A. Nixon: The 
East India Company and the Control of Scurvy. 

Surgery. 8.30 P.M. Mr. Claude Frankau: The Manage- 
ment of Tuberculous Glands inthe Neck. Mr. W.T.G. 

. B. W. Windeyer will also speak. 


(Cases at 9.30 A.M.) Mr. A. J. 
a Clinical Study. Dr. 
Gwynne Maitland and Mr. H. V. Forster: Sea- 


Laryngology. 5 P.M. (Cases at 4 P.M.) Prof. E. Schmie- 
gelow: Vasomotor Rhinitis. Mr. H. G. Bedford 
Russell: Operative Treatment of Chronic Sinus 
Infection. 

Anesthetics. 8.30 P.M. Dr. I. W. Magill: Presidential 
address. Prof. R. R. Macintosh and Dr. M. D. Nos- 
worthy: Ansesthesia in America. 

HUNTERIAN SOCIETY. i 
MonDpay, Nov. l1st.—9 P.M. (Apothecaries’ Hall, Water- 
lane, E.C.) Dame Louise McIlroy, Dr. W. H. F. Oxley, 
and Prof. Munro Kerr: That the General Practitioner 
should not be excluded from the Practice of Midwifery. 
WEST LONDON MEDICO-CHIRURGICAL SOCIETY, West 
London Hospital, W. ; . 
FRIDAY, Nov. d5th.—8.30 P.M., Sir Leonard Rogers, F.R.S. : 
Recent Advances in Tropical Medicine. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
ee ee er i OF PHYSICIANS OF LONDON, Pall 
Mall East, 


THURSDAY, Nov. 4th.—5 P.M., Dr. E. A. Cockayne: The 
Genetics of Transposition of the Viscera. (Bradshaw 


lecture.) 
ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s 
Inn-flelds, W.C. f 
MoNDAY, Nov. 1st.—5 P.M., Dr. L. W. Proger: Demon- 
stratiôn of Pathological Specimens in the Museum. 
FRIDAY.—5 P.M., Dr. A. J. E. Cave: Anatomy and Physio- 
logy of the Thyroid Gland. 
SEMON LECTURE. 
THURSDAY, Nov. 4th.—5 P.M. (1, Wimpole-street, W.) 
Prof. E. Schmiegelow (Copenhagen): The Surgical 
Treatment of Chronic Cicatricial Stenosis of the 


Larynx. 
UNIVERSITY OF LONDON. 
MonpDay, Nov. 1st.—5.30 P.M. (St. Thomas’s Hospital), 
Prof. J. Boecke (Utrecht): Innervation Problems in 
_ the py peinene Ses (First of three lectures.) 
CHADWICK PUBLIC LECTURE. 
TUESDAY, Nov. 2nd.—5.3U P.M. (26, Portland-place, W.), 
Dr. J. M. H. MacLeod : Leprosy in Great Britain at 
the Present Time. (Malcolm Morris lecture.) 
BRITEN POSTGRADUATE MEDICAL SCHOOL, Ducane- 
road, W. 


medical). 2 P.M., Mr. E. J. King, Ph.D.: Gastric 
ction. 3 P.M., clinical and pathological conference 
(surgical). 4.30 P.M., Mr. A. Bradford Hill, D.Sc.: 


The x anning and Interpretation of Experiments in 


THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 


demonstration. 3.30 P.M., Dr. R. M. : Puerperal 
Sepsis. í os Fry p 


FRIDAY.—2 P.M., clinical and pathological conference 
(obstetrics and gyneccology). 2.30 P.M., Mr. Reginald 
Vick: Intestinal Obstruction. 

Daily, 10 a.m. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gynecological clinics and 


operations. 
WEST LONDON HOSPITAL POST-GRADUATE COLLEGE, 
Hammersmith, e 

MONDAY, Nov. 1st.—10 A.M., Dr. Post: X ray film demon- 
stration, skin clinic. ii A.M., surgical wards. 2 P.M., 
opérations, surgical and gynæcological wards, medical, 
surgical, and gyneccological clinics. 4.15 P.M., 

. Arnold Walker: Antenatal Care. 

TUESDAY.—10 A.M., medical wards. 11 A.M., surgical 
wards. 2 P.M., operations, medical, surgical, and 
throat clinics. 4.15 P.M., Dr. R. W. Ironside: Com- 
plications of Anesthesia. 

WEDNESDAY.—10 A.M., children’s ward and clinic. 11 A.M., 
Medical wards. 2 P.M., gyneecological operations, 
medical, surgical, and eye clinics. 

Redvers Ironside: 
Brain Tumours. 

THURSDAY.—10 A.M., neurological and gynecological 

¢ clinics. Noon, fracture clinic. 2 P.M., operations, 
medical, surgical, genito-urinary and eye clinics. 

FRIDAY.—10 A.M., medical wards, skin clinic. Noon, 
Lecture on Treatment. 2 P.M., operations, medical, 
surgical, and throat clinics. 4.15 P.M., Mr. Batchelor : 
lecture on a surgical subject. 

SATURDAY.—10 A.M., children’s and surgical clinics. 11 A.M., 

medical wards. 

The lectures at 4.15 P.M. are open to all medical practi- 
tioners without fee. 

FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 

MonpDayY, Nov. lst, to SUNDAY, Nov. 7th.—ST. JOHN’s 
HOSPITAL, 5, Lisle-street, Leicester-square, W.C. 
Afternoon course in dermatology (open to non-mem- 
bers).—ST. PETER’s HOSPITAL, Henrietta-street, W.C. 
All-day course in urology.—StT. JOHN CLINIC AND 
INSTITUTE OF PHYSICAL MEDICINE, Ranelagh-road, 
S.W. Sat. and Sun., course in physical medicine.— 
Unless otherwise stated courses are open only to 


members. 
NATIONAL HOSPITAL, Queen-square, W.C. 
Monpbay, Nov. 1st.—3.30 P.M., Dr. Hinds Howell: Menin- 
gitis and meningeal irritation. 
TUESDAY.—3.30 P.M., Dr. J. St. C. Elkington: 


Symptoms. 
WEDNESDAY.—3.30 P.M., Dr. F. M. R. Walshe: Clinical 
Demonstration. | l 
THURSDAY.—3.30 P.M., Dr. Denis Brinton: Convulsions 
and Fits. 


FRIDAY.—3.30 P.M., Dr. Bernard Hart: Psychopathology 
and the Psychoneuroses. 
LONDON SCHOOL OF DERMATOLOGY, 5, Lisle-street, 


C. 
TUESDAY, Nov. 2nd.—5 P.M., Dr. G. B. M. Hegges: Sk 
Affections of the Hands and Feet. ia i 
THURSDAY.—5 P.M., Dr. H. Corsi: Syphilis through Four 
Centuries. 
ST. GEORGE’S HOSPITAL, S.W. 
THURSDAY, Nov. 4th.—5 P.M., Dr. Meyer Gross: 
chiatric Demonstration—Schizophrenia. 
HOSPITAL FOR SICK CHILDREN, Great Ormond-st., W.O. 
THURSDAY, Nov. 4th.—2 P.M. r. R. S. Frew: Pyloric 
Stenosis. 3 P.M., Mr. Charles Donald : Cysts and 
Sinuses in the Neck in Children. 
Out-patient clinics daily at 10 A.M., and ward visits at 


P.M. 
CENTRAL LONDON THROAT, NOSE, AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C. 
FRIDAY, Nov. 5th.—4 P.M., Mr. J. D. McLaggan: (Cso- 
phageal Obstruction. l 
NATIONAL COUNCIL FOR MENTAL HYGIENE. 


Psy- 


THURSDAY, Nov. 4th.—5.3U P.M., Prof. Millais Culpin : 


Fitness for Work. 
TAVISTOCK CLINIC, Malet-place, W.C. 
THURSDAY, Nov. 4th.—8.30 P.M., Mr. Aleck Bourne: 
secological Neuroses. 


Gyn 
INSTITUTE OF PSYCHO-ANALYSIS, 96, Gloucester-place,W. 

FRIDAY, Nov. 5th.—8.3u P.M., Dr. Denis Carroll: Intro- 
duction to a Course of Lectures on Psycho-analysis of 
the Psychoses. 

ST. JOHN CLINIC AND INSTITUTE OF PHYSICAL MEDI- 
CINE, Ranelaghb-road, S.W. 

FRIDAY, Nov. 5th.—4.30 P.M., Sir Leonard Hill, F.R.S.: 

The Physiological Basis for Physical Medicine. 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION, 
St. James’ Hospital, Ouseley-road, S.W. 

WEDNESDAY, Nov. 3cd.—4 P.M., Dr. J. Stanley White: 

The Clinical Application of the Sex Hormones. 
LEEDS GENERAL INFIRMARY. 

TUESDAY, Nov. 2nd.—3.30 P.M., Demonstration of Medica] 
Cases. Dr. H. H. Moll: Artificial Pneumothorax 
Treatment—its Indications and Limitation. 

MANCHESTER ROYAL INFIRMARY. 
FRIDAY, Nov. 5th.—4.15 P.M., Mr. Harry Platt: Ortho- 


Pee Cases. 
ANCOATS HOSPITAL, Manchester. 
THURSDAY, Nov. 4th.— Mr. P. G. McEvedy: Pruritus Ani. 
UNIVERSITY OF SHEFFIELD. 
SUNDAY, Oct. 31st, and FRIDAY, Nov. 5th.—Post-graduate 
Clinics at the Royal Hospital, Royal Infirmary, and 
Jessop Hospital. 
GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 
WEDNESDAY, Nov. 3rd.—4.15 P.M. (Western Infirmary). 
Prof. J. W. McNee: Some Gastric Diseases. 


4.15 P.M. r. 
Clinical Conditions Simulating . 


Motor 
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NOTES, COMMENTS, AND ABSTRACTS 


EMOTIONAL PERIODICITY 
IN WOMEN 


ALTHOUGH changes in mental outlook as well as 
in certain physical symptoms ‘are known to occur 
periodically in women, no sustained attempt seems 
to have been made in this country to record and 
relate them systematically, though variations in 
temperature and blood pressure have long been 
recognised. McCance, Luff, and Widdowson ? have 
obtained encouraging results from preliminary investi- 
gations on these lines. They issued forms upon 
which women were asked to enter daily under 
' appropriate headings any definite variations from the 
usual level of physical and mental state, and to 
record menstrual and sexual histories. Records 
covering from four to six months and complete 
enough to be of value were ultimately obtained from 
167 women, of whom 109 were single, 1 a widow, and 
the rest married. All were well-educated women of 
the middle-class—teachers, doctors, students, secre- 
taries, and so on—the average age of the single group 
being 29°2 and of the marriea 30°6 years. A menstrual 
cycle was taken to be the interval between the onset 
of one menstrual flow and of the next ; only complete 
cycles were used for records, 780 in all, ana for 
comparative purposes the results obtained were all 
reduced to their equivalent value in a standard 
28-day cycle. Detailed instructions were given for 
filling up the forms; for example, a mark of 1 under 
“fatigue ” signified fatigue definitely greater than usual, 
whereas 2 meant fatigue severe enough to cause the 
curtailment of usual activities. 
then recorded graphically. 

The length of the menstrual cycles in this series 
varied from 17 to 44 days, the average being 27°54 
days, and the average duration of the flow was 4°3 
days. Fatigue was a symptom very frequently 
recorded. Its incidence remained at a low level 
between the 9th and 22nd days of the cycle, climbed 
to the 28th day, and was at a maximum on the Ist 
and 2nd days of the next cycle. Ten per cent. of 
the women had no abdominal pain or backache ; 
among the rest abdominal pain was uncommon 
during the intermenstruum, but the onset of the 
period was accompanied by great increase, 60 per 
cent. df the entries being made on the Ist or 2nd day. 
Backache was about half as common as abdominal 
pain, and its incidence ran roughly parallel with it, 
though it tended to be more frequent between periods. 
The occurrence of headaches showed striking varia- 
tions, being lowest in the late intermenstruum, 
rising to twice the previous level on the 28th day, and 
continuing to rise until the 3rd day of the next cycle. 
The subjects were asked to describe in their own 
words any breast changes noticed, and the majority 
wrote “tingling.” These changes are believed to 
depend upon the action of the corpus luteum and 
they did in fact appear about the 15th day, when the 
corpus luteum is normally formed, the curve rising 
steadily from this time to a maximum on the 27th 
and 28th days and then falling sharply. 

Sexual feelings both in the unmarried and in the 
married women were at a minimum during menstrua- 
tion and at a maximum on the 8th day, the highest 
point being longer sustained in the married group. 
The frequency of sexual intercourse also showed a 
peak at the 8th day, with a secondary rise lasting 
from the 11th to the 17th day, thus just preceding 
the generally accepted time of ovulation. Depression 
was recorded relatively often, and its incidence showed 
some, but not a pronounced, increase just before and 
during the early stages of menstruation. Elation 
was most common between the 8th and 18th days 
but showed no spectacular monthly variation. 
Between the 20th and the 23rd days the records show 


1 See Lancet, 1922, 2, 971. - 
2 McCance, R. A., Luff, M. O., and Widdowson, E. E., J. HYG., 
Camb. October, 1937, p. 571. 
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The results were. 


a period of emotional stability neither depression 
nor elation being noticeable. Irritability was clearly 
periodic, with a maximum on the Ist day, a striking 
fall between the Ist and 5th days, and a small rise 
at about the time of ovulation. Previous workers 
have described a reduction in mental efficiency 
during menstruation and this was confirmed by the > 
present series. Least effort for intellectual work 
seemed to be required about the 20th day, and most 
from the Ist to the 3rd days. The rhythm of 
symptoms in this group of middle-class women was 
quite definite, and it would be interesting to have 
records of larger numbers in all classes of life. 


AMERICAN MEDICAL HISTORY > 


THREE fresh publications from the United States 
bear witness to the zeal with which the study of 
medical history is there pursued. Two of them are 
reprints of original documents first published in the 
seventeenth and eighteenth century. The third and 
more considerable volume ! is a detailed study of the 
life and times of a. doctor of German birth and 
education who served his adopted country well in 
the trying times of the War of Independence. 
Bodo Otto was already sixty-five years of age 
when he entered on his military service and seventy- 


_two when he left it. During this period he served as a 


senior surgeon with distinction, and appears to have 
earned the confidence of his immediate superiors, 
both military and medical. In the quarrels and 
disputes which were more or less continuous he stood 
aside and conscientiously did the work to which he 
was appointed. en he was free he returned to 
Pa and died six years later, at the age of seventy- 
eight. 

The ascertained facts of Otto’s life are but few. 
Born in Hanover in 1709, he practised the profession 
of medicine in various places until the year 1755: 
married, and had a family. At the age of forty-six 
he embarked for Philadelphia, where he practised, 
chiefly among his countrymen, until the outbreak of 
the War of Independence. Dr. Gibson has had 
but little success in his attempts to obtain new facts 
about Otto’s life, Indeed the main interest of the 
book does not really lie with Otto but with the con- 
ditions under which Congress had to organise a medical 
service for the army. In the earlier years of the 
struggle the enemy -was less the British force than 
the small-pox. At one time the British were sus- 
pected of deliberate attempts to spread the disease 
among the Americans. Nearly all. who had the 
disease ‘‘ naturally ’’ died : gradually the practice of 
inoculation prevailed, against much opposition, and 
Washington himself at last ordered the inoculation of 
all recruits, so that in the later years of the war 
small-pox ceased to be such a terror. Even then 
typhus and other fevers took toll, and often the 
sick in hospital numbered as much as a quarter of 
the paper strength. Dr. Gibson’s book is not very 
readable. As a history of the medical service during 
the war it is discontinuous and fragmentary: as a 
life of Otto it is too often concerned with persons 
and events not directly connected with him. He 
would have been better advised to have divided his 
two themes and given us a brief account of the 
known facts of Otto’s career and, separately, a 
history of the military medical organisation of his time. 

“ Brief Rule ” Thacher was a minister whose com- 
bination of the duties of doctor of soul and of body was 
not unusualin histime. Heappearsto have taken his 
“rule ” 23 from Sydenham, and that it filled a need 


1 Dr. Bodo Otto. By James E. Gibson. Springfield and 
Baltimore: Charles C. Thomas; London: Bailliére, Tindal] 
and Cox. 1937. Pp. 345. 18s. 

2 A Brief Rule to guide the Common pet ple of New-England. 
By Thomas Thacher. First published in 1677-78, reprinted in 
1702 and 1721-22. Facsimile reproductions of the three known 
editions. With an introductory note by Henry R. Viets. 
Baltimore : Johns Hopkins Press; London: Humphrey Milford, 
Oxford University Press. 1937. Pp. 70. 78. 
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is evident from the fact that twice afterwards when 
epidemics of small-pox ravaged the land it was 
reprinted practically in its original form. The 
facsimiles are well produced and the introduction 
and notes appropriate and informative. To the reprint 
of John Morgan’s ‘‘ Discourse ” 3 Dr. Abraham con- 
tributes an introduction in which he claims that 
Morgan’s views were 100 years in advance of his 
time. The ‘ Discourse ”’ itself is a remarkable 
document, but Morgan’s preface to the original 
lecture is even more remarkable. He may with 
justice be described as the first ‘“‘ specialist” in 
medicine, and he defends the necessity of special- 
ism with skill if not without some conscious 
superiority. Ten years later he was made director- 
general of the military hospitals and chief physician 
of the continental army. 


MANCHESTER HOSPITAL LIBRARY SERVICE 


MANCHESTER is rapidly developing the most 
efficient library service for patients in the area of 
any local authority in the country. At the annual 
meeting of the voluntary helpers engaged in 


this undertaking it was reported that the distri- 


bution has increased from 2607 in the year before it 
was organised under professional auspices to 44,734 
in year ending March 31st. During the last six months 
more than 25,000 books have been issued, so that the 
service is still expanding. The public library forms 
the centre from which the library helpers belonging 
to various bodies, such as the Dickens Fellowship, 
Toc H, Rovers, and Rangers have their allotted 
responsibilities in voluntary and municipal hospitals. 
Not quite all.the hospitals have yet been included in 
the scheme but the regularity and ability with which 
the service is carried out shows the value of profes- 
sional direction and the appreciation felt for it by 
voluntary workers. + A most interesting part of the 
central library service for patients is rendered, how- 
ever, eighty miles away in the corporation’s sana- 
torium at Abergele, where provision is made for the 
staff as well as the patients. The chief librarian, Mr. 
C. Nowell, has enlisted the combined interest of thé 
library and public health committees, with the result 
that in this respect the sanatorium may well be 
regarded as a model. The children’s library is parti- 
cularly attractive. As there is no local library the 
arrangement by which the staff have a library as 
well as are able to obtain their own particular require- 
ments from Manchester fills a serious gap. In an 
article in the Times of Sept. 14th it was shown that 
the same standard of efficiency has not been attained 
in some of the other sanatoria in Wales. 


FERMENTATION IN THE PREPARATION 
OF COCOA 


Cocoa and its derivative, chocolate, have become 
so well known since Cortes or his followers introduced 
them to Europe that they are now consumed without 
much thought about their production. Few realise 
indeed that fermentation is one of the processes to 
which the pod of the cacao is subjected. Mr. A. W. 
Knapp has set out in a monograph ‘ the outcome of 
a study, undertaken in many parts of the world, of 
the variants of the fermentation process and has 
collated much information derived from the observa- 
tions of other workers. He explains that although 
the term fermentation is correctly used to indicate a 
kind of spontaneous decomposition of sugars (hexoses) 
which produces alcohol, the small amount of alcohol 
produced is not the object of the process, and the 
. alcoholic liquid is a by-product mostly ignored by 
planters, and allowed to run to waste. The objects 


* A Discourse upon the Institution of Medical Schools in 
America. By John Morgan. Reprinted from the first edition, 
Philadelphia, 1765. Baltimore: Johns Hopkins Press; London : 
Humphrey Milford, Oxford University Press. 1937. Pp.77. 9s. 

4 Cacao Fermentation: <A Critical Study of its Scientific 
Aspects. By Arthur W. Knapp, M.Sc., F.I.C., M.1.Chem.E., 
Chief Chemist, Messrs. Cadbury Bros. London: John Bale, 
Sons and Curnow. 1937. Pp. 171. 10s. 
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of the process, which is an old one, seem to be to get 
rid of the juicy pulp which surrounds the bean in the 
pod and thereby to facilitate drying for export and 
to kill the seed, as well as to induce changes of colour 
and composition which are considered advantageous, 


COLONIAL POPULATION 


A LITTLE book published under the auspices of the 
Royal Institute of International Affairs represents an 
attempt to estimate the populations of colonial or 
mandated areas.: More than half its pages are 
filled by references to the sources from which the 
author has drawn his figures of colonial populations 
throughout the world. The data are, as he points out 
clearly in his introduction, of very unequal value. 
Some are as accurate as those of countries of western 


-civilisation ; others are no better than the population 


figures of most European countries two hundred years 
ago. In total he finds about 270 millions, or 13 per 
cent. of the total world population, living in colonial 
or mandated areas, one-quarter under British adminis- 
tration, one-quarter under French, one-quarter under 
Dutch, and one-quarter under other Powers. For 
each separate area he sets out, where available, the 
recorded total population at the last census before 
1932 and in each of the years 1931-35, and also the 
numbers by race and by continent of birth at a recent 
date. His text takes the form of comments on the 
limitations of this material and includes a brief 
description of the state of birth and death registration. 


BAD BREATH 


Now that nostrum-mongers have familiarised the 
public with the blessed words ‘‘ body-odour ” and 
“ halitosis,? books about bad breath are to be 
expected. Dr. L. M. Pearlman has supplied one 
on essentially ‘“ popular ” lines.? Part I deals with 


the elementary physiology of respiration and circu- ` 


lation. The better to appeal to naive minds, the 
course of ‘‘ busybee,”’ a single circulating red cell, 
“the symbol of the blood,” is described and the 
white cells are referred to as ‘‘ the soldiers of the 
body.” Part II deals with local causes of bad 
breath, the teeth, tonsils, and so forth. A somewhat 
elaborate mouth-cleansing technique is outlined which 
may attract those with ample leisure, and a short, 
flesh-creeping note on syphilis is somewhat irreve- 
lantly included. In Part III the systemic causes of 
bad breath are considered. Here constipation is 
cited as a common cause and the usual traditional 
remedies are proposed. There is unexpected humour 
in the note on abnormal metabolism where we are 
told that when the cardiac sphincter permits gas to 
escape, as in belching, ‘‘ one is always aware of the 
occurrence ’’-——a pretty example of meiosis. 


A PHYSIOLOGIST LOOKS AT PSYCHOLOGY 


In the course of his routine teaching of physiology 
to students Prof. E. C. Mason made a discovery which 
profoundly affected his point of view. He realised 
that in teaching the orthodox physiology of tle 
brain he was, in fact, teaching no more than its 
anatomy. Mind, he says, with a fine contempt for 
the philosphers, is solely a product of brain; hence 
the true physiology of the brain is psychology. 
Following this line of thought he has written a 
manuals’ summarising current psychological know- 
ledge and belief, considered under the headings Ego, 
Sex, and Herd, ‘‘the three dynamos of interest 
influencing human conduct.” There is an interesting, 
if dogmatic and sometimes naive,. chapter on discord 
between the sexes, in which we are told that the male 


1 Colonial Population. By Robert R. Kuczynski, Department . 


of Social Biology, London School of Economics. London: 
Humphrey Milford, Oxford University Press. 1937. Pp. 101. 5s. 

2 Your Breath and Your Health. By Louis M. Pearlman, 
M.D. London: G. P. Putnam’s Sons. 1937. Pp. 133. 5s. 

3 Why We Do It. By Edward C. Mason, M.D., Ph.D., 
F.A.C.P., Professor of Physiology, University of Oklahama 
School of Medicine. Oklahama City. London: Henry Kimpton. 
1937. Pp. 177. 6s. 
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should normally . dominate the female and that 
indefinite sex characteristics, when the husband is 
not a real “ he-man ” nor the wife a “ she-woman,”’ 
make for unhappy marriage. Prof. Mason outlines 
the psychology of insanity and the characteristic 
differences between the sane and the insane. In the 
last chapter, a very short one on treatment, methods 
of preventing and curing abnormal psychological 
states in children and adults are sketchily indicated. 
The book contains nothing very new and is too slight 
to be of much value to the general practitioner, still 
less to the psychiatrist. It may, however, commend 
itself to the vast and rapidly increasing lay public who 
are anxious to learn the rudiments of psychology. 


INTESTINAL INFESTATION BY LARVZ OF A DRONE- 
FLY.—Mr. H. Oldroyd writes to point out that the 
first reference in the paper by Dr. Cookson and 
himself, in our issue of Oct. 2nd, should have read: 
Austen, E. E. (1910) Trans. Soc. trop. Med. Hyg. 3, 221. 


CYSTS OF THE UPPER INCISOR REGION.—Mr. H. T. 
Roper-Hall, M.B.,B.D.S., writes: ‘“‘ In connexion witha 
paper which I am preparing upon the cysts which occur 
in the upper incisor region, I shall be grateful if readers 
will be kind enough to let me have details of any of 
their cases, preferably of non-dental origin, such as 
those of the incisive canal. Radiographs and models 
or diagrams of this area will be very welcome.” Mr. 
Roper-Hall’s Birmingham address is 43a, Calthorpe- 
road, Five Ways, Birmingham, 15. 


PRONTOSIL AND SULPHANILAMIDE IN THE TREAT- 
MENT OF GONORRHGA.—In answer to inquiries 
Surg.-Commander T. F. Crean states that the Prontosil 
Soluble he used in the treatment of gonorrhea 

- (THB LANCET, Oct. 16th, p. 895) was the 5 per cent. 
. solution issued by Bayer Products. The sulphanil- 
amide preparation (Colsulanyde, Crookes) contains 
74 grains in each drachm, 


Vacancies 


For further information refer to the advertisement columns 


Barnsley, Beckett Hosp. and Dispensary.—Res. Surg. O., £300. 

Bechuanaland, Livingstone Hosp., Molepolole.—Doctor Mis- 
.  sİionary. 

Bedford County Hosp.—Third H.S., at rate of £150. 

Birmingham, Great Barr Park Colony.—Jun. Asst. Res. M.O., 


Birmingham, Om arey Hill Sanatorium.—Res. Asst. M.O., at 
rate o i 
Bolingoroke Hosp: Wandsworth Common, S.W.—Cas. O., at rate 


o : 

Bristol City and County.— Asst. M.O.H., £600. 

Bristol, Winford Orthopedic and Heart Hosp.—M.O., £325. 

Doncaster Royal Infirmary and Dispensary. —H.S. to Eye and 
Ear, Nose and Throat Depts., £175. 

Dreadnought Hosp., Greenwich, S.E.—Two Receiving Room 
Officers, each at rate of £100. 

Dundee Royal Lunatic Asylum.—Superintendent for Gowrie 
House, Liff, £200. . 

Ealing, King Edward Memorial Hosp.—Cons. Orthopædic 


urgeon. 

Glasgow Royal Infirmary.—Sen. and Jun. Res. M.O.’s, £200 and 
£150 respectively. ; 

Gloucestershire Royal Infirmary.—H.S. to Ear, Nose,and Throat 
Dept., at rate of £150. 

Golden-square Throat, Nose, and Ear Hosp., W.—Registrar. 
Also Clin. Asst. 

Halifax Hosp. for Infectious Diseases.—Res. M.O., 2350. 

Hastings, Royal East Sussex Hosp.—Three Hon. Anesthetists. 

Hosp. for Sick Children, Great Ormond-street, W.C.—-Surg. Rez., 
at rate of £200. Also Res. H.S., at rate of £100. 

ae pene: for Infectious Diseases, Coltingham.—Res. 


Infants Hosp., Vincent-square, Westminster.—Pathologist, £700. 

liford, King George’ Hosp.—<Asst. Cas. O. and H.S. to Spec. 
Depts., at rate of £100. Also two Clin. Assts. to Anees- 
thetic Dept. 

Kent County.— Asst. County M.O.H., £700. 

Leeds Maternity Hosp.—Hon. Aneesthetist. 

Leeds, St. James’s Hosp.—T wo H.P.’s, each at rate of £150. 

Leicestershire and Rutland Mental Hosp., Narborough.—Asst. 

London County Council.—Asst. M.O.’s, Grade I, each £350. 
Also Asst. M.O.’s, Grade II, each £250. 

London Jewish Hosp., Stepney Green, E.—Res. H.S. and Res. 
Cas. O., each at rate of £100. 

London „ock Ho . 283, Harrow-road, W.—Res. M.O. to Male 
Depts., at rate of £175. 


Maidstone, Preston Hall Sanatorium.—Asst. M.O., £200. 

Manchester, Ancoats Hosp.—Asst. Pathologist, 2350. 

Northampton County Council.—Asst. M.O. for Maternity and 
Child Welfare and School Inspection, 2600. 

Northumberland County Council.—Materity and Child Welfare 

ficer and Chief Supervisor of Midwives, £750, Temp. 

Asst M.O., £500. 

Plymouth City and Port.—Asst. M.O.H., £500. 

sie ecto pipet of Wales’s Hosp., Devonport.—Sen. H.S., at 
rate o : 

Portsmouth, St. James’ Hosp. for Nervous and Mental Diseases.— 
Locum Tenens Asst. M.O., 7 guineas a week. 

pC On Hosp., Appley Bridge.—Jun. Asst. M.O., 


Queen Charlotte's Maternity Hosp., Marylebone-road, N.W.— 
_ Res. M.O. for Isolation Hosp., at rate of £200. 

Reigate Borough.—Asst. M.O. (Part-time), £450. 

Richmond, Surrey, Grove-road Institution—Res. Asst. M.O., at 
rate of £375. 

Rotherham Hosp.—Sen. H.S., £200. 

Royal Air Force Metical Service.—Commissions. 

Royal Cancer Hosp., Fulham-road, S.W.—H.S., at rate of £100. 

Royal Chest Hosp., Oity-road, E.C._—Res. M.O., at rate of £150. 

Royal Free Hosp., &c., Gray’s Inn-road, W.C.—Third Asst. in 
Obstet. and Gynecological Unit, £270. 

Royal Naval Medical Service.—Medical Officers. 

Royal Northern Hosp., Holloway, N.—Fracture Officer and Ortho- 

sedic Registrar, £50. Also Second Ear, Nose, and Throat 


urgeon. 
St. Bartholomew’s Hosp., E.C.—Asst. Ophth. Surgeon. 
St. Leonard’s-on-Sea, Buchanan Hosp.—Jun. H.S., £125. 


.St. Mark’s Hosp. for Fistula, œc., City-road, E.C.—Res. Surg. O. 


Also H.S., at rate of £150 and £120 respectively. Also Clin. 
Assistantships in Out-patients’ Dept. 

Salisbury. General Infirmary.—H.P., at rate of £125. 

Sheffield Royal Infirmary.—H.S. to Ear, Nose, and Throat Dept. 
Also Opa H.S., at rate of £80 and £120 respectively. 

Smethwick, St. Chad’s Hosp.—Res. Obstet. Officer, £350. 

Stoke-on-T North Staffordshire Royal Infirmary —Res. 

Aneesthetist, at rate of £150. 

Swanley, Hosp. Convalescent Home, Parkwood.—Res. M.O., at 
rate of £200. 

Sydney Hosp.—Pathologist to Kanematsu Memorial Instituie 
of Pathology, £900. 

Hosp., Hammersmith-road, W.—-Neurologist. 

Weston-super-Mare Hosp.—Res. H.S., 8150. . 

Winchester, Royal Hampshire County Hosp.—H.S.,at rate of £125. 

Wigan, Royal Albert Edward Infirmary and Dispensary. —Hon. 
Asst. Ophth. Surgeon. 

Will Edmonds Clinical Research Fund.—£500. 

Wolverhampton, Prestwood Sanatorium.—+-Jun. Asst. M.O., at rate 


of £300. 
Wolverhampton Royal Hosp.—Res. Anesthetist, at.rate of £200. 


The Chief Inspector of Factories announces vacancies for Certi- 
fying Factory Surgeons at Aboyne (Aberdeen) and Mine- 
head (Somerset). 


_— 


Births, Marriages, and Deaths 


BIRTHS 


Coomss.—On Oct. 17th, at Newcastle-on- e, the wife of 
Dr. Noel Carey Coombs, of Romal k, York a 
daughter. 

FRIER.—On Oct. 11th, at Chakrata, U.P., India, the wife of 
Lieut.-Colonel W. Frier, R.A.M.C.—a daughter. 

JAMESON.—On Oct. 18th, at St. Albans, the wife of Dr. H. P. 
Jameson—a son. 

OXLEY.—On Oct. 21st, at Trimulelerry, India, tbe wife of 
Captain W. Malcolm Oxley, R.A.M.C.—a son. 

PULVERTAFT.—On Oot. 26th, at 37, Bargate, Grimsby, to Betty, 
wife of R. Guy Pulvertaft, F.R.C.S.—a daughter. 

RICHARDSON.—On Oct. 23rd, at Middlesex Hospital, the wife 
of Dr. J. Richardson, of Aspley Guise—a son. 


DEATHS 


CROUDACE.—On Oct. 22nd, at West Kirby, James Henry 

Croudace: L.R.C.P. Edin., J.P., late of Stafford, aged 
5 years. 

GILMER.—On Oct. 23rd, at Hertford, Hamilton Andrew Hugh 

Gilmer, M.D. Edin., of Wellington, New Zealand, aged 63. 
HALES.—On Oct. 21st, at Bournemouth, Arthur Gascoyne 
Littlehales, M.R.C.S. Eng. 

LOCHRANE.—On Oct. 21st, at Rickmansworth, Herts, Neale 
Leo Lochrane, M.D. Edin., of Waldringfleld, Stroud, 
Gloucestershire. 

Manson.—On Oct. 24th, at Warrington, Jobn Sinclair Manson, 
M.D. Edin., D.P.H., aged 64 years. aaa a £ a 

MARTIN.—On Oct. 26th, at Turner Drive, Meadway Close, N.W..,- 
Marjorie Ada Blandy, M.B., M.R.C.P. Lond., wife o 
Dr. James Purdon Martin. 

PEaRCE.—On Oct. 24th, at Brentwood, Andrew Harman 
Pearce, M.B. Camb., M.R.C.S. Eng., aged 45. . 

TAYLOR.—On Oct. 21st, at the Royal Naval Hospital, Plymouth, 
Surg. Comdr. Alexander Gordon Taylor, M.B., B.S. Durh., 
RN, aged 48. i 


a 6d. is charged for the inserlion of Notices of 
NBA fee of To GG. 19 crores and Deaths. : 
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“ADDRESSES AND ORIGINAL ARTICLES 


ORTHOPADIC SURGERY—RETROSPECT 
AND FORECAST * i 


By W. Rowrryr Bristow, F.R.C.S. Eng. 


ORTHOP-ZDIC SURGEON TO ST. THOMAS’S HOSPITAL 


I PROPOSE to consider one of the great changes that 
have taken place in the whole trend and outlook of 
surgery during the last twenty-five years, with the 
object of examining the present position and perhaps 
forecasting or at least indicating the lines of activity 
along which our specialty is likely to advance in the 
future, fitting into the general scheme of surgery as a 
whole. 

The greatest change that has taken place in surgery 
during this period is without question the rise of 
specialism. This seems to me a natural and neces- 
.sary stage in evolution. No single mind is big enough 
to cope with the mass of knowledge which is now 
available. The growth of science and the application 
to medicine of such natural sciences as biochemistry, 
to name only one, render it impossible. Only if he 
voluntarily relinquishes a great part of surgery can 
a surgeon hope to master any department of it. 
There is a considerable divergence of opinion whether 
specialism is good or bad. Arguments may be used 
on both sides, and many men deplore the rapid growth 
of specialism in this country. We orthopædic surgeons 
believe that the change is good ; but good or bad, 
the change has come, and we must do our best to 
guide our own specialty wisely, both for its own sake 
and for the sake of surgery as a whole, eyer bearing 
in mind two fundamental problems: (1) the treat- 
ment of the patient, and (2) the training of the future 
generation of doctors. 


It is generally agreed that specialism, and this 
entails segregation, benefits the patient. It is the 
close interrelationship of the two sides of the problem 
which needs careful consideration. If we could 
concentrate only on the treatment’ of the patient and 
forget the need of training men to carry on the work, 
both the student and the post-graduate, our task 
would be easy. 


Undergraduate Teaching 


It is when we come to consider the effect which 
the increase of specialism has on medical education 
that we come up against a difficulty. In the London 
medical schools we have a system of clinical training, 
which has worked well over the years, characterised 
by intimate contact of the student and the patient 
at the bedside. As medical clerks or surgical dressers, 
we are attached for some six months or in some 
schools nine months to a physician or surgeon. He 
is the master—the dresser the apprentice. This 
system is hallowed by tradition and dates back to 
the time when there were no special departments 
and no specialists. 

The special departments have grown up; the 
material they deal with no longer finds its way into 
the general wards; the master, call him what you 
will, no longer practises all surgery but only a part. 
And yet the apprentice system remains and for six 
months the student will follow his teacher in his 
wards and in his theatre. The master may well be 


* The presidential address delivered on Oct. 29th at Sheffield to 
p eee: meeting of the British Orthopedic Association. 


a specialist on the upper abdomen, the genito-urinary 
system, or in the surgery of the thyroid, and the 
patients for whom he caters will occupy his beds. 
He will long ago have ceased to be interested, if 
indeed he ever were, in the treatment of common 
injuries, of cut tendons, of fractures, of deformity. 
He will rarely have such patients referred to him in 
private practice, and his interest, if he claims 
an interest, in these problems will be one of lip 
service only. ‘This contention cannot, I think, be 
gainsaid by any fair-minded critic of the present 
system. 

In the older hospitals it is a difficult and I shall 
be told a dangerous thing to tamper with tradition. 
There can be no reform without some sacrifice— 
some give and take—and some interference with 
vested interests. I submit that the student’s curri- 
culum, which is already so long that it cannot be 
added to, must be somewhat modified : that he must 
learn the principles of surgery and the rudiments of 
practice by three months spent in a general unit, 
where he is taught surgery as a whole—inflammation, 
the examination of the patient in bed, note-taking, 
and elementary theatre technique ; and that then he 
must leave his first master and serve a series of 
masters. He must attend an orthopedic department 
which includes a fracture service, and equally a genito- 
urinary department (and its complement the depart- 
ment for venereal disease), the throat department, 
and so forth for his further period of three or six 
months as a dresser. He can then see surgery as a 
whole, and when his major appointments as a dresser 


are finished and he is preparing for his finals he will 
have a better basis, a wider knowledge of what is 


going on in his hospital, of what surgery means. 
Complicated as this scheme sounds, and this is not 
the moment to consider it in detail, I do not think 
the difficulties are insurmountable. Time-tables 
could be arranged in the dean’s office, and in the. 
time at the student’s disposal—admittedly short—he . 
could get the work done. I see no other way. Surgery 
is decentralised both inside and outside the hospital, 
and the student must, if one may coin the phrase, be 
decentralised too. 

I can foresee all sorts of objections and arguments ; 
any new scheme, unhallowed by tradition, can be 
criticised destructively. What the student loses by 
this change will be more than compensated for by 
what he gains. Many of the teaching hospitals are 
considering how best to handle the fracture problem, 
and the main difficulty raised against segregation, 
which we all agree is in the best interests of the 
patient, is the fear that the student will lose his 
opportunity of close contact with the patient, of 
seeing and handling fractures, and will lose also the 
teaching which he is said to receive during his period 
of dressing. But is there really much to lose? A 
statistical study of the intake of fractures in a large 
teaching hospital shows how few there really are. 
Spread out amongst four or five surgical firms they 
become still fewer. Segregated and taught upon 
systematically they would be of value, and a dresser 
would of necessity meet with most of the common 
ones during his appointment. In my judgment he 
has all to gain and very little to lose by some such 
change as I suggest, and I firmly believe that the 
change must come. 

In this brief review it is not possible to consider 
the teaching of the student at greater length, but it 
is obvious that the great wealth of clinical material 
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handled in the municipal hospitals is not being 
utilised for this purpose at the present time. Some 
way must be found to link this great service more 
closely with the teaching hospitals. 


Evolution of Modern Orthopedic Surgery 


The growth of modern orthopedic surgery may be 
said to date from the great war. In pre-war days few 
men practised the specialty. Robert Jones, well known 
and recognised though he was both on the Continent 
and in America, had not yet been accorded his 
rightful position in this country. St. Bartholomew’s 
Hospital had a department, and Guy’s were starting 
one about 1912 or 1913, if my memory serves, but 
there was no general recognition of the specialty or 
its needs in the London teaching hospitals. There 
were and had always been men interested in bone 
and joint work, like H. H. Clutton at my own hospital, 
T. H. Openshaw at the London, and A. H. Tubby at 
the Westminster, to name only three; but it is fair 
to say that London had not awakened to the need of 
orthopedic departments as we understand them 
to-day. The orthopedic surgeon who was not also a 
general surgeon worked in a separate and special 
hospital, unconnected with any teaching school, and 
his scope was very limited in comparison with that 
of his modern successor. His time and attention was 
. given largely to the fitting of braces and appliances, 
the treatment of feet, and the correction of congenital 
and paralytic deformities. And what was true of 
. London was true of the country as a whole, with the 
brilliant exception of Liverpool, which Jones had made 
the home of orthopedic surgery. 

With the war came the opportunity, and the man 
was there trained and ready and endowed with just 
those very attributes which made the change possible. 
He understood, no one better, that ‘‘ the art of per- 
suasion is the only true intellectual process.” Over- 
coming all opposition, and there was opposition, he 
built up the special hospitals where many of us were 
privileged to work and learn from him. In the 
preface to the Robert Jones Birthday volume, Moyni- 
han pays eloquent testimony both to the man him- 
self and to the work he accomplished. The story is 
well told in his Life written by Frederick Watson who 
traces the story through from the early days in 
Liverpool, tells how the difficulties were overcome, 
and how by patience and tact, and singleness of 
purpose, and unswerving devotion to an ideal which 
neither delay nor obstruction could impair, he suc- 
ceeded in building up the great organisation of the 
military orthopedic hospitals. 

The British Orthopedic Association was formed in 
November, 1917, twenty years ago, at a dinner given 
by Muirhead Little, Robert Jones, and T. H. Open- 
shaw, at the Café Royal in London, and held its first 
meeting under Little’s presidency at Roehampton 

House in February, 1918. This was largely at the 
instigation of Robert Osgood, who was over here on 
“war service and, appreciating the value of the Ameri- 
can Association, he helped largely in the formation 
of our own which was based on the American model. 
Since then, as you know, we have met twice yearly, 
in the winter at a university centre in the British 
Isles and in the spring either at a country hospital or 
at a foreign clinic. 


The Present Position of Orthopædics 


In the years following the war orthopædic surgery 
reached its zenith. Its scope had enlarged, a suff- 
cient number of surgeons had been attracted and 
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trained, so that the setting up of new orthopedic 
departments was possible. One of the most striking 
developments has been the decentralisation resulting 
from the formation of after-care schemes, based on . 
the, Shropshire model, and orthopedic hospitals 
opened up in various parts of the country. The 
virtue of this decentralisation, the accessibility of 
the local centres for the patients, and the ease of 
after-care are evident. The local orthopxdic schemes 
run in connexion with small non-teaching hospitals 
are of the greatest importance and can accomplish 
a vast amount of useful work. There is one draw- 
back. The material is lost for the education of the 
student. In the majority of conditions this is of no 
moment, but for rare or comparatively rare clinical 
material—e.g., bone tumours or congenital disloca- 
tion of the hip—which is required both for teaching 
and research, I would ask that in the future the 
segregation of such cases to certain big centres might 
be considered. A bone sarcoma, interesting though 
it may be, is of no real value to a surgeon unless a 
number are being collected and studied. To under- 
take the treatment of one or two congenital dis- 
locations of the hip a year will not get one far. Think 
of Bologna where I am told 500 new cases are handled 
in a single year. I would ask a surgeon placed in 
charge of a small non-teaching area to be prepared 
to hand over to the big teaching centre such rare 
material which, though of interest to him, is of so 
much greater value when it can be studied in bulk 
by a team of scientists, as the bone tumour must be. 
Working on these lines we could imitate our American 
colleagues and initiate a bone sarcoma registry, and 
through intensive study by a well-equipped team, 
with an adequate supply of material, we could help 
to advance medical knowledge. 


Orthopedics in Other Countries 


It is interesting to consider what is happening on 
the Continent. 

In Italy is seen perhaps the logical development 
of the orthopedic specialty, as we believe it will 
develop in this country. Prof. Putti at Bologna 
is now professor of orthopedic surgery and trauma- 
tology, and it is of interest that the International 
Association of Orthopedic Surgeons has added 
Traumatology to its title. 

When we turn to Germany, the position is different. 
I have read a memorandum, composed by the German 
Association of Surgeons in 1932, in which an attempt 
has been made to stop all development and limit the 
scope of the work of the orthopedic surgeon. This 
we believe to be a retrograde step. The teutonic 
point of*view is to some extent accepted in Austria, 
where the chair of orthopedic surgery in Vienna, 
which Lorenz held and made world famous, is now 
absorbed as a sub-department of the chair of surgery. 

In France, as you know, orthopedics was linked 
up with the surgery of children, and Prof. Ombré- 
danne holds the chair at the Hospital for Sick Children 
in Paris. But the old idea is overthrown by the addi- 
tion of a second chair, and Prof. Mathieu now holds 
a chair of orthopedic surgery and deals with adults. 

On our recent visit to Scandinavia we saw new and 
wonderfully equipped hospitals. The work of the 
orthopedic surgeon there is not unlike our own. 
Great stress is laid on training and rehabilitation, the 
social side of the problem, which goes on hand in 
hand with the surgical work and in the same institu- 
tion, rather like it does in some of our own country 
hospitals, noticeably at Alton, Oswestry, and at the 
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In America, orthopedics as a specialty was 
Our own Asso- 
ciation, as has been said already, owes much to 
our American colleagues in that Osgood was one of 
the prime movers in its formation. In America, 
speaking generally, fractures are segregated, and 
the orthopedic surgeon plays a large part in their 
treatment. ` | 


Training of the Orthopzdic Surgeon 


Only a word is needed on the training of ortho- 
pedic surgeons. But if we lay claim to the wide field 
which we do claim, we must see to it that men are 
trained in the specialty and do not just attach a 
label, after an all too short apprenticeship, and with 
an insecure foundation. We would say that a man 
must be up to the F.R.C.S. standard, and pass on 
from house surgeon to registrar or some similar 
senior post on a general surgical unit. He must be 
trained in surgery as a whole, its principles and its 
practice, before he can profitably branch off to the 
specialty of his choice—be it abdominal surgery 
under what name you choose, urology, or ortho- 
pedic surgery. 

If he elects to be an orthopedic surgeon he must 
work in a well-equipped teaching unit, covering the 
whole field. Some years of work are needed, and I 
think four years is the minimum. He will find the 
need of special knowledge and he will appreciate 
that be has much to learn. He must become 
expert in radiological diagnosis, for the orthopsedic 
surgeon must himself interpret radiographic evidence 
in the light of his continuous clinical experience and 
his observations on the pathology of the living. The 
complete centralisation of radiological services which 
is characteristic of the hospitals of this country is an 
obstacle to progress. X ray apparatus has become 
an instrument of precision which the orthopedic 
surgeon needs more and more in his operating theatre 
and in his wards. He needs a technician to be at 
his disposal at any time, as part of his own team. 
The collaboration of the expert radiologist in con- 
sultation is at times invaluable and indeed essential, 
more particularly if the radiologist is prepared to 
give time‘to the elucidation of the problems which 
the orthopedic surgeon propounds. Those of us who 
saw the work turned out by the radiological depart- 
ment in Waldenstrém’s clinic in Stockholm. could 
not but realise the perfection of the technique which 
can be achieved, to the great advantage of the 
surgeon. The radiograms of the fifth lumbar vertebra 
and its articulations were an eye opener to most of 
us. Radiological diagnosis would seem to require 
decentralisation with separate units attached to 
special departments of surgery and certainly to our 
department. X ray therapy on the other hand 
demands centralisation. 

Our ex-registrar, too, will appreciate the need to 
gain some knowledge of physiotherapy. As an ortho- 
pedic surgeon he must himself prescribe the details 
of physical treatment for his patients. Speaking for 
myself, I have found that the time I spent in this 
branch of the work has been of the very greatest help 
to me not only in appreciating what can be done 
but also in deciding on the limitations of physical 
treatment; I would instance the value of active 
movements, whether in the handling of fractures or 
in the post-operative stage of many orthopedic 
ailments, and the uses of faradism to build up muscle 
and to stimulate into activity many small muscles, 
such as the intrinsics of the foot. The uses of physio- 
therapy in the handling of minor injuries of the loco- 
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motor system, sprains, and the like will be found a 
very real help in practice. 

In the training of the orthopedic surgeon I would 
emphasise the need of impressing upon him the great 
attention to detail required in these and similar 
matters, and remind the hospital resident that minor 
ailments cease to be minor when he leaves the hospital, 
goes out into practice, and meets the patient with 
the sprained ankle for the first time. Some training 
in clinical neurology is also desirable, for many of 
the obscure, progressive diseases of the central 
nervous system present themselves in the orthopedic 
out-patient clinics. Unless their true condition is 
recognised these patients will not be passed on to 
the neurological department as they should be. 


Military Orthopedics 


A rumour has reached me that under the reorgani- 
sation scheme of the Territorial Army Medical Service 
each command is to establish new military general 
hospitals, some for service overseas and some for 
home service. These hospitals are to act as skeleton 
models for any great national emergency. I under- 
stand that under this scheme there is no special 
provision for the organisation of military ortho- 
pedics. Only last month the memorial to Robert 
Jones was unveiled in Liverpool Cathedral. -Can it 
be that already his achievements are forgotten by 
the War Office? I can only hope and believe we are 
misinformed. 


The Future of Orthopeedic Surgery 


In organised orthopedics, there will be a steady 
advance in the extension and perfection of coérdinated 
schemes for the prevention and. control of crippling 
disorders. It may be said that the problem of the 
treatment of the crippled child is largely solved, or 
at least well in hand, and that there are sufficient 
beds available, although there is need of some geo- 
graphical redistribution, whilst beds are still needed 
for the adult cripple. In the past, orthopzdic sur- 
geons have been called upon to play a leading part 
in the actual details of organisation and administra- 
tion of what may be called the social aspect of ortho- 
pedics. The vision of the future generation must be 
deflected somewhat to the attainment of a second 
objective—viz., the furtherance of investigation and 
active research into the basic problems which form 
the background of orthopedics—problems in the 
applied anatomy, physiology, and pathology of the 
locomotor system. This can only come about when 
orthopedic surgery is accorded its rightful academic 
status in the medical schools and universities, and 
when research is generously endowed. We must use 
our enthusiasm and our powers of persuasion to bring 
about this ideal state of affairs. Arising out of this 
train of thought, I would like to see a bigger repre- 
sentation of orthopedic surgeons on the various 
examining boards. If we lay claim to the position 
we must be prepared to pay the price, and do our full 
share of committee work, teaching, and examining 
as opportunity offers. 

The fracture problem looms large at the moment, 
and the findings of the B.M.A. committee are receiving 
attention. Their report has stirred up both the 
medical profession, local authorities, and outside 
bodies such as the employers of labour through their 
organisation, the Industrial Welfare Association. I 
find myself in agreement with H. A. T. Fairbank, 
who wrote recently 1: “It seems more than likely, 
that eventually all fracture clinics will be under the 
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care of the orthopedic surgeon of the hospital.” Let 


us be careful then in our selection and training of 
men who are going to call themselves orthopedic 
surgeons. They must have served an apprenticeship 
in a department and under men who are handling 
fractures. 

The solution of the fracture problem does not 
present any real difficulty. Those of us who worked 
in the military orthopedic hospitals must feel that 
all we have to do is to put back the clock twenty 
years, and recapture the organisation we had at that 
time, in order to carry out the scheme for the better 
handling of fractures: segregation, continuity of 
treatment, after-care, unity of control, and one may 
add to the committee’s findings—rehabilitation. 
The scheme was carried out and was working. Robert 
Jones had handled the problem and solved it twenty 
years before it presented itself to industry and to the 
profession at large. That no single one of all those 
centres he created remains, as a model of what should 
be done in traumatic surgery, is a sad thought. 
But many of the surgeons who worked in them 
remain, and with goodwill the effort can be repeated, 
as local arrangements best permit, either in the 
form of separate institutions, as Béhler’s clinic in 
Vienna, or as part of a general hospital. 


CHEMOTHERAPY OF STREPTOCOCCAL 
INFECTIONS 
PARTICULARLY STREPTOCOCCAL TONSILLITIS 


By ALEXANDER SmitH, M.B. Glasg. 


MEDICAL SUPERINTENDENT TO THE COUNTY ORTHOPZAZDIO 
HOSPITAL, STONEHOUSE, LANARKSHIRE 


At the County Orthopedic Hospital, Lanarkshire, 
I have had the opportunity of treating with sulph- 
anilamide and similar preparations 2 cases of hemolytic 
streptococcal arthritis of the hip-joint, 39 cases of 
streptococcal tonsillitis among patients and staff, 
and 6 cases of streptococcal cervical adenitis and 
cellulitis in patients who had had tonsillitis outside. 
Much has appeared in recent months on the chemo- 
therapy of the severer forms of streptococcal infec- 
tion, so perhaps our experience of what these remedies 
can do for patients less gravely ill may be of interest. 


Streptococcal Arthritis of the Hip-joint 


My own initial experience of the value of Prontosil 
Soluble and Prontosil Album (p-aminophenylsulphon- 
amide) was in two cases of acute septic arthritis of 
the hip-joint, who each gave a history of sore-throat 
followed later by a severe illness with high tempera- 
ture, sweating, and hip-joint pain. They were both 
gravely ill, and from the hip-joints of both, pus con- 
taining the hemolytic streptococcus was aspirated, 
and thereafter the joints were drained surgically. 
The first patient received daily for three days 20 c.cm. 
of 24 per cent. solution of prontosil soluble, the 
sulphanilamide for oral administration not then being 
available. The second patient in addition to this 
received 1:8 g. prontosil album by mouth daily. 
They both made good recoveries with complete 
restoration of joint function. I feel sure now that 
their recovery would have been hastened ha@ I 
known that a much larger dose could have been safely 
administered. I was therefore determined that, 
should the opportunity arise, I would test the method 
in larger doses on any streptococcal infections that 
came my way. 
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Streptococcal Tonsillitis 


During the past six months an epidemic occurred ` 
among patients and staff resulting in 45 cases of 
streptococcal tonsillitis, 39 of whom were treated 
with sulphanilamide. Since these were resident in 
hospital all were under constant observation, and 
could have complete bacteriological and clinical 
supervision. 

They varied in age from 1 year to 45 years. In 22 cases 
p-aminophenylsulphonamide (prontosil album) was used, 
and in four of these 22 prontosil soluble was given intra- 
muscularly as well; while the remaining 17 cases were 
treated by p-benzylaminobenzenesulphonamide (Prosep- 
tasine). In all instances frequent and repeated cultures 
were made, and out of the total of 39 patients, 31 were 
infected by the hemolytic streptococcus and 8 by the 
Streptococcus viridans. 

Clinically in nearly all cases the illness was an acute 
one with prostration and considerable pyrexia, usuall 
over 101° F. and sometimes as high as 103° F. and 104° F. 
In the hemolytic infections the fauces were very red and 
injected, the tonsils covered with exudate or pus, and the 
lingual papille prominent. The patients with viridans 
infections were on the whole less acutely ill. 


DOSAGE 


It was soon recognised after a few early trials 
that even in streptococcal tonsillitis small doses of 
1-8 or 2:4 gramme per day (2 tablets prontosil album 
three or four times daily) were of little avail in the 
acute stages, and massive dosage was employed until 
the infection had been overcome. 


Our practice was to give doses of prontosil album vary- 
ing from 0-6 g. in a child under one year to 7:2 g. in an 
adult. With proseptasine the dose was sometimes greater, 
and in a few instances 12-5 g. of this were given in 24 hours. 
As soon as the acute stage had passed, however, and the 
temperature had become normal, usually at the end of 
24 hours and seldom later than 36 hours, the dose was 
reduced by half. This was continued for two or three 
days and again reduced until for the last two days only 
about 1-2 g. daily were administered in an adult. The 
average adult patient received, therefore, in all about 
16 g. to 18 g. of prontosil album. This, of course, varied 
with the severity and course of the disease, and in a few 
instances considerably higher amounts were given. It 
was found convenient where the massive dosesswere given 
to administer two tablets every two hours while the 
patient was awake. 


These doses seem to be higher than those employed 
by Peters and Havard (1937) in the treatment of 
scarlet fever. Foulis and Barr (1937) in their treat- 
ment of puerperal sepsis gave 7:2 g. in 24 hours for 
the average patient, but, of course, the total amount 
of product administered to each patient by them 
was greater since treatment was of necessity much 
longer. As far as clinical experience went, there 
was no appreciable difference in therapeutic efficiency 
between prontosil album and proseptasine. 


RESULTS 


Hemolytic streptococcal cases.—In 31 patients 
receiving sulphonamide this organism was isolated. 


The first 5 patients treated received inadequate doses 
and the response was disappointing, the acute stage of 
their illness lasting more than 48 hours. The other 26 
were treated on the massive dose system, and in them the 
response was satisfactory, 19 having normal temperatures 
within 24 hours, and the rest within 36 hours. Pain in the 
throat and general discomfort soon disappeared and most 
of them declared themselves recovered. 


It was noticed in some patients who had been sharply | 
ill that the pulse-rate did not return to normal as . 
rapidly as the temperature, and that although they ` 
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had little complaint, they looked shaken and 
exhausted. Did this indicate that, though there had 
been rapid destruction of the organism from increase 
in the hzemobactericidal power (Colebrook, Buttle, 
and O’Meara 1936), considerable toxzmia remained ? 

It was in consequence decided to try the combined 
administration of the drug and antistreptococcal 
serum in the severest cases, and 7 patients each 
received 6000 units. It seemed that this might have 
been of advantage, and in the severe streptococcal 
septiczeemic conditions should be considered worthy 
of trial. Branham and Rosenthal (1937) have 
recently reported that the combined use of the 
sulphanilamide and serum was more effective than 
either alone in pneumococcal and meningococcal 
infections in mice. 

It is significant that in no case were there any new 
complications. One child who already had an old 
otitis media had some renewed discharge from his 
ear, but this subsided in a few days, and the ear 
remains dry. Acute cervical adenitis and cellulitis 
were not encountered, even although many of the 
patients previously had had tuberculous cervical 
adenitis. Among the children affected in the sur- 
rounding countryside who were not treated with the 
sulphonamides ear complications were not unknown, 
and quinsies, and cervical adenitis and cellulitis were 
appgrently fairly common. Of the cervical adenitis 
and cellulitis cases 6 were admitted to hospital later 
for treatment. Also 6 members of the staff with 
hemolytic streptococcal throats who did not have 
sulphonamide had a much longer illness, with some 
degree of pyrexia up till the fifth day. Their con- 
valescence was more protracted, lasting usually into 
the third week. One of them developed a quinsy. 
It must be remembered, however, that the patients 
and staff who actually developed the disease in 
hospital were in an extremely favourable position to 
receive prompt and adequate treatment in the 
invasive stage. 

Streptococcus viridans cases.—The 8 patients from 
whom the Streptococcus viridans was isolated suf- 
fered from an infection of a less overwhelming 
intensity ; their temperature was less high, and 
prostration was much less severe. In spite of this, 
however, the sulphanilamide did not have the same 
dramatic efficacy, as I have reason to regret, having 
been one of this group myself. Although the same 
dosage was administered the patient took longer to 
recover, and the temperature was not completely 
normal again till the third or fourth day, tending to 
show a slight afternoon rise. 

Cervical adenitis and cellulitis.—Six children were 
admitted to hospital with cervical swellings and a 
history of sore-throat 10-14 days previously. They 
all had glandular swellings and surrounding cellu- 
litis. One, a child of six, who received 9 g. prontosil 
album in four days, was ready for discharge at the 
end of a week, the whole infection having subsided 
without surgical intervention. In the other five 
cases pus had already formed and drainage was 
necessary, but they were well by the end of ten days. 
These patients were all infected by the hemolytic 
streptococcus, which was isolated from their throats 
and also (in the five who required operation) from 
the discharge. 


RELAPSES 


In 5 patients with hemolytic streptococcal ton- 
sillitis relapses occurred at periods ranging from two 
to four weeks after complete recovery from the 
primary attack. The second attack was milder and 
readily responded again to the drug. It would geem 
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well to remember that treatment should not be 
suspended too soon. The general systemic effects 
are soon controlled by the drug, but the local lesion 
is vot influenced to the same extent. We had 
repeated cultures made from the throats, and the 
streptococcus in many instances could be isolated 
two, three, and four weeks after the complete recovery 
of the patients, who apparently remained infective, 
for contacts developed the disease. In fact it almost 
seemed that energetic treatment, though favouring 
the individual patient, increased the carrier rate. 


PROPHYLAXIS 


In consequence of this one or other of the sulphon- 
amides was given as a prophylactic to 30 patients 
in doses varying from 0-6 g. to 3 g. daily for a few 
days. This, of course, could not be continued inde- 
finitely, and clinical cases continued to arise at 
intervals. One patient actually developed the attack 
while having small prophylactic doses, but soon 
recovered after this amount was increased. In a 
widespread epidemic condition like streptococcal 
tonsillitis protection cannot be gained by this type 
of prophylaxis. This is what would be expected 
when it is remembered that the drug is rapidly elimi- 
nated. Apparently any increase in hemobactericidal 
power must be very temporary, and so cqntinuous and 
prolonged administration would be necessary. Where 
the danger period is of limited duration as in 
puerperal sepsis the matter may be perhaps quite 
different. 

TOXICITY 


Although, as far as therapeutic efficiency goes, it 
was not possible to differentiate between prontosil 
album and proseptasine eee: the latter appeared 
to be less toxic. 


Nausea and slight sickness were met with in 3 patients 
after large doses, and another complained of nausea 
without vomiting; administration was then stopped. 
There was no alarming experience of sulphemoglobinzmia. 
Slight cyanosis was seen in 3 patients, but they made 
no complaint, declaring they felt well; the dose was 
reduced. A child of eight displayed some _ choreiform 
twitchings, but these were very temporary. 


These effects followed the administration of prontosil 
album, and were not seen after proseptasine. Many 
of the patients suffered from tuberculous lesions of 
bones and joints, but the lesions were not adversely 
affected. 


SUMMARY 


1. p-aminophenylsulphonamide and p-benzylamino- 
benzenesuphonamide were equally valuable in the 
treatment of streptococcal tonsillitis, but the latter 
was somewhat less toxic. 

2. Larger doses than those usually advised were 
found advantageous. 

3. The combined administration of sulphanilamide 
and serum was found useful. 

4, The sulphonamides had no prophylactic value 
in checking the spread of tonsillitis under epidemic 
conditions. 

5. Infection by the hemolytic streptococcus was 
more amenable to treatment by the sulphonamides 
than infection by the Streptococcus viridans. 


My thanks are due to Dr. Gow Brown for the bacterio- 
logical work. 
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HEART-BLOCK IN CORONARY 
THROMBOSIS 


By J. D. OLtav Kerr, M.B. Glasg. 


EXTRA DISPENSARY PHYSICIAN TO THE WESTERN 
INFIRMARY OF GLASGOW 


(Fiom the Cardiac Department of the London Hospital) 


CARDIAC infarction from coronary thrombosis may 
be accompanied by heart-block of various degrees, 
ranging from a prolonged auriculo-ventricular (P-R) 
interval, to complete dissociation. Adams-Stokes 
attacks occasionally accompany the block. The 
heart-block may be transient, disappearing completely 
as the patient recovers from the attack of pain, or 
it may persist indefinitely. 


REVIEW OF PREVIOUS OBSERVATIONS 


Hammer (1878) described the first example diagnosed 
during life. The patient, who was known to have had a 
normal pulse-rate previously, showed signs of severe 
coilapse. His pulse-rate, at first 40, fell to 23, 16, and 
finally to 8 beats per minute before death, which occurred 
two days after the onset of the illness. : A necropsy con- 
firmed the diagnosis of coronary thrombosis. Oppenheimer 
and Oppenheimer (1914) reported heart-block with 
recurrent Adams-Stokes attacks. Coronary thrombosis 
with rupture of the heart, but without demonstrable 
lesion of the auriculo-ventricular bundle was found at 
necropsy. They remarked that although there was no 
break found in the conducting system on macroscopical 
and microscopical examination there was “such a 
disturbed circulation and abnormal condition in the 


neighbourhood of the conducting apparatus as might 


profoundly influence its functional capacity.” Two 
cases have been described by Gallavardin (1922). One 
showed complete heart-block with Adams-Stokes attacks 
and died on the 15th day of the illness. The other had 
bradycardia with one Adams-Stokes seizure and 
eventually recovered. Among 19 cases of coronary 
thrombosis, confirmed later by necropsy, Wearn (1923) 
found 2 with electrocardiographic proof of complete 
heart-block, one of which was associated with bouts of 
ventricular tachycardia. Willius (1926) described 2 
fatal examples of coronary thrombosis with pulse-rates 
of 30, and Adams-Stokes seizures. In one, a necropsy was 
obtained, and the infarction was found to involve the inter- 
ventricular septum. 

In his series of 62 cases of coronary thrombosis, 
White (1926) found 2 with partial and 3 with com- 
plete heart-block. Parkinson and Bedford (1928) in 
their series of 100 clinical cases of coronary thrombosis 
included one with partial and one with complete heart- 
block. In his monograph, recording 145 cases of coronary 
thrombosis, Levine (1929) gave details of 9 cases with 
partial and 2 with complete heart-block. Conner and 
Holt (1930) in an analysis of electrocardiograms from 151 
patients with coronary thrombosis reported dropped-beats, 
2:1 block, or complete heart-block in 7 patients. Ball 
(1932) reported a patient who was shown to have complete 
. heart-block two days after the onset of coronary thrombosis, 
2:1 auriculo-ventricular block on the seventh day, a 
prolonged P-R interval on the 9th day, and finally a 
norma] P-R interval on the 10th day of the illness. He 
gave a table of 16 cases from the literature. Arrilaga and 
Taquini (1934) reported 3 cases of myocardial infarction 
showing, on the electrocardiogram, transient complete 
heart-block. Describing 33 cases of coronary thrombosis, 
Stockmann (1934) included one with a prolonged P-R 
interval, two with 2:1 auriculo-ventricular block, and 
one with complete heart-block. In all four, the electro- 
cardiogram showed signs of coronary thrombosis of 
the T, type. In their book, Cowan and Ritchie 
(1935) mentioned the occurrence of heart-block in 4 
of 100 cases of coronary thrombosis. Jervell (1935) 
quoted many published references on this subject. In 
his own series of 69 cases of coronary thrombosis, the 
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electrocardiogram showed prolongation of the P-R 
interval on three occasions, partial heart-block once, and 
complete heart-block twice. 

Examining the electrocardiograms of 37 cases of recent 
coronary thrombosis confirmed by autopsy, Oille and 
Rykert (1935) found 6 with block : prolonged P-R interval 
in 5, and partial heart-block in one. “Salcedo-Salgar and 
White (1935) in a series of 328 cases of coronary thrombosis 
saw 2 showing transient heart-block, 8 with partial, and 
4 with complete heart-block. Saphir, Priest, Hamburger, 
and Katz (1935) among 34 cases confirmed. by necropsy 
found 2 with slight heart-block (prolonged P-R interval). 
Similarly, Sprague, and Orgain (1935) found evidence of 
heart-block in 7 out of 61 cases. Analysing electro- 
cardiograms from 72 examples of complete auriculo- 
ventricular dissociation, Graybiel and White (1936) 
found that coronary disease was associated in 47 instances, 
and that coronary thrombosis had given rise to the 
simultaneous onset of urgent cardiac symptoms and 
complete heart-block in 6 patients. 


Schwartz (1936) discussed 15 patients with Adams- 
Stokes attacks following coronary thrombosis in a series 
of 45 cases of Adams-Stokes syndrome. In his monograph 
on myocardial infarction, Hochrein (1937) stated that in 
297 cases, 3 showed partial and 2 complete heart-block. 

Others who have described the occurrence of heart- 
block in coronary thrombosis are : Neuhof (1923), Taterka 
(1926), Elliot (1927), Frothingham (1927), Sigler (1928), 
Bell and Pardee. (1930), Smith (1930), Sanders (1931), 
Hansen (1931), Hahn (1932), Boros and Fernbach (1933), 
Jorge (1933), Wilson and others (1933), Addey (1934), 
Bjerlév (1934), Chvála (1934), Scherf and Siedek (1934), 
Serf (1935), Saltzman (1936), and Palmer (1937). 


A Table is given for reference, showing the incidence 
of heart-block in coronary thrombosis according to 
The variations in this 
incidence can be partly explained by the varied 


Table showing the Incidence of Heart-block in Coronary — 
Thrombosis Drawn from Published Series 


No. | Partial | Com: 
Author and date. of | heart- | Pe. | Total. 
cases. | block. | block. 


a No. % INo. % No. % 
0 2 (10-5) 2 (10 5) 


Wearn (1923) >D es 19 
White (1926) Sa «e | 62 |2 (3°2)] 3 (48)| 5 (8-1) 
Parkinson and Bedford 

(1928) .. ‘is .. | 100 | 1 (1-°0)] 1 (1-0)| 2 (2-0) 
Levine (1929) .. | .. | 145 | 9 (62)| 2 (2-4) [11 (7-6) 
Conner and Holt (1930) .. | 151 N.D. | N.D. | 7 (46) 
Stockmann (1934) .. | 33 | 3 (91)| 1 (3-0) 4 (12-1) 
Cowan and Ritchie (1935) 100 N.D. N.D. 4 (4-0) 
Jervell (1935) si -- | 69 | 4 (5:8)| 2 (2°9)| 6 (8-7) 
Oille and Rykert (1935) .. | 37 | 6 (16°2)] 0 6 (16-2) 
a ea and White 

(1935 o> | 328 | 8 (2:4)} 4 (1-2) |12 (3-6) 
Saphir and others (1935).. | 34 | 2 (5-9)] 0 2 (5-9) 
Sprague and Orgain (1935) | 61 N.D. N.D. | 7 (11-5) 
Hochrein (1937) .. -. | 297 | 8 (1-0)] 2 (0-7)| 5 (1-7) 


Total Lee .. |1436 Av. = 5:-llAv.= 2°6/AV. = 7-4 


N.D. = not differentiated. Av.= average percentage. 


criteria used for the selection of cases by different 
writers. The percentage-incidence of heart-block in 
coronary thrombosis was 7:7 in the ten references 
where partial and complete heart-block were differen. 
tiated. In the whole of the series quoted, the average 
incidence of heart-block in coronary thrombosis, 
reckoned from 1436 cases of coronary thrombosis, 
proved to be 7'4 per cent. 
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DESCRIPTION OF CASES 


I have recently had at my disposal the case records 
of the Cardiac Department of the London Hospital, 
and others from a consulting practice. Among them 
there were 13 cases of coronary thrombosis complicated 
by heart-block. i 


Of the 13 patients, 12 were male and 1 was female. 
Their average age when first observed was 59-1 years. 
In 4.cases the P-R interval was prolonged, in 4 there was 
partial heart-block, and in 5 complete heart-block. Adams- 
Stokes attacks were observed in one of the cases of complete 
heart-block. All the patients had characteristic symptoms 
of coronary thrombosis, confirmed by electrocardiograms, 
and in all of them the evidence of heart-block appeared 
for the first time subsequent to the thrombosis. 

Two patients have been excluded in whom heart-block 
was present before the occurrence of the coronary throm- 
bosis for which they came under observation. The first 
of these had a prolonged P-R interval for 5 years before 
his attack of coronary thrombosis, and 7 years after that 
attack he was found to have complete heart-block although 
he had made a good clinical recovery. The other had 
complete heart-block and Adams-Stokes attacks for 2 
months before a coronary thrombosis which proved fatal ; 
no necropsy was obtained. 


Naturally, no patient was included in whom such 
factors as rheumatic or syphilitic infection, or the 
administration of digitalis, might haye operated. 


Case 1.—In September, 1913, a man aged 55 with no 
previous history of anginal pain, was seized with mid- 
sternal pain that lasted 24 hours. He vomited several 
times. ; 

On admission to hospital, some hours after the onset, his 
pulse was found to be irregular with a rate of 40. The 
polygram showed partial heart-block, and three days 
later, complete heart-block, followed by normal rhythm 
with normal auriculo-ventricular sequence on the 18th 
day of the illness. There was fever, up to 102° F., for 


some days during the period of block. An electrocardio- 


gram taken on the 19th day. of the illness confirmed the 
return of normal rhythm, and showed small QRS 
complexes, and sharp inversion of the T waves in leads II 
and III. e 
He made a complete recovery and was at work as a 
boot-repairer from 1914-1924. When traced in April, 
k 1923, he com- 
plained only of 
winter cough and 
some dyspnea, but 
had no pain on 
exertion. The 
electrocardiogram 
was normal except 
for T, inversion. 
He died in 
February, 1925, 
114 years after the 
FIG. 1 (Case 2).—Electrocardiogram Original attack of 
showing complete heart-block during cardiac infarction, 
coronary thrombosis. from an illness 
diagnosed as 
“chronic bronchitis and asthma.” No necropsy was 
obtained. 
This case is of special interest, as the electrocardiogram 
taken in 1913 showed changes which we know now to be 
typical of coronary thrombosis. | 


CASE 2.—A ran aged 59 was seized by severe pain in the 
left arm and across the chest, which lasted about 12 hours 
and was accompanied by vomiting and shortness of breath. 
He had pyrexia for the next 5 days and during this time 
the pulse-rate was found to be 44-50 per minute. 

On examination, 2 months later, his pulse-rate varied 
between 40 and 50, and an electrocardiogram (Fig. 1) 
showed complete heart-block, with bizarre ventricular 
complexes. In some records the T waves were inverted 
in lead IIT. He still had frequent pains in the chest and 
dyspnoea 15 months after the attack. The pulgg.rate was 


ca and the electrocardiogram showed complete heart- 
lock. | ` 


He died suddenly 18 months after the onset of the 


illness. No necropsy was obtained. i 


CasE 3.—A tailor aged 38 was wakened from sleep by 
a tight pain across the chest, which made him feel faint 
but he did not lose consciousness. 

When seen an hour later his pulse-rate was 40. The 
pain lasted all night. A week later, he had a second 
attack—in which the pain was more severe, and lasted 
two days. During this time the pulse-rate was 40-50. 
There were recurrences of pain during the next few days, 


with ‘spread to both arms. An electrocardiogram (Fig. 24). 


taken a fortnight after the first attack showed a rate of 94, 


a P-R interval of 0:4-+ sec., flat T waves in lead II, large 


Q waves, and inversion of the T waves in lead III. . 
During the following month, the pulse was sometimes 
as infrequent as 50, and showed dropped beats, but later 


it became regular. Two and a half months after the 


FIG. 2 (Case 3).—(a) Blectrocardiogram showing heart-block 
with prolonged P-R interval (0-4+seconds). The T wave in 
lead II is flattened. In lead III the Q wave is large, and 
the T wave is sharply inverted, Ts type, and the wave 
coincides with it, or follows immediately upon it, owing to the 
prolonged P~R interval. (b) Hlectrocardiogram taken two 
months later, showing a normal P-R interval, with persistence 
of T wave inversion in lead III. | 


onset, he complained of slight sternal pain coming on at 
any time. The pulse was regular with a rate of 80 per 
minute. The electrocardiogram (Fig 28). showed a 
normal P-R interval, and inversion of T in lead III. 


` A year later he was reported to be almost free from - 


cardiac symptoms. ae 


Cass 4.—A commercial traveller aged 68 was admitted 
having had pain across the chest on exertion for six weeks. 
For two weeks before admission, the pain across the chest 
had become almost continuous, with nausea and occasional 
dyspnoea. ies ty 

On examination he was in obvious pain and slightly 
dyspneic. The pulse-rate was 50. An electrocardiogram 
showed complete heart-block, with R-T deviation, a 
negative T wave in lead ITI, and slight inversion of the 
T wave in lead II. He died four days later. | 

Necropsy.—Heart failure. Yellow infarct of whole of 
posterior wall of both ventricles and of right half of 
anterior wall of right ventricle. Area of slight fibrosis 
in upper part of margo obtusa. Ante-mortem thrombi 
in the first 4-5 cm of right horizontal coronary artery, and 
in left horizontal 2 cm. from its origin. Very severe 
atheroma of coronary arteries: fatty and calcareous 
buttons and plaques, mainly -confluent, throughout all 
their main branches. Considerable atheroma of aorta 
and its large branches. Cardiovascular hypertrophy 
(heart 25 oz.), Congestion and slight ischemic fibrosis 
of kidneys. 3 ` 


Case 5.—A man aged 68 suddenly felt short of breath | 


and giddy, with slight epigastric discomfort, and called in 
his doctor, who found a pulse-rate of 30. 

. He had a slight temperature during the next few days, 
and the epigastric discomfort and dyspnoea remained. An 
electrocardiogram showed complete heart-block, with 
deviation of the R-T interval in all leads. Dyspnea 
became pronounced, and he died after a week’s illness, 
with Adams-Stokes attacks which did not respond to 
adrenaline subcutaneously. No necropsy was obtained. 


` thrombosis with no conduction defect. 
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Case 6.—A commercial traveller aged 68 was admitted 
with the history that while walking in the street a few 


hours previously, he was seized by a severe crushing pain 


in the front of the chest, which made him stand still. 
It became worse and he lost consciousness for a short time. 


When admitted, still in severe pain, he was grey, cold, | 


and clammy, with @ pulse-rate of 28. The heart-sounds 
were inaudible. Morphine relieved the pain almost 
at once. His condition had improved 5 hours later, and 
the pulse was regular, with a rate of 80. During the next 
few days he was slightły febrile. An electrocardiogram 
taken 29 days after the attack showed a T, type of coronary 
He had no further 
‘attacks of pain when in hospital and went home feeling. 
well. When’ seen 3} years later he looked well and 
stated that he was able to work, in spite of occasional] 
twinges of sternal pain. The ‘electrocardiogram still 
showed inversion ‘of the T waves in the second and third 
leads, 


CasE 7.—A man aged 66 had a aidea attack of severe 
pain across the chest, lasting several hours, accompanied 
by dyspnæa. When seen by his doctor 12 hours after 
the onset, he was grey and sweating and had a pulse- 
rato of 44. An electrocardiogram showed 2:1 heart- 
block, with a ventricular rate of 46, and slightly abnormal 
ventricular ‘complexes. 
48 and he still had dyspnoea on slight exertion. 


Case 8.—A retired sailor aged 60 was admitted on 
account of signs of heart failure, especially dyspnoea 
and cedema. His pulse was found to be irregular, and 
an electrocardiogram showed a high-grade partial auriculo- 
ventricular block of varying degree, with one common type 
of bundle-branch block. 

-Ho had an attack resembling an Adams- Stokes seizure 
11 days after admission. At this time the pulse showed 


a great tendency to miss beats, the rate varying between , P 


58 and 44, | 

He was discharged, but had to be readmitted in two 
months’ time on account of severe heart failure. The 
_ electrocardiogram again showed a ‘partial auriculo- 
ventricular block with dropped beats and the common 
' -type of bundle-branch block. 

He died five days after readmission. 

Necropsy.—Heart failure. Considerable dilatation and 
hypertrophy: of all chambers of heart (244 0z.). Fibrosis 
‘of myocardium involving apex of left ventricle, a small 
part of the right extremity of the anterior wall of the 
left ventricle above the apex, the lower quarter of the 


interventricular septum and a linear area (0:5 cm. wide), 


extending therefrom to the upper part of the inter- 
ventricular septum. Separate area of fibrosis (4 cm. 
diam.) in upper end of margo obtusa, with a very narrow 
linear extension down to its lower end. Granulating and 
fibrosed microscopic areas of infarction throughout the 
upper three-quarters of the interventricular septum. 
Great stenosis of anterior descending coronary artery, 
4 cm. from. its origin, by atheromatous nodule dissected 
and expanded by thrombus undergoing early organisation. 
Great stenosis by atheroma of large branch passing from 
anterior descending coronary to the margo obtusa. Focal 
stenosis by atheroma of left horizontal coronary artery 
7-5 cm. from aorta. Severe fatty and calcareous atheroma 
and slight dilatation throughout remainder of coronary 
arteries. Considerable atheroma of aorta and its large 
branches. : 


CasE 9.—A man aged 62 was admitted with the history 
that for 6 weeks he had had attacks of sternal. pain, 
brought on by exertion, and relieved by rest and by 
trinitrin tablets. Four days before admission he had a 
sudden more severe sternal pain, which radiated to the 
left breast, neck, angle of the jaw on the left side, and 
down the left arm. This pain came on while he was at 
rest, and was not relieved by trinitrin. It lasted 3 hours, 
and made him dyspneic and restless. There were four 
similar attacks of pain before he was admitted to hospital. 


An clectrocardiogram taken the day after admission 
showed inversion of T in leads II and ITI, R-T deviation 
in leads I and III, and partial auriculo-ventricular block 
with dropped beats. He improved temporarily but died 
suddenly after three days in hospital in what may have 
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been’ another attack of coronary thrombosis. No necropsy 


was performed. 


CasE 10. —A boot-repairer aged 59 stated that in 1933, 
and again in 1935, he had suffered frorh attacks of pain in 


the mid-sternal region and left arm. The pain sometimes 


came on during exertion and sometimes at rest. He was 
admitted to hospital complaining of breathlessness on 
exertion and occasionally when at rest. 

Examination showed that the apex-beat was in the 
sixth left interspace, in the anterior axillary line, the whole 
thoracic wall over the apical area moving with the heart’s 
action. The heart was seen to be much enlarged to the 
left on X ray examination—with “ shelving ” on the left 
border highly suggestive of a cardiac aneurysm. The 
electrocardiogram showed a P-R interval of 0°22 sec., . 
slight inversion of the T wave and R-T deviation in lead I. 
When re-examined-four months later, his condition was 
unchanged. The electrocardiogram showed ‘a normal 
P-R interval, right ventricular preponderance, and 
pa of T in lead I, with flat T waves in leads II and 

II, - 


‘Case 11.—A male shop assinet aged 54 stated t that 
he had been seized with a “‘ pressing ” pain in the middle 
of the lower ‘part. 
of the chest while 
walking. He had to 
sit down and began 
to sweat profusely. 
His doctor saw him 
two hours after the 
onset of the pain, 
found the pulse 
irregular, and gave — 
him morphine 
which relieved the 
ain. 

On admission to 
hospital two days 
later his pulse was 
irregular, the rate. 
being 72. He was 
restless and perspir- 
ing. An electrocardiogram (Fig. 3) taken four days after 
the attack showed 2:1 auriculo-ventricular block, 
upward deviation of the R-T interval in leads IT and II, 
with inversion of T, ‘‘T,” type. Four days later there 


d 

ji 
| 
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FIG. 3 (Case 11) —Electrocardio- 
gram taken four days after the 
onset of coronary . thrombosis, 
showing 2: 1 auriculo-ventricular 
block, upward deviation of the 
R-T ‘interval in leads II and 
III, with inversion of T, Ts type. 


' was normal auriculo-ventricular sequence and a P-R 
' interval of 0-28 :sec., with R-T deviation in leads IT and 


III, and inversion of the T waves as before. Eleven days 
later the P-R interval was 0-2 sec., there was no R-T 
deviation, and the T waves were inverted in leads II and 
III. He made an uneventful recovery. i 


CASE 12.—A woman aged 66 had coronary thrombosis 
in 1933. Electrocardiograms at that time showed a 
P-R interval of 0-2 sec. and inversion of the T waves in 
lead I. In 1937 she had another attack of severe sternal 


' pain, which began when she‘ was in bed and lasted one : 


hour. An electrocardiogram showed the common type 
of bundle-branch block and a P-R interval of 0-22 sec. 
She made a good recovery and a further electrocardiogram 


taken three months after her second attack showed left 


ventricular preponderance (old terminology), inversion of 


.T in lead I and R-T deviation in leads Į and III, with a 


P-R interval of 0-2 sec. 


_ Casz.13.—A man aged 56 was seized by epigastric pain 

and a “squeezing ” sensation in the chest, which became 
very severe and lasted for some hours. On examination 
a day later, his pulse-rate was found to be 50. An electro- 
cardiogram taken two days after the onset showed a 
prolongation of the P-R interval (almost 0-4 sec.), and 
S-T elevation in leads II and III, with inversion of the 
T waves in these leads. A further electrocardiogram 
taken 19 days after the onset of the illness showed a P-R, 
interval of 0-2 sec., S-T deviation, and inversion of the 
T waves in leads II and III. The parany made an 
uninterrupted recovery. 


Of the 13 cases here described, 7 made-good clinical 
recoveries, with disappearance of the heart-block. 
This applied to all 4 cases with no more than a 
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prolongation of the P-R interval. Of the 4 examples 
of partial heart-block, 1 made a good recovery, 2 
died, the one in failure within a few weeks, the other 
probably from further coronary thrombosis within 
a few days, and the remaining case was reported to 
have bradycardia and dyspnea one year after the 
acute attack. Of the 5 examples of complete heart- 
block, 2 recovered almost entirely : one of them lived 
for 11 years and died from “ bronchitis and asthma,” 
the other is alive and still fit for work 4 years after 
the coronary thrombosis. The remaining 3 cases in 
this group died, one in an Adams-Stokes attack a 
week after the thrombosis, another 6 weeks after, 
and another 18 months after the acute attack. 
Necropsies were performed in 2 of the 5 fatal cases in 
which the heart-block persisted until death. 


DISCUSSION 


Apart from recognising heart-block as a complica- 
tion of coronary thrombosis, we may consider the 
matter in another way, and ask what place should 
be allotted to cardiac infarction in the etiology of 
clinical heart-block. It appears that coronary throm- 
bosis is rarely the original cause of an established 
heart-block, but it is necessary to examine this 
question from two aspects. 

In a series collected simply because of the presence 
of block, as shown by electrocardiograms, irrespective 
of whether it is acute—e.g. following on coronary 
thrombosis—or chronic—e.g. the ordinary clinical 
case of established heart-block—how many would 
belong to the first or acute group? I have been 
unable to find any adequate answer to this question. 

On the other hand, apart from acute examples, 
in what proportion of cases of chronic heart-block 
seen as such, or on account of symptoms excluding 
coronary thrombosis, would cardiac infarction be the 
original cause of the block? Published statements 
bearing on this point are few. Salcedo-Salgar and 
White (1935) found that 11-9 per cent. of a series 
of 117 patients with heart-block had a history of 
coronary thrombosis. Cowan and Ritchie (1935) 
ascribed 7-7 per cent. of a series of 78 patients with 
complete heart-block to myocardial infarction. 

While a cardiac infarction in the clinical sense may 
or may not implicate the conducting tissues of the 
heart, a localised occlusion of the tiny vessel or vessels 
supplying the conducting tissues may evoke too slight 
a disturbance to be recognised clinically as a coronary 
thrombosis, but sufficient to produce heart-block 
alone. It follows that wherever heart-block appears 
suddenly, under observation and without other 
apparent cause, it may be the product of a minimal 
infarction of the auriculo-ventricular node or bundle. 
Further information on this point will be found in the 
works of Géraudel (1928) and Mahaim (1931). 

It is not yet certain which of the common varieties 
of cardiac infarction, divided according to the arterial 
branch affected, is the one most likely to be accom- 
panied by heart-block. Ball (1932) has stated that 
the appearance of complete heart-block in acute 
coronary thrombosis points to right coronary artery 
involvement in 93 per cent. of cases. 

Coronary thrombosis has been compared with 
cerebral thrombosis in that, owing to adjacent 
reactions, the area first affected is greater than that 
permanently affected by the infarction. Thus the 
end-results can be far less severe than the clinical 
picture at the onset might lead one to expect. This 
probably explains why heart-block is so often tran- 
sitory, when it occurs in cardiac infarction, 

The prognosis in cardiac infarction is in general 
adversely affected if heart-block appears (Levine 


1929, Conner and Holt 1930, and White 1937), 
yet recovery is by no means uncommon, and a fair 
prognosis is often possible, as shown by the cases 
here recorded. 

SUMMARY 


1. Some degree of heart-block is an occasional 
complication of cardiac infarction (coronary throm- 
bosis) and its incidence, reckoning from 1436 published 
cases of cardiac infarction, is 7-4 per cent. 

2. A series of 13 cases is here analysed in which 
heart-block first appeared under observation during 
the clinical course of coronary thrombosis. Of these, 
4 had the slight degree of a prolonged P-R interval, 
4 had partial, and 5 complete heart-block. Seven of the 
13, comprising all of the first group, 1 from the second, 
and 2 from the third, made good clinical recoveries, 
with disappearance of the block. Of the partial 


‘heart-block group, 2 died within a few weeks, and 1 


was untraced. The 3 remaining examples of com- 
plete heart-block died, one in an Adams-Stokes attack 
a week after the onset, the other 2 six weeks and 
eighteen months after the onset. Necropsies were 
performed in 2 of the 5 fatal cases, and the post- 
mortem reports are summarised. 

3. Coronary thrombosis has to be included among 
the causes of chronic heart-block seen either on 
account of bradycardia or clinical symptoms with or 
without Adams-Stokes attacks. In any collected 
series of cases of clinical heart-block, those of acute 
onset from this cause should be separately considered. 

4. The conductive tissues may escape completely in 
an extensive cardiac infarction, while a localised 
occlusion of the vessels supplying the node and bundle 
may occur, creating too slight a disturbance to be 
recognised ‘clinically as a cardiac infarction, though 
sufficient to produce heart-block. 

5. Although the prognosis of coronary. thrombosis 
in general is adversely affected by the complication 
of heart-block, clinical recovery and disappearance 
of the block is by no means uncommon. 


Dr. R. A. Rowlands and Dr. A. E. Clark-Kennedy kindly 
gave me permission to describe patients under their care. 
Prof. H. M. Turnbull and Dr. W. W. Woods, of the 
Pathological Department of the London Hospital, gave me 
great help in connexion with the post-mortem records. 
I am very grateful to Dr. John Parkinson, physician to 
the Cardiac Department, who suggested this investigation, 
placed his private case records at my disposal, and advised 
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PENTOTHAL SODIUM IN INTRAVENOUS 
ANASTHESIA 


By F. Barnett Matzrmson, M.R.C.S., D.A. Eng. 


HON. ANASTHETIST TO THE WOOLWICH WAR MEMORIAL HOSPITAL, 
LONDON, AND TO ST. JOHN’S HOSPITAL, MORDEN HILL 


BEFORE discussing the impressions gained from a 
year’s experience of Pentothal Sodium, comprising 
some 200 administrations, a brief résumé of the 
chemical and physical properties and phaser. 
effects of the drug may be of interest. 


PROPERTIES 


Pentothal sodium is a lemon-yellow powder with 
the bitter taste associated with all the barbiturates. 
It has a slight smell of sulphur and when dissolved 
in water effervesces with a resultant gas smelling 
like H.S. It is made up in ampoules of 0-5 and 
1 gramme. Thus if 10 c.cm. of distilled and sterile 
water be added to the contents of an ampoule, a 
5 per cent. or 10 per cent. solution respectively is 
produced. Chemically the drug is a member of the 
“light” series of barbiturates having the formula 
sodium ethylmethylbutylthiobarbiturate. 


Physiology.—Pentothal appears to be without effect on 
the heart except secondarily as a result of anoxemia from 
respiratory failure. There is slight vasodilatation but 
its effects are insignificant. The blood is normally 
unaffected (Heard 1936). Respiration is always considerably 
depressed, respiratory failure being the cause of death from 
a lethal dose in animals ; the vasomotor centre is affected 
only secondarily as a result of anoxemia. The drug is 
detoxicated in the liver but there appears to be no evidence 
normally of any damage. Heard (1936) and Tovell and 
Thompson (1936) found no significant changes in the 
urine or blood-urea, It is probable that the drug is com- 
pletely destroyed in the liver as it is not excreted as such 
in the urine. 


CLINICAL CHARACTERISTICS 


Pentothal is considerably more powerful than 
evipan. Induction is smooth and rapid, the patient 
showing his lapse into unconsciousness with nothing 
more than a slight flutter of the eyelids, or in some 
cases with only a suddenly noticeable loss of expres- 
sion. Occasionally there is a little sigh, rarely a 
definite yawn. Sleep thus gently and rapidly induced 
is not succeeded by muscular relaxation for a further 
30-40 seconds. Slackness of the jaw is a useful 
indication of the presence and depth of relaxation 
during the subsequent anesthesia. Other signs of 
anesthesia are much the same as usual. 

The pupils dilate at first, but they are not reliable, 
especially after morphia. The conjunctival reflex is 
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absent during surgical anæsthesia, and the corneal reflex 
is abolished by deep anæsthesia. All the signs are liable to 
swift changes owing to the rapid effect and destruction 
of the drug in the circulation. 

Blood pressure.—There is a slight fall early on which is 
usually soon regained in reasonably fit patients. 

The pulse is usually regular and slightly faster than 
normal at first. Occasionally, dropped beats have been 
noted but are rare and appear to be without significance. 
Weakness of the pulse and a rise in rate only become 
apparent if the concentration of the drug in the circulation 
is approaching an overdose and are due to the resultant 
anoxemia from the degree of respiratory depression thus 
engendered. This must be avoided by careful dosage. 

Colour.—Slight cyanosis may appear if the anesthesia 
is very deep and, while giving in itself no cause for alarm, 
must be corrected by the addition of oxygen. 

Respiration is very quiet, sometimes imperceptible. 
As long as the colour remains good, no danger need be 
anticipated. If depression is extreme and marked cyanosis 
is manifest, oxygen and carbon dioxide should be adminis- 
tered under pressure, 

Relaxation is as a rule excellent, jactitations and twitch- 
ing being conspicuous by their absence. 

Controllability —An oft-raised objection to anesthetics 
parenterally administered is that the dose once intro- 
duced cannot be recovered. Pentothal, however, com- 
pensates for this disadvantage to a great extent by a 
rapidity of detoxication within the body that compares 
favourably with the elimination of ether and is far 
more rapid than that of chloroform. Given in repeated 
small doses it presents practically minute to minute 
controllability. 

Overdose.—The cardinal signs of overdose are deep 
cyanosis with imperceptible respiration, and later 
cessation of respiration. The pulse remains strong and 
steady for an appreciable time before becoming weak and 
imperceptible as a result of cardiac and vaso-motor 
asphyxia, 


The signs of overdose may develop very quickly 
as a result of a too rapid injection, or they may 
appear suddenly owing to a cumulative effect pro- 
duced by injections repeated too frequently, without 
due calculation of-dosage. The way to avoid these 
undesirable manifestations lies in slow and careful 
injection, coupled with minute attention ‘to the 
respiratory phenomena and other details of the 
patient’s condition. 


TECHNIQUE 


In all but trivial cases premedication is essential 
for really smooth and satisfactory anesthesia, besides 
which it is a blessing for the nervous patient. Per- 
sonally I favour Jarman’s technique of omnopon 
gr. % and hyoscine gr. 1/150 for all fit patients. 
Smaller doses can be used for other cases as experi- 
ence and conditions suggest. Most British workers 
(Heard 1936, Jarman 1936, van der Post 1936) seem 
to be agreed that other barbiturates should be 
avoided as premedicants, owing to the danger of. 
cumulative effects. 

A clear airway is absolutely essential as any impedi- 
ment to breathing is not quickly detected owing to 
the shallow nature of the respiratory movements and 
attention is only drawn to the presence of obstruction 
by the rapid development of cyanosis. For this 
reason three criteria are of paramount importance 
before starting the injection. 


1. A prop must be placed in the patient’s mouth ; 
Hewer’s airway or a dental prop both answer the purpose 
well. 

2. There must be in the theatre an apparatus capable 
of delivering oxygen (and if possible carbon dioxide also) 
under pressure. 

3. Administrations should never be attempted single- 
handed. 
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A nurse or other attendant should always be at 


hand to support the patient’s jaw and maintain the 
airway if necessary, while the administrator has his 
hands occupied in making his injection. 


Dosage.—The average case takes from 0°25 g. to 1 or 
1°5 g., depending on the type of patient and the duration 
of anzsthesia. It has become my practice to start with 
the 5 per cent. solution for induction as I find that this 
takes place more smoothly than with the 10 per cent., 
and also that the development of anesthesia is easier to 
follow. For the maintenance of anesthesia the 10 per 
cent. solution is more convenient, as a smaller quantity 
is injected at a time and consequently the syringe will not 
need recharging so frequently. As regards the maximum 
quantity of the drug which may safely be administered 
(fractionally of course) there would seem to be no more 
definite laws than with other anzsthetic substances, the 
anesthetist being guided by his own experience and the 
patient’s condition. Lundy (1935) reports a case in which 
the total amount of pentothal given was 2°27 g. over a 
period of anzsthesia of 3} hours ; there were no ill effects, 

Rate of injection.—The first 2-3 c.cm. should be injected 
in about 15 seconds. There should then be a pause of at 
least 30 seconds to observe the effects of this. If all is 
well the injection may be continued cautiously till the 
desired depth of anzsthesia is reached. The amount up 
to 10 c.cm. (0°5 g.) can only be gauged by experience. 

Overdose.—Should the signs of overdose appear the 
question of the efficiency of the airway must be investi- 
gated at once. If necessary the patient should be intu- 
bated through the nose, with the aid of a Magill’s laryngo- 
scope. The vocal cords will be found in abduction if 
respiration has ceased. Carbon dioxide and oxygen 
should be administered under pressure and by rhythmical 
inflation of the lungs. Coramine appears to be the best 
antidote and should be given intravenously and liberally, 
§ c.cm. or more, 


There are three chief methods of administering 
pentothal. It may be used as a quick. and pleasant 
induction, not only for general anesthesia but also 
for spinal analgesia. The former technique is simple 
and needs no special description, general anzsthesia 
following the induction smoothly and easily. For 
the latter the technique taught me by Jarman is 
worthy of description. 


The patient receives premedication in the usual way. 
Just before the spinal injection the patient is induced 
with 5 per cent. solution of pentothal. As soon as the 
anzesthesia is established he is sat up and supported, with 
the spine well flexed, by an attendant on either side, care 
being taken that the jaw is held well forward and the 
airway maintained. Lumbar puncture is performed in 
the chosen space and the percaine injection is made, 
following the now well-known Wilson technique (1934). 
Light gas-and-oxygen anesthesia may be then maintained 
to keep the patient unconscious when the effects of the 
pentothal begin to wear off. 


Pentothal may be used alone for shorter or longer 
cases. 

For short cases and minor operations premedication 
is not essential but the agent is not suitable for out- 
patient use because though consciousness is rapidly 
regained after small doses, sometimes in as short a time 
as 5-10 minutes, ataxia and incoérdination may persist 
for an hour or so. For longer cases repeated injections 
may be made from time to time during the operation to 


maintain the depth and prolong the length of anesthesia, . 


0°5—3 c.cm. of 10 per cent. solution being used as described 
above. 


A more convenient method is that described by 
Jarman and Abel (1936). 


By means of tbe ingenious apparatus they have con- 
structed, a 10 c.cm. syringe with three-way flow is fixed 
to the patient’s arm and is connected by a short piece of 
rubber tubing to a needle introduced into an antecubital 
vein and left there for the duration of the Operation. If 
the three-way tap is central pentothal can þe injected 


from the syringe, if the tap be turned to the right saline 
or blood can be infused through the needle from a reservoir 
and tubing by the drip method, thus combating shock 
and fluid loss. If the tap be turned to the left fresh solu- 
tion of pentothal can be drawn into the syringe as required, 


Thus pentothal can be injected in fractional doses 
as required, securing as perfect a control over the 
anesthesia as with the administration of the older 
anesthetics by the inhalation method. Also, in 
emergencies stimulant drugs can reach the circulation 
rapidly and easily. 

Using pentothal for’ continuous administration a 
smooth and even anesthesia can thus be maintained, 
an increase in the depth of respiration beyond a 
predetermined level being’ the best indication for a 
further fractional dose. Other indications are the 
return of the conjunctival and corneal reflexes, and 
stiffening of the jaw muscles, the condition of the 
latter giving a very good idea of the relaxation 
obtaining throughout the body generally. 

Lastly, pentothal can be used combined with gas- 
and-oxygen. This method is excellent where ether 
is contra-indicated, the activity of the respiratory 
centre can be well maintained with partial rebreath- 
ing and the lungs well ventilated at the end of the 
operation with carbon dioxide and oxygen. 


AFTER-EFFECTS 

Patients who have been anesthetised by inhalation 
methods previously to their introduction to pento- 
thal emphasise the quiet and calm awakening experi- 
enced with the latter. They come to, as from a 
refreshing sleep to a condition first of mild euphoria 
and shortly after to one of clear-minded conscious- 
ness. They are rarely troubled with the common 
sequele of inhalation anzsthesia—i.e., headache, 
nausea, and vomiting. Occasionally a slight taste 
of sulphur is noticed. Post-operative complications 
are conspicuous by their absence. Restlessness is 
very unusual, most patients after the more serious 
operations and who have their usual sedative on 
coming round, drift off to sleep again very quietly 
and peacefully. 

INDICATIONS 

The range of usefulness of the drug is wide, and 
much depends upon personal judgment and experi- 
ence. Thus only broad principles can be dealt with. 

Psychological.— Unquestionably a slight prick in the 
arm followed quickly by an almost instantaneous “ black- 
out ’—a common description—is preferable to the suffo- 
cating sensations of gas or the sickly smell of the volatile 
agents, especially in the nervous and apprehensive patient. 

In short cases and minor operations—painful dressings, 


suturing cuts, setting fractures, dilatations and curet- 


tages—it is the quickest, simplest, and most pleasant 
method, and seems so far to have been extremely safe in 
the hands of those who have worked with it. 

Ether.—There are many cases in which ether must 
be avoided if possible—those with chest complications 
or in the big and shock-producing abdominal operations, 
such as abdomino-perineal resection of the rectum, where 
ether can only increase the degree of shock—in which 
pentothal can be of great service in combination with a 
spinal technique. 

In diathermy, closed circuit gas-oxygen-ether or chloro- 
form are the alternatives. The latter, our most toxic 
anesthetic agent, is fast disappearing from modern prac- 
tice, and pentothal surely is simpler and easier to use 
than closed-circuit methods, also it is absolutely proof 
against fire and explosion, 


Before spinal analgesia the drug saves the patient 
all the unpleasant ceremonial and ordeal inseparable 
from the routine of lumbar puncture. 

An idea of the range of cases in which pentothal 
may be used with success can be gained from Heard’s 
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DETAILS OF SELECTED CASES 


; Premedi- ` 


Premedi- 
cation. 
Age 4 
Se8e/and| 8 |... | Operation. 
*|sex.| @ | Og 
O| a 
a 
ô m 
1 | 43) ¢ |1/150|/ Anterior & pos- 
F. terior colpor- 
rhaphy. ° 
2157|  |1/150 E Heemor- 
F. rhoids. 
3 | 29 | % 11/150 |f D. &C. Insuffla- 
F. tion. Diathermy 
of cervix. 
4 | 35 | ¢ |1/150| D. & C. 
F. 
5 54 # |1/150| Appendix. 
6 | 49 | $ |1/150|( Dilatation & 
F. dia themy of 
7| 40) $ |1/150 {R 
F. Biopsy rok aoe 
8 | 35 | $ |1/150 if D. &C. Insuffla- 
F. tion. Diathermy |. 
of ce 
9147) $ |1/150| D. & C. 
F. 
10 a $ |1/150| D. & C. 
11 | 28 | # |1/150|/ D. &C. Insuff- 
F. f ination, Ventro- 
suspension. 
12*| 16 | Atropine |f For ingrowing 
M. 1/75 toenail. 
18 s $ |1/150| D. & C. 
14 A $ |1/150| D. & C. 
16 | 32 | ¢ |1/150| D. & C. 
F. 
16 | 49| % |1/160 La post. 
F. a E E e 
17 | 30 | # |1/150|(D.&C. Insuff- 
F. lation. Dia- 
thermy. 
18* 19 # |1/150| D. & C. 


ning burnt arm. 


20 | 69 Nil. Removal papil- 
M. | loma of arm. 


19 | 34 Nil. { Cleaning & tan- 


Cont. = continuous method. Rep. = Repeated doses. Single = a aingie “ose: 


cation. ae 
2 to- 
g . Dura- Sg E 
S| gg | Operation. | tion EË adminis- 
S| SJ E tration. 
d | ge a 
O 
$ |1/150| Hæmorrhoids. |45 min.| 1-8 | Cont 
# |1/150 { Satare tendons, 45 » 1-5 Rep. 
uture tendons 
&c. : 
1/150 | Cholecystectomy.| 1% hrs.| 0-5 | Induct. 
# |1/ ecy y-| 1% on A 
140.cm. 
$ |1/150| Hernia. 45 min.) 1:3 Cont. 
# |1/150| Hydrocele. 45 >» 1-2 io 
# |1/150| Colostomy. .|20 , 0-5 | Induct. 
as & Os. 
# | 1/150 ee abscess |12 ,, 1:0 Rep. 
# (1/150 Nae eee 25 » 1:0 » 
oe. : 
+ {1/150} Spermatocele. 45 » 1:3 | Cont 
$ |1/150 er Fascial |1} hrs. | 1-8 » 
graft. 
$ |1/150| Hernia. 65 min.) 0-5 | Induct. 
Percaine 
Gas & Oa. 
Morph. Cystoscopy. 15 0:75| Rep. 
aos j : Gas & Oy. 
1/100 
1/150| Appendicectomy./30 , | 1:0 |_ Rep. 
$ |1/ pp y dai POs 
$ | 1/150 foe ee 1% brs.) 0:5 duot.” 
tomy. Ether" 2> 
# |1/150 { bramobla of {12 min.| 0-1 Single. 
ranchia] rem- 
i nants. 
+ |1/150| Radical breast. |45 »„ 0°5 | Induct. 
Gas & Og. 
| 
$ |1/150 Pystosce y. 25 » 1:5 Rep. 


on. 
{ ee 20 . 1°5 » 
finger. 


Nil. Manipulation 5 0-25) Single. 
En 


Cont. 
Atro- Perfora- 


3 Miro far” Bertone: 50 , | 1:0 
tomy. 
ted gall-bladder. 


Induct. = used for induction only. 


* Cases commented upon in 


(1936) series which included examples of carcinoma, 
diabetes, anæmia, obesity, myocardial degeneration, 
spinal tumour, and lung abscess. Most of these 
cases can hardly be classified as good risks. Lundy 
(1935) gives an even larger series of cases ranging 
from brain operations and urology to thoracic and 
abdominal operations totalling 700 cases. 

The Table shows the particulars about 40 of my 
cases, The following illustrate several special points : 

CasE 12, a boy aged 16, required 1°3 g. for 20 minutes 
anesthesia, It often happens that the youngest patients 
show considerable tolerance. No preliminary opiate was 
given. 

Case 18 illustrates the importance of a mouth prop. 
It was inadvertently omitted and its absence overlooked, 
with the result that respiratory obstruction developed 


unnoticed. Carbon dioxide and oxygen under pressure 
had no effect, and very.soon her colour deteriorated and 
the pulse became rapid and weak. She was placed in a 
steep Trendelenburg position, and immediately began to 
breathe again owing to the airway becoming clear in this 
position. An airway was immediately inserted and every- 
thing then proceeded smoothly. 


CasE 23 was a very difficult case of cholecystectomy, 
Induction was pleasant for the patient, the spinal produced 
the best possible conditions for the surgeon. Gas-and- 
oxygen maintained the patient’s CO, content, and the 
resulting shock was minimal. 


Casu 27 was a particularly powerful man requiring 1 g. 
for 12 minutes’ anzsthesia. 


CasE 35 showed just the opposite condition, the first 
2 c.cm. (0°1 g.) producing a fairly deep anesthesia lasting 
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12 minutes. A dose of 0'5 g. given rapidly would 
possibly have been fatal. 

CasE 38, an emergency, without preparation, was a 
war-gas case, with a severe chronic bronchitis and copious 
sputum. Ether was entirely avoided. | 

CasE 40 was the oldest * of my patients, aged 78. 
She said she felt better on the day after the operation 
than before, and the absence of shock was little short of 
astonishing. 

CONTRA-INDICATIONS 

Children.—Pentothal is hot more suitable than any 
other intravenous technique for these patients, the psycho- 
logical trauma and physical difficulties of venupuncture 
are two good reasons against its employment. Also the 
question of the airway arises, since the glottis in children 
i8 narrow and very easily obstructed. 

Respiratory obstruction.—Cases presenting this com- 
plication, including tumours and inflammation in and 
around the neck, and conditions in the chest producing 
pressure on the respiratory passage, are definite contra- 
indications. Inflammation in the neck, with its liability 
to produce cedema of the glottis, is peculiarly dangerous. 

Dyspnea—Affections causing dyspnea are not suitable 
for this technique, asthma patients particularly being 
bad risks, 

Liver.—An impaired liver cannot detoxicate pentothal 
efficiently. 

Kidneys.—Factors involving delayed excretion from 
these organs must be taken into consideration before 
deciding on the administration of such a drug as pento- 
thal, although Tovell and Thompson (1936) mention three 
cases of patients suffering from renal tuberculosis in 
which it was used with satisfactory results. 

Severe toxemia.—Here again the liver is probably 
adversely affected and elimination may not take place for 
many hours. 

Severe anemia and debility generally, also low blood 
pressures and severe shock, are definite contra-indications. 


COMPARISON WITH OTHER BARBITURATES 


The barbiturates that have been used for intra- 
venous anzsthesia are divisible into “heavy” and 
“light.” The light group have so many advantages— 
quick action and elimination, increased safety—over 
the heavy group (comprising chiefiy Nembutal, 
Amytal, and Pernocton) that the latter with their 
slow recovery rate, their frequent post-operative 
restlessness, &c., have been largely abandoned in 
surgical anesthesia (Hale 1935). 

There remain to be considered only two other 
drugs of importance besides pentothal, and they are 
Eunareon and Evipan. Eunarcon is a compound 
which is stable in solution and which is supplied ready 
dissolved in ampoules. I have no personal experi- 
ence of this drug but fatalities from respiratory 
failure have been recorded ; Hewer (1937) mentions 
two cases. 

Evipan was of course the pioneer barbiturate 
for producing complete anesthesia intravenously. 
Pentothal however has distinct advantages. Induc- 
tion is smoother and quicker, and anesthesia is more 
certain, for total failure has been recorded with a 
full dose of evipan, and I myself once could obtain 
only two minutes’ anesthesia in a healthy man. 
Jactitations, twitchings, and coughing are fairly 
common with evipan, but with geen these mani- 
festations are extremely rare and the laryngeal 
spasm that sometimes occurs with evipan has been 
met but successfully overcome without resorting to 
other anzsthetics. Relaxation with pentothal is much 
greater, less of the drug is required to produce any 
desired depth or length of anesthesia, and lastly, 
elimination is more rapid. 


* Since Md begs this I have successfully anesthetiged & man 
aged 83 years with excellent results. 


The main disadvantages of pentothal are: First, 
that if any of it should be injected extravenously a 
sore arm may result, but this is usually transient if 
one or two fomentations are applied as soon as 
possible ; I have never seen actual ulceration or loss 
of tissue. Secondly, there seems to be a tendency 
for thrombosis at the site of the injection to occur ; 
this is exceedingly rare and can almost always be 
avoided if the injection is made slowly and not 
squirted into the vein in jets, and if for induction 
(when the largest single injection is likely) the 5 per 
cent. solution is used. 


CONCLUSIONS 


It must be emphasised that pentothal is not a 
drug with which liberties may be taken. This of 
course applies to all the barbiturates, especially when 
given intravenously ; not only is pentothal a barbi- 
turate but it is probably the most powerful yet 
produced. In experienced hands it seems to be quite 
as safe as evipan, and is certainly a great deal safer 
than chloroform and its mixtures which have the added 
risks of pulmonary complications and liver damage. 

Used with care in the selection of cases and tech- 
nique of administration there can be no possible 
doubt in the minds of those who have worked with 
it and. considered it without bias that it is one of the 
most valuable advances in the science of anesthesia 
that has been made in recent times. 
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Clinical and Laboratory Notes 


AN UNUSUAL CASE OF INTESTINAL 
OBSTRUCTION 
By J. R. Witson, M.B. Lond., D.C.H. 


HOUSE SURGEON AT THE BELGRAVE HOSPITAL FOR OHILDREN, 
LONDON 


THE patient, a girl one year old, was in good health 
until Sept. 2nd when she vomited after breakfast. 
The mother gave her a drink of water and a few 
minutes later she vomited again. In the course of 
the day she had two more vomits. A doctor was 
called in and he prescribed a bismuth mixture. 


On Sept. 3rd the child was better and took her food well 
but vomited once during the day. On the two following 
days she was very bright and cheerful and apparently 
quite well. .However, throughout the period Sept. 2nd to 
5th she had been constipated. Accordingly on Sept. 5th 
she was seen by another doctor who prescribed hydrarg. 
cum cret. gr. $. Next day she was still constipated and 
the doctor ordered an enema but without result, neither 
flatus nor fæces being passed. At 10 P.M. the same day 
the child, who had hitherto been taking her food quite 
well, resumed vomiting. The doctor ordered a second 
enema, again without result. At 12.30 a.m. on Sept. 7th 
she was sent to the Belgrave Hospital as’a case of ? intus- 
susception ?volvulus. Questioned at the hospital the mother 
disclosed that on Sept. Ist, after the child had been fed 
in the morning, the rubber valve of the feeding-bottle 
was missed and that a careful search had failed to 
discover it. 

On examination on Sept. 7th the child showed signs of 
dehydration. The tongue was clean. The abdomen was 
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slightly- but not unduly distended. There was no visible 
peristalsis, no rigidity, and no tenderness. In fact the 
abdomen was quite soft.. On rectal examination two or 
three masses of hard fæces were felt, and these were 
evacuated when the finger was withdrawn. An enema 


resulted: in the discharge of two or three masses of feces, : 
as well as of flatus.: There was no trace of blood. A radio- ' 


gram disclosed no abnormality. Subcutaneous saline was 


administered and the child dozed off into a sleep from . 


which she did not wake till 7 a.m. At 10 a.m. she had a 
loose greenish-yellow stool, which was very foul-smelling, 


The valve (diameter 2° 6 em.). 


On Sept. 8th she ad one vomit, but appeared to be keep- 
ing well. Next day there were two small vomits. . The 
abdomen was not distended, and there was no visible 
peristalsis, 
had been no bowel action for two days. 

On Sept. 10th she would not take anything by mouth ; 
she had three small. vomits in the course of the day, 
and at 5 p.m. a large feculont vomit. There was abdominal 
distension, and peristalsis was visible for the first time. 


Subcutaneous saline was administered and a laparotomy | 


was performed under gas-oxygen and ether anesthesia. 
The small intestine was very much distended and at the 
ileocecal valve the rubber valve of ‘the feeding -bottle was 


found. It was so placed that the blind end was in the | 


cecum, causing an obstruction. The valve was removed 
. by incising the intestine, the intestine was sutured, and 
the. abdomen closed, a drainage-tube having’ been placed. 
The child recovered from the operation, but at 3 A.M. 
‘next day aereluped signs of circulatory failure and died 
at 8 A.M. 


The interesting features of this case are: 
belated disclosure that the valve had disappeared 
and the subsequent passage of some days before the 
onset of definite symptoms which suggested that the 
mother’s fear was well founded; (b) the fact that 
the valve travelled down the cesophagus and small 
intestine without giving rise to obvious symptoms. 
‘The obstruction caused by this valve is comparable 
to the rare condition of intestinal obstruction by a 
gall-stone in adults. 


I am grateful to Mr. M. F: Nicholls for permission to 
publish this case. 


AFTER- SHOCK IN THE INSULIN 
TREATMENT OF SCHIZOPHRENIA 
By Joun G. Hamitton, M.D. Lond., D.P.M. 


SENIOR ASSISTAN T PHYSICIAN » BETHLEM ROYAL HOSPITAL, 
BECKENHAM, KENT 


ONE of the most important risks of Sakel’s hypo- 
glycemic shock treatment .of schizophrenia is the 
` occurrence of after-shock. In this condition a patient 
who has had an induced state of hypoglycemia 
removed by the administration of sugar relapses into 
sudden unconsciousness within the next 24 hours. 
The symptoms are the rapid development of 
drowsiness which causes the patient to lie' down; 
sleep and then coma follow within a very short time. 


The child was taking fluids well but there | 


(a) the 


As a rule however the onset is at night during sleep ; 
all that is then noticed is that the patient. is ‘cold 
and. sweating profusely ; attempts. to rouse him are 
unsuccessful and double up-going pantar responses 
are elicitable. 

The. treatment of the condition, though urgent, is 


simple, and consists in passing a nasal tube and 


introducing into the stomach a solution of 7. ounces 
of glucose in 14 ounces of water. The patient then: 
wakes up in 10-30 minutes and soon recovers his 
full energy. This rapid return to normal activity is 
very remarkable and there seems to be no hang-over 
or state of exhaustion afterwards. 

In my series of 8 cases, 4 different patients showed - 


-= after-shock on 16 occasions ; in 8 instances the 


condition was discovered in time for the. patient to 
be roused to drink the sugar solution, but on the 
other 8 occasions the coma was already too deep and 
nasal sugar was needed. Wherever there is any 
doubt it is essential to give the sugar nasally as there 
is a serious risk of aspiration into the lungs. 

In 3 instances the condition appeared just before 
tea-time; in the other 13 the onset was between 
9 p.m. and 3 a.m. The average dose received by 
these patients was 250 units of insulin on the morning 
preceding the after-shock, the minimum dose causing 
it being 170 units and the maximum 300 units. 

Unlike the epileptiform fits which are another 
complication of insulin treatment, and which some- 
times have high therapeutic value, after-shock is 
thoroughly undesirable and is to be avoided. It is 
now my practice to give at 9 P.M. on each night of 
treatment 34 oz. of glucose in solution to those 
patients: who have received an injection of 200 units 
or more in the ) morning ; ; and to give 7 oz. of glucose 
in solution to’ those whose dose is more than 250 
units of insulin. This has so far prevented after- 
shock and has not interfered with the next. day’s 
hypoglycemic coma, which is just as deep as if no 
evenne sugar had been given the night before (i.e., on 

“rest day”). On'one occasion in a patient who 
wae receiving a morning injection of 300 units of 
insulin, the nurses were ten minutes late in appearing 
with the 9 o’clock sugar and found the patient 
unrousable so that nasal feeding- was necessary. 

In more than half the cases the usual insulin 
injection was given at 7.30 next morning despite the 
occurrence of after-shock during the previous night, . 
and the resulting coma was not different from normal. 

The danger of after-shock is so serious that all 
patients undergoing insulin treatment for schizo- 
phrenia should sleep under observation. In. several 
instances the drowsiness- occurred in a patient who 
was already mentally quite well and who had. 


- experienced after-shock before; nevertheless she was - 


not able to tell anybody that she needed sugar and 
on one occasion, when. léd from the tennis- court 
where she had been playing, said that all she required 
to put her right was to lie down for a short time. 


In a few minutes she was unconscious and ‘was given 


sugar through.a nasal catheter. 

I am excluding from consideration T patients 
who,: having vomited the sugar given them -to 
terminate a state of coma, again fell into unconscious- 
ness' after having been. awake, This vomiting tends 
to be frequent unless a teaspoonful of alkaline bis- 
muth powder is added to the sugar solution, and this 
addition is essential for those whose stomachs are 
readily irritated by sugar. 

The mechanism of production of after:shock seems 
to be that the continued high doses of insulin cause 

(Continued at foot of opposite page) 
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MEDICAL SOCIETIES 


ROYAL SOCIETY OF MEDICINE 


SECTIONS OF MEDICINE AND THERAPEUTICS 


Dr. E. LetHEBy Tipy, president of the section of 
medicine, took the chair at a joint meeting of these 
sections on Oct. 26th, when a discussion on the treat- 
ment of bacterial diseases with 


Sulphanilamide and Related Substances 


was opened by Dr. LEONARD CoLEBROOK. Tracing 
the history of the development of these drugs, he 
explained that it dated back to the time, several 
years ago, when the German chemists found that in 
order to make an aniline dye fast for vegetable 
fabrics it had to be built up with a double nitrogen 
linkage between two benzene rings and asulphonamide 
grouping in the para position in one of the rings. 
Some unknown person had suggested that this 
constitution might give these drugs a destructive 
affinity for some microbic protoplasms. Thereupon 
Domagk had infected animals with a number of 
pathogenic microbes and had treated them with all 


the available aniline dyes which possessed this. 


structure. Hefound that the substances subsequently 
registered as Prontosil would protect ‘mice against 
hemolytic streptococci even if they were given by 
a different route from that of the infection and after 
an interval. Both the soluble and insoluble red 
prontosils had this effect. Tréfouél, Nitti, and 
Bovet next showed that the Germans were mistaken 
in thinking the double nitrogen linkage was essential, 
and that the simpler compound -aminobenzene- 
sulphonamide, which had been known for thirty 
years, was just as effective. Later workers had found 
that other substances with the sulphonamide group 
intact would cure mice. Dr. Colebrook called 
attention here to the great confusion which has been 
caused by the use of the term prontosil for the colour- 
less substance »-aminobenzenesulphonamide as well 
as the two red dyestuffs, and by the introduction of 
many other trade names for »p-aminobenzenesulphon- 
amide. The term sulphanilamide was a satisfactory 
abbreviation for this substance and its general use 
was very desirable. 

Then had come the discovery that sulphanilamide 
had remarkable bactericidal properties which red 
prontosil had not. These properties were entirely 
different from those of ordinary antiseptics, for the 
drug would kill streptococci well in human blood, 
nearly as well in serum, and very little in water. The 
blood of treated patients also showed a remarkable 
increase in its killing power. These drugs, therefore, 
might possibly act as “internal antiseptics.” Red 
prontosil, which was not itself effective, would also 
increase the killing power of the blood, but this 
action developed only after several hours. This late 
effect had been shown by Dr. A. T. Fuller to be due 
to the slow conversion of the red prontosil into 
sulphanilamide in the body. 


(Continued from previous page) 


the complete exhaustion of all sugar reserves so that 
the patient needs very frequent absorption of sugar 
from the stomach if hypoglycemia is not to result. 


I am indebted to Dr. J. G. Porter Phillips, physician- 
superintendent of Bethlem Royal Hospital, for permission 
to carry out this treatment and to publish thig paper. 


precisely the effect it would produce. 


Both red prontosil and sulphanilamide were 
extremely diffusible substances, quickly passing into 
the blood, urine, cerebro-spinal fluid, and milk. This 
property was perhaps closely bound up with their 
important therapeutic action. Their toxicity was 
low. Within the last few months some substances 
had been described which differed from sulphanil- 
amide and apparently had a stronger curative effect. 
Among these were Proseptasine, in which one of the 
hydrogen atoms was replaced by a benzyl radical, 
and Soluseptasine, and the sulphones, in which there 
was no sulphonamide grouping. The latest variants 
of all had been grouped together under the name 
disulphonamides. | i 


ACTION ON STREPTOCOCCI IN MAN 


Dr. Colebrook then described the results obtained 
at Queen Charlotte’s Hospital in puerperal fever, 
which resulted from the infection of a wound by 
exactly the same strains of hemolytic streptococci 
as caused cellulitis, tonsillitis, scarlet fever, and a 
number of other conditions. The hospital was 
fortunate in having figures for a previous period of 
five years during which no specific treatment had been 
used. The death-rate had then averaged 22-8 per 
cent., and during 1935, the latest year, it had been 
even higher. From the beginning of 1936, when the . 
use of red prontosil had commenced, up to the 
present time the death-rate had been 5:5 per cent. 
A total of 65 patients had been treated with the two 
red prontosils in combination, and about 115 with 
sulphanilamide, while 20 had received no treatment. 
Whereas in the old days the temperature had come 
down and fluctuated for a week or two, sometimes 
several months, during the last two years it had almost 
monotonously come down two or three days after 
admission and treatment with these drugs, and had 
stayed down. Parametritis, the great bugbear of 
the puerperal fever wards, had almost completely 
disappeared. | 

The important question arose whether these results 
were really due to the drug. The suggestion had been 
made that the invasiveness of the streptococcus might 
have been diminished during this period and that this 
change would have produced such results. Assuming 
this change, it had happened suddenly and had 
coincided with the introduction of prontosil. There 
were certainly fewer cases with a positive blood 
culture and the signs of general peritonitis. If, 
however, the drug was really effective, that was 
In cases where 
hemolytic streptococci could be demonstrated in the 
blood stream, the mortality before the use of the 
drug had averaged 71 per cent. During the fifteen 
months following the introduction of prontosil, 
this figure had fallen to 27-3 per cent. This result 
suggested that, in spite of the organism being of the 
invasive class, the drug had exerted an effect. More- 
over, patients were now recovering in circumstances 
which made it almost impossible to reject the drug 
as a cause. When all this evidence was considered, 
it was very difficult to doubt the curative value of the 
drug. Animals were certainly cured, even when 
they already had septicemia; and in human strepto- 
coccal meningitis, although the recovery rate had 
formerly been placed at 3 per cent., during the last 
few months 10 cases had been described in the 
English and American literature alone in which 
patients had recovered after the administration of 
one of these drugs. 
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Summarising his experiences of sulphanilamide m 
the treatment of puerperal infections, Dr. Colebrook 
said that he had not seen good results except in the 
cases infected by hemolytic streptococci (he was not 
referring to urinary infections), The preparation 
used at Queen Charlotte’s during the past year had 
been that sold as Streptocide. With the dosage 
employed—usually 3-6 grammes per diem at first 
and then less—the results had been on the whole 
very satisfactory as compared with the pre-prontosil 
~ period, but not quite so impressive as those obtained 

with the red prontosils. He did not wish to stress 
this difference—further experience might reverse it. 
In animals certainly sulphanilamide was rather more 
effective than red prontosil. Experience with these 
new: drugs was calling attention to the great difficulty 
of assessing the value of new remedies and the urgent 
need for a carefully thought-out procedure for this 
purpose. The work on prontosil and sulphanilamide 
at Queen Charlotte’s had shown the great value of 
special units. It was perhaps unique as a small 
hospital with a comparatively large laboratory 


equipped for attacking a problem from several sides — 


at once, and manned by workers who could con- 
centrate all their energies on one problem. Quicker 
progress would be made in many medical problems 
if more units of this type could be provided. 


TOXIC EFFECTS 


New drugs nearly always went through a phase in 
which their toxic effects received too little attention 
in the medical press, and then through another in 
which they received too much. These drugs had 
reached the second phase, and the medical journals 
were flooded with reports of isolated cases illustrating 
the toxic effects, without the background of hundreds 
of cases showing none. The most prominent symp- 
tom observed at Queen Charlotte’s had been cyanosis, 
more than half the cases treated with sulphanilamide 
having shown some degree of it. In the majority, 
however, it had only been slight. Of 58 cases sulph- 
hæmoglobin alone had been present in 13, methsemo- 
globin alone in 24, the two together in 8. In 8 cases 
showing slight cyanosis, neither had been found. 
In 3 cases only the cyanotic change had been accom- 
panied by an alarming amount of prostration. These 
patients had all been heavily infected, one with general 
peritonitis and septicemia. ‘“‘Drug fever” had 
been observed in six or seven cases. About 20 
cases had shown a recurrence of fever a few days 
after the drug had been discontinued. This might 
have been due to a recrudescence of the illness, 
although there were no clinical signs of it. On restart- 


ing the drug the fever had subsided and convalescence 


had been normal. Other toxic effects, never serious, 
had been attributable to the central nervous system— 
e.g., two cases of a curious type of hysterical fits 
never before noted in puerperal fever. The hospital 
psychiatrist had not however been satisfied that 
they had been due to the drug, and mental symptoms 
were generally noted in about two cases out of every 
hundred of puerperal fever. Some patients had 
complained of headache, slight dizziness, spots in 
front of the eyes, dimness of vision and parssthesie, 
and one of diminution of tactile sense. Two patients 
had had slight jaundice; no anemia had been 
observed, but routine blood counts had not been 
made. There had been no symptoms of agranulo- 
cytosis, nor any of the morbilliform rashes recently 
described in America. 

Clinicians must recognise these toxic effects and 
perhaps conclude that some patients were particularly 
susceptible. These drugs should not be sold over 
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the counter nor used without medical prescription, 
nor prescribed as a shot in the dark for infections 


. where the physician had no reason to suspect that 


they would do good. Nor should they be used 
casually for obstetrical prophylaxis, but only where 
there was a particular risk of infection by hemolytic 
streptococci. The tolerance of patients in bed seemed. 
to be higher than that of ambulatory patients. It 
was possible that all the products on the market were 
not uniform and that different kinds bf toxic effects 
were produced. In conclusion, Dr. Colebrook 
reminded members of the lesson of 606. As soon as 
they had realised that it might have some toxic 
effects, the manufacturers had set to work to produce 
substances which were less and less toxic and 
less: and less curative. The profession should be 
on their guard against the same thing happening to 
sulphanilamide. 


RESULTS IN OTHER INFECTIONS 


Dr. G. A. H. BUTTLE said that in hemolytic 
streptococcal infections sulphanilamide would cure 
mice of about 10,000 lethal doses. Results in endo- 
carditis, a non-hemolytic streptococcal infection, 
had been uniformly poor. Of eight or nine strains of 
streptococci recovered from endocarditis cases all 
but one (of the fecalis type) had proved susceptible 


to sulphanilamide in vitro, but the phagocytic power 


of these patients was poor, and the blood without 
leucocytes could not deal with.a large number of 
streptococci. Also, lesions in the heart valves might 
be inaccessible to the drug. A derivative of sulphone 
had produced a bactericidal effect in the blood but had 
not sterilised it. The mouse results had been striking 
in meningococcal infection. Mice had been cured of 
a million fatal doses of meningococci by a few doses 
of sulphanilamide. The result of delayed treatment, 
however, was not so good. The drug entered the 
cerebro-spinal fluid in almost as high a concentration 
as in the blood. Clinical results from America showed. 
nine recoveries and one death. In the fatal case the 
fluid had been sterile and the death might have been 
due to toxins produced by the infection. In vitro 
the gonococcus was just as susceptible as the 
meningococecus. Of 47 cases treated in America, 
36 had been cured in less than five days and only 
3 had not responded. The infection had not spread 
after the beginning of treatment. Crean in THE 
LANCET of Oct. 16th had reported a recovery rate 
of 90 per cent. and a shortening of the duration of 
treatment by half. Good results had also been 
reported by German workers with Uleron, a new 
sulphonamide derivative. This seemed especially 
better in gonorrhea in the female. Dr. Anwyl- 
Davies had reported to the Therapeutic Trials Com- 
mittee that no effect had been observed on the 
gonococcus ; this showed the danger of judging on 
a few cases. | 

In typhoid-coli infections the mouse results had 
not been very striking—protection against 10 fatal 
doses and partial protection against 100. One dose 
of sulphanilamide was almost as effective as a number. 
Much better results had been obtained on B. dysen- 
terie Sonne—as good as on any streptococcal infection. 
Clinically, the most striking results were in urinary 
infections by B. coli and B. proteus. Streptococcus 
faecalis, however, was quite insusceptible. There 
was no clinical evidence of the effect on staphylo- 
coccal infections. Sulphanilamide would save 80 per 
cent. of mice from 100 lethal doses of staphylococci, 
but at the end of 48 days half the recovered animals 
had septic abscesses, mostly in the liver and peri- 
toneum. Striking clinical results could not be hoped 
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for. The results, however, with virulent strains were 
better than those of antitoxic serum. The new drug 
uleron was said to be better than sulphanilamide in 
staphylococcal and gas-gangrene infections, though 
one striking cure of gas-gangrene had been reported 
with sulphanilamide. Other workers had made a 
preliminary clinical report on 9 cases of infection by 
Type III pneumococcus where improvement had 
been attributable to the drug. Results on Types I 
and II had been disappointing, but those of a 
derivative of diamino-diphenyl-sulphone were a little 
better, recovered mice being immune. A large 
proportion of mice were saved by sulphanilamide 
given at the time of the infection and a small dose 
of serum given 18 hours afterwards. Cases of 
pneumonia might therefore be given sulphanilamide 
in the interval before the administration of serum if 
the typing could not bedoneatonce. The bactericidal 
effect in the blood in vitro largely depended on the 
presence of the leucocytes. 

Dr. MAURICE Mirman described clinical trials of 
proseptasine, a benzyl sulphanilamide, in scarlet 
fever and erysipelas. These indicated that the 
drug was easy to give, of low toxicity, strikingly 
successful in erysipelas, and relatively ineffectual in 
scarlet fever. | 

Mr. GEORGE DIScOMBE reported on about 100 
cases of complications due to streptococcal infections 
treated with sulphanilamide, benzyl sulphanilamide, 
and a few of the soluble preparations of prontosil. 
No serious toxic effects had been observed. Mild 
cyanosis, sulphemoglobinemia, and methemo- 
globinemia had been noted. Severe hemoglobinemia 
did not appear on low-residue diets and liquid paraffin, 
and methzemoglobinemia might be counteracted by 
methylene-blue. The pigment was completely inert 
towards oxygen and so had little effect. The worst 
cyanosis appeared in patients who had recently 
undergone an operation. 


Prof. ARTHUR GREEN, F.R.S., explained the effect of 
these drugs as possibly due to their differential action 
on the cells of the microbe and the cells of the host. 

Dr. E. P. PouLron summarised an investigation 
in which the titre of the streptococcal infection in 
each case was measured by the Guy’s Hospital 
technique of antistreptolysin titration. The condi- 
tions were chiefly erysipelas and various forms of 
rheumatism and rheumatoid arthritis. Prontosil 
seemed to havesome value in the acute stages. Hzemo- 
lytic streptococcal infection was more often asso- 
ciated with other diseases than was generally imagined 
—e.g., abdominal actinomycosis and B. colt pyelitis, 


Dr. J. C. HoGartHu gave some clinical details of 
the 355 scarlet fever cases mentioned by Dr. Mitman. 


The CHAIRMAN observed that there was no doubt 
about the potency of these drugs or their permanent 
place in therapeutics. It was for the profession to 
discover their limitations and dangers. All the 
speakers had worked with them from the beginning 
and had described first-hand research. 


MIDLAND MENTAL PATHOLOGICAL SOCIETY.—The 
seventh general meeting of this society was held at 
the University of Birmingham on Oct. 28th, with Sir 
Gilbert Barling, the present, in the chair. Dr. F. A. 
Pickworth read a paper, entitled a New Outlook on the 
Physiology and Pathology of Mental and Emotional 
States, in which he endeavoured to correlate capillary 
irregularities in the brain with mental disorder in the 
patient. Dr. P. Bacsich read a paper on rapid and simple 
methods of demonstrating Nissl substance, myelin sheaths, 
and nerve-fibres in consecutive sections of the same 
material. , 


` conditions. 


NORTH-WESTERN TUBERCULOSIS 
SOCIETY 


AT a meeting of this society in Manchester on 
Oct. 28th Dr. GEORGE JESSEL gave a presidential 
address on 


Radiology at a Tuberculosis Clinic 


He began by describing the methods he had employed 
for the last fifteen years at the Eccles clinic which 
served an area with a population of about 367,000, 
containing five dispensaries. He used a single-valve 
apparatus and gave exposures of one-tenth of a second 
at four feet. With such an apparatus uniform chest 
skiagrams of good quality could be produced. Screen- 
ings were done only in connexion with artificial pneumo- 
thorax refills and were seldom used for diagnosis. 
By using lateral and oblique positions he could obtain’ 
nearly always the desired information in doubtful 
cases, and preferred this to stereoscopy. He used 
paper films regularly, and thought them valuable for 
routine re-examination and artificial pneumothorax 
refills. The cost of these films was about half that of 
celluloid films, but he preferred the latter for 
diagnostic purposes. 

It could be argued that radiological methods were 
necessary only when the physician found ordinary 
clinical methods insufficient, but where physical signs 
were absent or slight, valuable time might be lost in 
an attempt to discover the undiscoverable, and X ray 
examination would often reveal distinctive shadows 
when there were no signs. Moreover the regular 
use of radiography helped a physician to check his 
physical signs and enabled the course of a case to be 
followed accurately. Where the interval between 
pneumothorax refills was one week or longer, screen- 
ing should be done before each refill, and the appear- 
ances recorded on a diagram. Skiagrams should be 
taken after refills for record purposes every 6-8 weeks, 
but the intervals could be varied. In 1933 Dr. Jessel 
had pointed out that failure to use radiography in cases 
of suspected fracture ranked as negligence, and 
had suggested that a similar view would soon be taken 
in cases where there were reasonable grounds for 
suspecting tuberculosis. This suggestion had been 
fulfilled by a recent decision of the Court of Appeal 
in Connolly v. Rubra (see Lancet, 1937, 1, 1006). 


Radiography might nevertheless be abused and too 


much reliance might be placed upon it by those 


who had not troubled to learn or utilise the time- 
honoured methods of examination. The disadvan- 
tages that came from reluctance to use X rays were 
(1) the longer time usually needed to reach a diagnosis, 
and (2) the tendency to play for safety and to diagnose 
non-existent tuberculosis. Radiography was, more- 
over, particularly useful in the differentiation of chest 
On the other hand it could not be relied 
upon to provide by itself an accurate diagnosis, and 
often the information it supplied was equivocal ; 
indeed in some respects radiography had tended to 
make the diagnosis of chest diseases more difficult, 
and it was still the man behind the gun, and not the 
gun itself, that counted most. 

Some said that X ray examination should only be 
made by a whole-time radiologist, who would not be 
biased by clinical knowledge of the case. Nowadays 
however many radiologists asked to be supplied with 
information of patients referred to them. Con- 
sistently accurate diagnosis of chest diseases depended 
on assessment of all the available evidence, and 
there was no a-priori reason why the physician making 
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the diagnosis should be biased by clinical examination, 
any more than by radiological findings. A radiologist 
who had no clinical experience and was not regularly 
engaged in clinical work had an insecure foundation 
for his reports. The tuberculosis officer or physician, 
who was regularly radiographing his own cases, was 
constantly checking both his clinical findings and the 
appearances in the skiagrams, and so obtained a good 
working knowledge of the value of both. In sparsely 
populated districts it would, of course, be uneconomical 
to provide an X ray apparatus for each dispensary ; 
but the ideal method was for a member of the tuber- 
culosis medical staff to act as radiologist. A second 
man should be available as deputy, but it was neither 
necessary nor desirable for every medical officer to 
practise radiology. Where an outside radiologist 
was preferred or had to be employed, the nearer he 
was to the clinician the better. Where payment was 
made per capita there was grave risk that, in the 
effort to secure economy, the amount of radiology 
would be unduly restricted. In the past thousands 
of pounds had been wasted by the occupancy of beds 
for the tuberculous by non-tuberculous cases, and 
most of this loss could have been avoided by a rela- 
tively small expenditure on X ray work. In his 
own unit the cost per skiagram had been worked out 
at 9s. 6d. This included depreciation, based upon an 
estimated life for the apparatus of ten years, as well 
as a proportion of the cost of staff salaries, rent, 
heating, lighting, and cleaning. No credit had been 
allowed for screenings to the number of 500-600 a 
year. Granted the existence of an X ray apparatus 
and suitable staff, the cost of each skiagram fell with 
an increase in the number taken, but a wise discretion 
was necessary if the best use was to be made of the 
time and energy of the staff, having regard to their 
other duties, 


HUNTERIAN SOCIETY 


At a meeting held at Apothecaries’ Hall on Nov. Ist, 
with Mr. D. C. Norris, the president, in the chair, 
this society discussed the position of the 


General Practitioner in Midwifery 


The proposition before the meeting was ‘‘ That the 
general practitioner should not be excluded from the 
practice of midwifery.” 

Dame LovIsE McILROY pointed out one or two 
reasons why general practitioners were indispensable 
to a national midwifery service: No one else could 
be summoned in an emergency, or knew so well the 
intimate circumstances of the patient or possessed 
her confidence so completely. No one could so well 
carry out preventive measures; the family doctor 
was the first line of defence. She criticised the whole- 
time service on several grounds. It was uneconomical, 
she declared, to administer any public service, and 
it would never be possible to accommodate every 
parturient woman in hospital. Mass-production 
methods, moreover, were not suitable for the expec- 
tant mothers of the country ; they needed individual 
attention. There was no continuity of supervision 
between many antenatal clinics and the maternity 
service: in hospital the mother met a different group 
of doctors and nurses and had to begin all over 
again. While the whole-time medical staff were 
pledged to secrecy, their clerical assistants were not. 
Any clerk might disclose the admission of a patient 
for an illegitimate birth or an abortion, and the 
patient had therefore no feeling of confidence in the 
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hospital. Psychology was nowhere more important 
than in conditions affecting the reproductive functions ; 
the family doctor was a friend and adviser to whom 
the mother would tell her intimate anxieties and 
worries, but this valuable relationship was absent 
from the whole-time service. It was unfair to say 
that the general practitioner was incompetent to 
deal with midwifery practice, and to compare his 
skill with that of the professor who had an expert 
staff and modern equipment. The clinic should help 
the family doctor and make him part of its scheme. 
One London borough maintained a “ flying-squad °° 
which the general practitioner could summon, and 
allowed him to follow his patients into hospital. 


Dr. W. H. F. OXLEY declared that, although he 
was in charge of a large maternity service, he was and 
always would be a general practitioner. After an 
ineffective campaign, lasting ten years, to reduce 
maternal mortality, most of the administrators and 
the public had come to the conclusion that the man 
to be blamed was the general practitioner. Three or 
four years ago the Minister of Health had appointed 
two of the higher members of his hierarchy to make 
a “field investigation” in an area where the mor- 
tality had been exceptionally high. They had at 
length published a beautiful report 350 pages long, 
written in perfect English and full of statistical 
tables. The only factor they had been able to incrimi- 
nate had been the weather. They had therefore 
immediately taken the line of least resistance and 
blamed the general practitioner more than he had 
ever been blamed before, and had recommended 
that the local authority should be empowered, in 
consultation with the local medical profession, to see 
that the best local skill was available for women who - 
required it. This meant that the mother should 
have only that medical skill which was thought to 
be best by the medical officer of health and two or 
three of the local profession, and that the average 
general practitioner should be prevented from coming 
to help the midwife. Nothing could be more unfair 
than that the medical officer of health should be able 
to take away from a general practitioner his existing 
right to practise midwifery among the working 
classes, but this would happen if the Midwives Act, 
1936, was the success which all hoped it would be. 


SOME FIGURES FOR RECOVERY 


The Ministry of Health was one of the greatest 
sinners in promulgating false statements. One of the 
worst of these was the figure for maternal mortality, 
which was exaggerated by 10 or 15 per cent. through 
the inclusion of abortion deaths. It was 3-81 per 1000, 
and ought to be 3. The recovery rate was therefore 
99-7 per cent. In a condition in which the whole of 
the woman’s metabolism was vitally changed, and 
which was beset with pitfalls, this was a marvellous 
figure, and the credit for it was due to the general 
practitioner. Of the remaining 0-3 per cent., only 
half, or 0-15 per cent., of cases were considered by 
the Maternal Mortality Committee to be preventable, 
and then only when the woman did what she was 
told, the midwife obeyed her rules, and the general 
practitioner never made an error and always had a 
good specialist, ambulance service, and hospital 
behind him. Given all those conditions, the general 
practitioners might increase the recovery figure from 
99-7 to 99-85 per cent.—a superhuman approach to 
perfection. Premature use of forceps was extremely 
rare, but some local authorities quite illegally refused 
to pay more than 10s. for a night and 5s. for a day 
visit if the doctor did not put on forceps. Only if 
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he did so would they pay the statutory two guineas. 
Critics of the general practitioner also said that he 
did not know the treatment for post-partum hemor- 
rhage. If the regulations of the General Medical 
Council were followed, he should have attended 
twenty cases under supervision. If they were not, 
the fault was that of the teachers, who hardly had 
the right to say that their pupils did not learn any- 
thing. In conclusion, Dr. Oxley pleaded for collab- 
oration, and permission to do midwifery work for 
those general practitioners who desired to do it; 
they should also have opportunities of post-graduate 
instruction, the assistance of a consultant, and entry 
to antenatal and obstetrical clinics in order to observe 
modern methods. 

Prof. J. M. Munro KERR considered that the 
debate ought to have been held on “ The place of 
the general practitioner in the practice of midwifery.” 
No one would be so foolish as to advocate that the 
general practitioner should be excluded; on the 
other hand no one conversant with the matter would 
be so foolish as not to admit that the changes of recent 
years called for adjustment. Forty years ago the 
general practitioner had been responsible for 90 per 
cent. of all births, but the work had made such inroads 
on his time that he had delegated most of it to assis- 
tants, who then as now had not been trained to do 
operative midwifery. It was not practicable to give 
them this training, and that was why the midwifery 
service needed experts. A great change had started 
with the Midwives Act, 1902, which had created a 
body of certified midwives into whose hands the 
bulk of the domiciliary practice in the large industrial 
areas had soon passed. Antenatal clinics and muni- 
cipal hospitals had continued the detachment of 
the general practitioner from midwifery. Without 
constant clinical experience no doctor could practise 
any branch of medicine satisfactorily. The number 
of practitioners who could be accommodated in the 
maternity service of any locality was limited. There 
was not enough obstetrical work to give every local 
practitioner the continuous practical experience he 
needed to train himself as an expert. Some local 
authorities were actually, against the intention of 
the Ministry, inviting all local practitioners to enlist 
in the service. Only a limited number of general 
practitioners did surgery, and the adjustment between 
general practitioners and surgeons had taken place 
quietly and without ill-feeling. Obstetrics should be 
placed on a similar footing, at any rate in large 
areas, and the simple law of supply and demand would 
do the rest. 

The general practitioner claimed that at all events 
antenatal work was a medical matter and that he 
was qualified to undertake it. Unless, however, he 
undertook intranatal care as well, there would 
be dual control. He also declared sometimes that he 
merely wished to assist the midwife if complications 
developed. Often, however, it was impossible to 
determine the exact nature and degree of the difficulty 
until the patient was anesthetised. Direct contact 
should be established between the midwife and the 
expert—the pure specialist or the practitioner who 
had trained himself in obstetrics after graduation. 
There should be no middle-man with a working know- 
ledge but little practical experience. A considerable 
number of general practitioners did not wish to do 
midwifery practice but might be compelled to do so 
because others in their locality did not wish to give 
it up. The public could not have both choice of doctor 
and experts in obstetrics. Mothers in general would 
not object to a limitation of choice. well-to-do 
women and the wives of general practjtjoners were 


HUNTERIAN SOCIETY 


0 


[wov. 6, 1937 1079 


now nearly all attended by specialists. A new 
orientation to all medical practice was needed. It 
was impolitic for the general practitioner to try to 
perpetuate his position as a jack-of-all-trades. He 
was the greatest of all specialists. No body of men 
was held in higher regard, but the best of them were 
primarily physicians. Moreover, obstetrical specialists 
had a right to a fair share of practice. 

Sir Comyns BERKELEY thought it would be a 
catastrophe to eliminate the general practitioner 
from anything, but insisted that he should be com- 
petent. He knew many doctors who had been in 
practice for many years and were not competent. 
Teachers did all they could theoretically, but knew 
quite well that many students at qualification were 
not competent in the clinical practice of midwifery, 
although they might be qualified by law to undertake 
it. Much bad midwifery was done in the country. 
The general practitioner who intended to practise mid- 
wifery should have post-graduate training. Patients 
with a medical or surgical emergency could nearly 
always be moved to hospital, or a consultant could 
be brought quickly. This was not true of midwifery 
practice, and a newly qualified man might be faced 
with an emergency more dangerous and difficult than 
a major surgical operation. He agreed with the 
requirement of the Ministry of Health that local 
medical practitioners should form a committee with 
the local authority and set up a panel. The local 
profession would then have a discretion of which 
critics of the plan would deprive them. Finally, he 
suggested that Dr. Oxley had forgotten the platitude 
about the stable door. 

Dr. KENNETH MCFADYEAN said that if his diploma, 
given him by the hands of Sir Comyns Berkeley, 
was rubbish, what about the qualifications of his 
teachers ? In twenty years’ practice he had had only 
one death and had only called in a consultant in 
seven cases, in five of which the consultant had been 


wrong, and in none of which he had done anything. 


Dr. McFadyean had delivered his own three children. 
Only once had he put forceps on with an undilated 
cervix, and that had been on the advice of one of 
the most eminent obstetricians of the day. The 
general practitioner was probably well taught and 
conducted his confinements with remarkable success. 

The PRESIDENT recalled that he had once seen in 
the East End a shop shared by a dentist and a mid- 
wife, who had placed between the inscriptions 
of their names a sign ‘‘ Painless Extractions.” He 
held this out as a symbol of a desirable spirit of 
collaboration. 


SocIETY OF PHYSIOTHERAPISTS. — The annual 
general meeting of this society, which incorporates 
the Association of Registered Biophysical Assistants, 
was held at the Langham Hotel, London, on Saturday 
last. The chairman said that the establishment of 
the Board of Registration of Medical Auxiliaries had 
been a valuable stepin safeguarding the future professional 
interests of medical auxiliaries: They must, however, be 
united into one association ; lack of such unity in the past 


was largely responsible for “the unqualified practice - 


which is rife to-day and which has done so much to bring 
physiotherapy into disrepute.” Mr. A. M. A. Moore, 
assistant surgeon to the London Hospital, expressed his 
strong approval of the National Register of Medical 
Auxiliary Services. *“‘ If I were asked,” he said, “ what I 
considered to be the chief réle of the medical auxiliary, 
I would say the restoration of confidence in the patient.” 
The physiotherapist codperating with the doctor could do 
much, for example, in the re-education of an injured 
limb, and there were now many forms of physiotherapy 
all of which, if appropriately administered, could be of 
great value to the patient. l 
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REVIEWS AND NOTICES OF BOOKS 


Lumley’s Public Health 


Eleventh edition. By Sir JOSHUA SCHOLEFIELD, 
K.C., one of His Majesty’s counsel of the Inner 
Temple ; ERSKINE SiMES, M.A., Barrister-at-Law 
of the Inner Temple; CHARLES E. SCHOLEFIELD, 
Barrister-at-Law of Lincoln’s Inn; and A. N. C. 
SHELLEY, M.A., B.Chir., Barrister-at-Law. London : 


Butterworth and Co., and Shaw and Sons. 1937. To ` 


be published in 4 vols., £16 16s. Vol. I. Pp. 1299. 


THE enactment of the Public Health Act, 1936, 
set a puzzling problem to the editors and publishers 
of Lumley’s Public Health Acts. The new statute 
largely repealed and replaced the principal Act of 
1875 and its successors with effect from Oct. Ist, 
1937. The immediate task was to produce before 
that date a new edition containing an annotated text 
of the new law. This first step has been taken. A 
few weeks ago there appeared a heavy volume com- 
prising not only the Public Health Act of 1936, but 
also (to explain the constitution and functions of 
health authorities) the Local Government Act of 
1933. But what is the next step? Parliament did 
not make a clean sweep in 1936 when it pulled down 
and rebuilt a large part of public health legislation. 
Much of the old 1875 fabric remains standing. Yet 
it would be waste of time to republish it in the new 
Lumley -because this residuum will presently dis- 
appear. The Ministry of Health has exemplary 
intentions and excellent architects. The plans for 
completing the reconstruction of the law are in the 
pigeon-holes, though nobody can safely prophesy 
when the work will be done or what it will look like. 
Meanwhile additional improvements are altering the 
outline of the 1936 design. As recently as last July 
there was fresh legislation on public health in respect 
of factories, of the drainage of trade premises, and 
of hydrogen cyanide fumigation. The publishers of 
the new Lumley had to go to press before these latest 
developments had taken shape. Even without these 
their book is big enough. It is put forward as 
“ Volume I” of a new edition; we are promised 
three more volumes some day, though we cannot be 
told what the volumes will contain—only that the 
prospective set of four will cost the formidable price 
of sixteen guineas. We cannot expect that sub- 
stantial publications of this nature will be cheap. 
We have no doubts either of the perseverance of the 
learned editors or of the good faith of the publishers. 
The promised books willappear. They will qualify us 
to discharge the duties of good citizenship. We must 
resist the temptation to say, as the chief captain said to 
St. Paul, “with a great sum obtained I this freedom.” 

The editors of this first volume have unquestion- 
able qualifications, The captain of the team, Sir 
Joshua Scholefield, K.C., has been associated with 
four previous editions. His labours this time were 
_ probably the hardest. The 1933 and 1936 Acts were 
not pure consolidation ; they contained an important 
but inconspicuous element of amendment. All the 
old decisions had to be reconsidered. As an instance 
of the resultant difficulty we find the editors repeating 
a string of references to cases on tenure of office and 
the power to dismiss officers at pleasure, leading up 
to Brown v. Dagenham JU.D.C. But they have to 
warn us that these cases were side-tracked by Section 
121 of the 1933 Act. Their work is faithfully done. 
In ten or twenty years’ time, when the legislative 
structure is really complete, the transitional lay-out 
of the new Lumley may be replaced by something 


more definitely planned. But, if the time ever comes 
when the law is clearly and finally rewritten, Parlia- 
ment will at once begin to alter it all again. It is a 
depressing thought. 


Verz6gerte Knochenbruchheilung und Pseud- 
arthrosenbildung . | | 
By Prof. Dr. GEoRG Branpt, Vorstand der chirur- 
gischen Klinik des Stadtischen Krankenhaus, Mainz. 
Leipzig: Georg Thieme, 1937, Pp. 175. R.M.14.80. 
THis book begins with an informative study of 
the biology of bone formation leading to a discussion 
of congenital non-development and non-union. In 
these allied conditions it is extremely difficult to 
secure union, but the author is able to quote cases 
in which it has been-achieved. In the section on 
causation, he points out that constitutional conditions 
like rickets, old age, and endocrine defects, though 
they may make the bones brittle, by no means exclude 
union of a fracture, nor does sepsis of the milder 
grades, though with vitamin deficiency or over- 
dosage it is a common cause of delayed union. In an 
analysis of the mechanical factors leading to non- 
union in each of the long bones in turn, Prof. Brandt 
suggests that the commonest single cause of non- 
union is unphysiological stress at the site of fracture, 
and gives convincing case-records and radiograms to 
prove his point. He explains the existence of two 
opposing schools of treatment—early movement 
versus prolonged and complete fixation—by the thesis 
that physiological stresses on the fracture from muscles 
acting in a normal axis are helpful, and that shearing 
or rotary forces delay, if they do not entirely prevent, 
bony union. This seems a reasonable explanation, 
and supports the plea for a most accurately moulded 
plaster-splint. In regard ta splinting, the author 
approves the unpadded Böhler plaster for routine 
work, but recognises its dangers in operations likely 
to be followed by much swelling, for which he 
recommends a wool padding carefully applied. 
In pleading for fixation adequate in extent as 
well as in duration of application, Prof. Brandt 
shows how injurious is any attempt to move stiff 
joints in the neighbourhood of soft callus, which 
tends to yield before the joint adhesions do. 
Another factor, discussed at length, is the tensile 
effect of a bone running beside the injured one and 
itself unbroken, or early united without shortening. 
A number of cases are quoted where mere division 
and shortening of such a bone has led to union of 
its neighbour, even though muscle appeared to have 
supervened between the ends of the latter, In Prof. 
Brandt’s view the intervention of soft tissue between 
the bone ends need not inevitably cause non-union, 
and he points to myositis ossificans as evidence that 
bone cells can make their way through muscle. He 
also quotes cases where osteotomy of thé injured 
bone, away from the seat of fracture, with the aim 
of reducing mechanical stresses has led to union at 
the original fracture; and he reminds us that mere 
rawing of bone ends, without subsequent splinting, 
seldom leads to union. He gives repeated warning, 
both in the text and illustrations, of the futility of 
depending on local fixation alone, whether by bone 
plate, screw, or autogenous graft, and also reminds 
us that the femur is not a bone suited to plaster 
treatment in the early stages, but that it requires 
traction over a long period, and for this he recommends 
Kirschner wire. For the treatment of bone infection 
the author advocates the same fixation and treat- 
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ment without dressings which is successful in spon- 
taneous osteomyelitis. He also approves the bridged 
plaster (which those who follow the technique of 
Winnett-Orr find unnecessary and seldom satisfactory) 
and the use of windows for an occasional dressing of 
the wound, but does not refer to the admirable open- 
air treatment of Béhler with protection by a wire 
cage, which results in the rapid drying up even of 
sodden wounds. 

This important book is generously illustrated. It 
contains no startling new discoveries as to the causation 
or treatment of non-union of fractures, but the sub- 
ject is fairly and thoroughly discussed, throwing new 
light on it from some unusual angles, while it also 
provides a summary of a mass of Teutonic literature. 
Even the scientific world seems. to suffer in these 
days from excessive nationalism, for in spite of inter- 
national societies and journals, too many workers in 
every country are evidently only familiar with 
articles written in their own language. 


Synopsis of Obstetrics and Gynzcology 


Seventh edition. By ALEcCK W. Bourne, M.A., 
M.B., B.Ch., F.R.C.S., F.C.0.G., Consulting Obstet- 
ric Surgeon, Queen Charlotte’s Hospital, London ; 
Obstetric Surgeon, St. Mary’s Hospital, London. 
Bristol: John Wright and Sons ; London: Simpkin 
Marshall. 1937. Pp. 452. 165s. 


THROUGHOUT this book in spite of its modest title 
the information given is full enough to enable 
the reader to get a clear idea of how to undertake 
the care of a patient. It is therefore deservedly 
popular with practitioners as well as with students 
reading for examinations. The subject matter is 
sound and the omissions negligible. In this 
edition the author has included details of the 
use of Prontosil and of mandelic acid, and the 
sections that deal with endocrinology are brought 
up to date. The chapter on the management of 
labour. in a minor degree of pelvic contraction is 
specially good. It contains practical advice, obviously 
the outcome of a wide experience; in many larger 
text-books the pupil receives instructions that are 
neither so lucid nor so precise. There is every reason 
to believe that this volume will continue to be exten- 
sively used for quick reference or revision. 


Failure of the Heart and Circulation 


By Terence East, M.A., D.M., F.R.C.P., Physi- 

cian, King’s College Hospital and Woolwich 

Memorial Hospital. London: John Bale, Sons 
m and Curnow. 1937. Pp. 130. 2s. 6d. 


OUR conception of what happens in the circulation 
when the heart fails, and of what can be done to 
prevent or relieve failure in its various forms, has 
altered radically during the working life of the senior 
practitioners. It is therefore by no means an easy 
task to explain this complex process in terms which 
will appeal to the doctor as well as to the modern 
student. In this little book Dr. East has sought 
mainly to elucidate the signs met with at the stages 
when successful treatment is still possible, and 
especially to show how they can be detected at the 
bedside without special apparatus. Thus the hista- 
mine and sodium cyanide tests for the rate of blood 
flow and the estimation of raised venous pressure 
by the filling of the veins in the neck are described in 
detail, while electrocardiography is scarcely men- 
tioned. Those who want to study the author’s views 
on the supplementary information to be obtained 
from electrocardiography can do so jn his joint 
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contribution to Messrs. J. and A. Churchill’s Recent 
Advances Series.? 

The early evidences of failure of the left ventricle— 
dyspnea, persistently raised pulse-rate, gallop rhythm, 
slowed pulmonary circulation, and alternation of the 
pulse—are clearly differentiated from those of failure 
of the right—enlargement and tenderness of the 
liver, edema, cyanosis, and evidence of enlargement 
of the right auricle. There are chapters on the special 
problems associated with thyrotoxicosis and preg- 
nancy ; heart failure is not, according to Dr. East, 
to he regarded as an indication for the induction of 
abortion. Treatment of heart failure in general 
is discussed in detail, with tables of diets suitable 
for early and advanced cases, and a scheme of mas- 
sage and exercises for use in after-treatment. In 
the section on prognosis the author insists upon the 
importance of turning a cheerful face to the patient, 
if not to his friends, and notes encouragingly that in 
this condition the response to treatment is often a 
pleasant surprise even to the medical attendant. 
The larger the heart the worse the outlook, however, 
and a persisting pulsus alternans, gallop rhythm, or 
cdema must always be grave signs. Though much' 
of the information provided in this slim volume is 
necessarily sketchy, a few hours given to its perusal 
is likely to clarify the ideas of all but experts on a 
common condition often mismanaged. 


Scientific Basis of Physical Education 


By F. W. W. GRIFFIN, M.A., M.D., Ch.B., Medical 

Adviser to the Incorporated Lucas-Tooth Boy’s. 

Training Fund; Editor, C.S.M.M.G. London: 

Humphrey Milford, Oxford University Press. 1937. 

Pp. 203. 7s. 6d. 

Tus little book provides in simple language a 
summary of recent pronouncements on every phase 
of human physical activity. The author points out 
that physical exercise involves the activity of many 
complex mechanisms, and that failure to understand 
them completely has injured some persons by strain, 
and failed to enhance the vitality of others. Although 
Ling, in devising his system, made a careful study 
of the scientific knowledge then available, progress 
since his day in the sciences of anatomy, dynamics 
of movement, and psychology have provided us with 
facts that revolutionise our conception of bodily move- 
ment. It is these facts which are here analysed and 
assessed. Dr. Griffin does not regard the problem of pro- 
viding suitable physical training for all classes a simple 
one, and he pleads repeatedly for organised and coördi- 
nated research by gymnasts, medical practitioners, 
and administrators. It is to be hoped that in the allo- 
cation of Government grants the need for further syste- 
matic research on a large scale will not be overlooked. 

The chapters deal with the structure, chemistry, 
and mechanics of muscle (including the difficult 
question of muscle tone), respiration (including tests 
for respiratory efficiency), and the effects of exercise 
on the heart and circulatory system. The nervous 
and psychological factors in muscular action are 
fully discussed. In the chapters on bodily posture 
no reference is made to the pioneer work of Gold- 
thwait of Boston and his classification of physical 
types. This is especially unfortunate, because Dr. 
Griffin’s classification of types seems to be based 
entirely on outside appearances, and it savours more 
of the ill-defined ‘‘ humours” of medieval writers 

1 Recent Advances in Cardiology. Third edition. By 
Terence East, M.A., D.M., F.R.C.P., physician, King’s College, 
Hospital; and Curtis Bain, M.C., DM., M.R.C.P., physician, 


Harrogate General Hospital. London: J. and A. Churchill. 
1936. Pp. 350. 128. 64a. 
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than of the well-ascertained facts recorded in the earlier 
chapters. The few diagrams are clear and useful. 

The little book should do much to forward its 
author’s aim of making such knowledge as we have 
more widespread. 


A Surgeon’s Pocket Book 
Second edition. By H. S. Souttar, D.M., M.Ch. 
Oxon., F.R.C.S. Eng., Surgeon to the London 
Hospital. London: William Heinemann. 1937. 
Pp. 285. 78. 6d. : | 
THE title of this manual is ambiguous ; we doubt 
if any surgeon will take it about with him for 
reference; but as a ‘refresher’? to be carried in 
the pocket and read at odd moments it can be 
thoroughly commended to the undergraduate. It 
is a true pocket book in size and weight. This new 
edition has been improved by the inclusion of some 
of the plates from the author’s larger text-book, 
the ‘‘ Art of Surgery.” 


Pathology of High Altitude Climate 


With Contributions to the Climatology of Highland 
Regions and to the Constitution of High Altitude 


Inhabitants. By A. Loewy, late Professor of the. 


University, Berlin; and E. Wirrkower, M.D. 

Berlin, L.R.C.P. & S. Edin., formerly Lecturer of 

the University, Berlin, and Halley Stewart Research 

Fellow of the University of London. London: 

Humphrey Milford, Oxford University Press. 

1937. Pp. 212. 12s. 6d. 

TuE pathological processes associated with reduced 
barometric pressure are receiving so much attention 
from so many angles that a review of present know- 
ledge is a labour-saving device of some importance. 
Dr. Loewy, the former director of the Swiss High 
Altitude Research Institute, and Dr. Wittkower, 
who worked there with him, have obviously brought 
to the production of their book a considerable know- 
ledge and a gigantic industry, which must receive 
recognition even by those—and there will be some— 
who are troubled by their stilted phraseology. 

Beginning with a section on the peculiarities of 
the climate of high altitudes, in which is discussed 
every meteorological variation from barometric 
pressure to dust and electrical phenomena, they con- 
tinue with one on the effect of high altitudes on the 
constitution of the inhabitants. The meteorologist 
' may find the first section somewhat superficial, but 
the second section in spite of occasional obscurities 
and inaccuracies covers its ground admirably. It is 
doubtful whether the authors really mean what they 
say in the sentence “ whereas normally the tempera- 
ture varies in proportion to the intensity of solar 
radiation, it is inversely proportional to it on ascend- 
ing to high altitudes, decreasing with increasing 
altitude.” Himalayan climbers would hardly agree 
that 13,500 feet is “ the limit of rarefaction of the air 
that can be endured without complaint.” In a 
formidable list of references we can find no source 
for the information that the alveolar oxygen pressure 
at 23,300 feet is 40 mm.; nor for the categorical 
statement that a change of function occurs in the 
suprarenal glands at altitudes still greater than those 
in the Alps. In discussing longevity, the authors 
conclude that this is greater at great altitudes, but 
make no mention of the evidence to the contrary to 
be found in Tibet. 

A third section dealing with the diseases occurring 
in high altitude countries might well have been 
omitted. In such a book there is very little value in 
generalities about measles, for example; and the 
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reader experiences a sense of relief at the information 
that “this is not the place to consider the nature 
and pathogenesis of rheumatic diseases.” What is 
said, moreover, suggests that not only is this not the 
place but that these are not the authors. The space 
occupied with such superficialities might well have 
been devoted to a fuller discussion of specific moun- 
tain diseases. The description of symptoms suffered 
by members of the second Everest Expedition (the 
only one mentioned) is inaccurate and even mis- 
leading. In discussing heat loss the authors give the 
figures of Diringshofen but make no mention of the 
later work of B. H. C. Matthews. Further sections 
deal painstakingly with the mortality in individual 
highland regions, transitional diseases, and the 
curative effects of mountain climate; but by this 
time the authors are beginning to flag and only a page 
and a half is given to “a few conditions which not 
infrequently occur on ascending to higher altitudes.”’ 

Drs. Loewy and Wittkower are ‘to be con- 
gratulated on the production of a book which, in 
spite of certain sins of omission and commission, is 
a source of much information not easily available. 


Microtomist’s Vade-mecum 


By ARTHUR BOLLES LEE. Tenth edition. Edited 
by J. B. GATENBY, M.A. Dubl, D.Phil. Oxon., 
D.Sc. Lond., Professor of Zoology and Compara- 
tive Anatomy, Trinity College, Dublin; and T. S. 
PAINTER, A.B. Raonoke, A.M., Ph.D. Yale, 
Professor of Zoology, Texas University. London : 
J. and A. Churchill. 1937. Pp. 784. 30s. 


SINCE its first publication in 1885 the Vade-mecum 
has been a classic, used and loved by thousands of 
histologists. It has been used because it gave such 
goodly instruction in the art and craft of cutting and 
staining sections, and it was loved for the kindly 
personality which looked out from the pages. There 
was too something attractively mysterious in the 
fact that hardly anyone in England had ever seen 
Arthur Bolles Lee, and that he seemed to have no 
attachment to any academic institution. He was 
indeed one of the shining Victorian amateurs, and 
after a childhood near Alton and a young manhood 
in Foxe’s house at Waltham Abbey he spent the 
rest of his life as an independent gentleman in Switzer- 
land, coming to public notice only in the seven 
successive editions of his book. It is therefore parti- 
cularly pleasing to find a portrait of him in the present 
edition which shows just the kind of amiable face 
that the reader would expect ; we could wish however 
that Prof. Gatenby had given rather more details 
of his life than he has included in his preface. Every 
new edition of the Vade-mecum has omitted much 
and added much, and this tenth edition is quite dif- 
ferent from the ninth in many ways; the most 
notable addition is a section on plant technique and 
a number of those who collaborated in special chapters 
have given place to others; small changes are scat- 
tered all through. But some of the old still remains— 
e.g., the recommendation that those in want of a 
paraffin oven should consult the price lists of Jung 
and Gribler and Hollborn. The individuality of 
the book has gone and it now inspires more 
admiration than affection; that was inevitable, but 
its latest incarnation will be as indispensable to the 
microtomist as its predecessors. Happiest is he who 
has a complete set of the series, for the older editions 
contain much of interest that has had to give room 
to new methods, and it is only in the fourth that one 
may read the cautionary tale of the friend who 
golgified a potato. l 
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THE CAUSE OF EPIDEMIC DROPSY 


EPrmpemic dropsy is an ill-defined disease that 
closely resembles the wet form of beri-beri but 
differs from it in the presence of gastro-intestinal 
irritation, a peculiar mottling of the skin, and 
hemorrhages from mucous surfaces, and in the 
absence of peripheral neuritis and the character- 
istic deep hyperesthesia of the calf muscles. It 
is almost confined to the provinces of Bengal, 
Assam, Bihar, and Orissa in India, and to emigrants 
from those areas. It was first recognised in 


Calcutta in 1877, since when epidemics have been 


fairly frequent, and it was the recorded cause of 
deaths in that city in every year from 1905 to 
1931. Its causation has given rise to much 
speculation, but of late years general support has 
been given to the three theories which ascribe 
the disease either to contact infection with a 


specific intestinal organism, to the effects of 


ingested mustard oil containing some poisonous 
substance, or to “ diseased ’”’ rice. Of these the 
last is the theory that at present holds the field 
and is the basis of administrative action. Accord- 
ing to this rice theory, which was suggested by 
ACTON and CHopra! in 1925, toxins are produced 
in stored rice by the action of organisms of the 
Bacillus vulgatus group. CHOPRA and Bose? 
have shown that such organisms are capable 
of elaborating a toxin resembling histamine in its 
powerful action upon capillaries, and Kirwan? 
has actually isolated histamine from the fluid 
of epidemic dropsy glaucoma. 


Strong support for the mustard oil theory has 
now been provided by the investigations of LAL, 
Roy, and GuHosaL ‘* of the All-India Institute of 
Hygiene and Public Health at Calcutta. Between 
February, 1935, and April, 1936, they made a house- 
to-house inquiry into outbreaks in seven different 
centres. They found that the disease affected 
mainly middle-class adults, especially Bengalis 
and those following their dietetic habits. Those 
who habitually drank the water in which their 
rice was boiled were less liable to be affected than 
those who did not, and there was no evidence that 
those affected had obtained their rice from a 
common source or that their rice showed a higher 
proportion of opacities (which are usually assumed 
to be signs of infection) than that of the general 
community. Laboratory investigations into the 


1 Acton, H. W., and Chopra, R. N., Indian med. Gaz. 1925, 


* Chopra, R. N., and Bose, S. C., Ibid, 1933, 68, 605. 
an, K. W. O'G., Ibid, 1935, 70, 485. 
‘Lal, R. B., Roy, S. C., and Ghosal, 8. C., indian J, med. Res. 
1937, 25, 163. 
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infection of rice grains showed that Gram-positive 
spore-bearing proteolytic bacilli could be isolated 


from both opaque and non-opaque grains but that 


no growth was obtained from the interior of either 
if their surface was first disinfected with corrosive 
sublimate. Attempts at producing opacities in 
healthy grains by infecting them with the Bacillus 
vulgatus failed; and finally typical “ diseased ” 
opacities were found in samples of rice collected 
from areas where epidemic dropsy is unknown. 
All this evidence was negative, and so was the 
observation that the incidence was highest in those 
families that were least congested—the reverse 
of what would be expected with a contagious disease. 
Now, however, we come to the positive findings. 
The Bengalis, who were most susceptible, are the 
main consumers of mustard oil, and it was found 
first that there were nd cases among non-consumers 
of that oil and secondly that the incidence increased 
with the amount of oil consumed. Experiments 
were undertaken among volunteer convicts in 
Calcutta jails and in one of them all the six persons 
who were given “ suspected ” mustard oil developed 
characteristic symptoms after from 5-6 days, 
while the controls remained healthy. 


This work therefore supports the view that the 
disease is due to some substance, probably a 
chemical poison, occurring in certain consignments 
of mustard oil. Its nature and origin and a test 
which can be used to demonstrate its presence 
remain to be discovered. In the meantime, it 
should be possible in future epidemics to 
incriminate a particular batch of oil and, by 
withdrawing it from sale, to limit the spread of 
the disease. 


SANS PEUR ET SANS REPROCHE 


Farra, hope, and charity would encourage the 
idea that, if a medical man does an honest day’s 
work and endeavours to practise the simpler 
virtues, he may expect to live his life without fear 
and without reproach. As for reproaches, there is 
no certainty of reputation till death applies the 
benevolent rule of nil nisi bonum. As for fears, 
experience unhappily indicates that the con- 
scientious practitioner is optimistic indeed if he 
trusts to be immune from anxieties alike unwelcome 
and undeserved. In a recent report’ of one of 
the medical defence societies the solicitors definitely 
state that there is no justification whatever for the 
majority of claims made against members of the 
society. In 21 cases a claim or counterclaim 
alleging negligence was ultimately abandoned : in 
only one case where such a claim was fought out 
in court did the complainant succeed. Is there 
any vocation which, to the same extent as the 
medical profession, is made the target of unjusti- 
fiable and speculative litigation? If a barrister 
should make a mistake, a convenient rule of law 
forbids him to be sued. Other professions, if not 
protected in so absolute and enviable a manner, 
seem somehow to escape the threats of what might 


1 Presented to the annual gencral meeting of the Medical] 
Defence Union on Oct. 28th. 
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almost be called the blackmail of legal process. If 
the surgeon or physician be negligent, it is reason- 
‘able that he should pay compensation for any 
lapse from the standard which he professes. But 
if, on a reasonable examination of the facts, he has 
not been at fault, is it fair that medical men 
should, beyond all others, be distracted by having 
to devote time and money to repel attacks which 
should never have been made ? 

The solicitors to the society already mentioned 
summarise a few typical cases. Doctors are often 
called upon to examine a claimant on behalf either 
of his employers or of an insurance company. 
Honest claims are doubtless the general rule. 
Where, by way of exception, a man exaggerates 
his symptoms, he faces the examining doctor in a 
spirit of hostility ; if the claim be unjustified, he 
seeks to discredit the examiner. Thus one claimant 
alleged that the doctor made defamatory state- 
ments about his moral character. Another said 
that the doctor removed a chair as he was about to 
sit down, causing him to fall and sustain serious 
spinal injuries. A third, a woman, complained 
that the doctor had torn her clothes and twisted 
her arm. After the defence society’s solicitors had 
investigated the facts and resisted the claims, the 
complainant took no action in any of these 
instances. In the third the doctor’s emphatic 
denial was supported by the complainant’s own 
medical attendant who was present at the examina- 
tion ; the disclosure of this fact to the woman’s 
solicitors did not at first stop the threat of legal 
proceedings, though finally the claim was dropped. 
Trivial as these incidents may be, each one must 
have caused anxiety. There are few persons who 
enjoy litigation, even when it is successful. A 
professional man does not welcome this kind of 
publicity. 

If medical men have a genuine grievance in this 
respect, where may we look for a remedy? We 
can scarcely ask legal practitioners for a more 
sympathetic treatment. Solicitors, as officers of 
the Supreme Court, will be alert to see that the 
machinery of justice is not abused; but they 
are bound to do their best for their clients and it 
is human nature to begin by claiming the maximum. 
There is existing procedure for insisting upon 
security for costs in vexatious actions; but 
plaintiffs are often impecunious and no system of 
stipulating for a substantial deposit seems likely to 
.be favoured. ‘There is little hope that Parliament 
would extend to general medical practice the 
prima-facie protection given by Section 330 of the 
Lunacy Act to those who certify a mental patient. 
Another valuable precedent is the Reference 
Tribunal which inquires into irregularities in the 
prescription and supply of dangerous drugs by 
medical practitioners. This, again, is unlikely to 
be developed in the direction of conferring an 
ampler jurisdiction on the profession where allega- 
tions are made against its members. If all such 
avenues are closed, it should not pass the wit of 
man to right a wrong. It is wrong that the doctor 
whose practice is above reproach should not be 
enabled to practise without fear. 
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FRACTURES IN THE ANTERIOR FOSSA 


OnE of the most dangerous lesions arising from 
injury to the skull is a fracture of the cribriform 
plate ; for it is usually associated with a tear of the 
overlying dura mater. The reason for this is that 
the inner periosteum of the plate is the thinnest 
part of the dura and is firmly anchored by its exten- 
sions through the bone along the olfactory nerves. 
It is remarkable how the dura may remain intact 
beneath extensive fractures of the vault of the 
skull, but in this part of the base it will be torn 
by a fracture caused by quite a small force. When 
this happens there is usually a discharge of cerebro- 
spinal fluid from the nose; and a serious risk of 
intracranial infection. Discussing these injuries 
Prof. Huen Catrns + divides them into three groups 
—those in which cerebro-spinal rhinorrhea comes 
on in the acute stage of a head injury, those in 
which it comes on as a delayed complication, and 
those in which it is produced during intranasal 
operation. He describes a number of cases in detail, 
including three fatal cases and two with early 
cerebro-spinal rhinorrhea which recovered without 
operation. These two cases show that, in com- 
pound fractures of this region, urgent surgical 
treatment is not always requiréd in order to prevent 
intracranial infection in the acute stage. Mr. 
Carns says of this group that greater accuracy 
of radiographic diagnosis is necessary and that, 
if fractures of the anterior fossa can be adequately 
displayed, the case for surgical intervention in 
the acute stage becomes much stronger than it 
has hitherto been. In the presence of old sinus 
infection operation should be done at once if ‘the 
patient is seen immediately after the accident. 

In the second group 3 cases are described. 
One patient died from cerebral abscess and 
meningitis which came on suddenly two years after 
the injury, and which was due to recent infection 
of the paranasal sinuses. Another developed 
meningitis and intracranial aerocele following 
a cold three years after a fracture of the frontal 
sinus; he recovered after the sinus had been 
opened and drained. The third had a fractured 
base, three months after which a frontal aerocele 
and cerebro-spinal rhinorrhea developed. A bone- 
flap was turned outwards in the frontal region 
and a tear in the dura mater found over the lower 
part of the frontal sinus ; this was sutured and the 
patient had an uninterrupted convalescence. In 
this type of case, unlike those of the first group, 
there can be no justification for delay; for a 
cerebro-spinal fistula, such as this case presented, 
must always be a great source of danger. Here 
the tear was a small one and easily sutured ; 
when it is large a fascia-lata graft may be 
employed. 

Lastly Mr. CAIRNS reports 2 cases of death from 
meningitis following injury during intranasal 
operations. Such an accident may happen during 
operation by the most experienced rhinologists, 
for the bone is apt to be extremely thin and brittle 
in patients with chronic sinusitis. There was 


1 J. Laryng. September, 1937, p. 589. 
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an escape of cerebro-spinal fluid, in one case during 
operation and in the other a few hours later. 
In face of this emergency Mr. CAIRNS suggests 
that the upper aspect of the cribriform plate should 
be exposed by an immediate transfrontal operation 
and the tear in the dura closed by suture or by a 
graft of fascia lata. He concludes that in fractures 
of the frontal sinus and cribriform plate there is 
serious risk of intracranial infection, not only 
immediately but also later when any new infection 
of the nasal passages may break through barriers 


weakened by previous injury. The indications 
for urgent surgical intervention are clear in cases 
of injury to the dura during intranasal operation, 
and in cases of delayed cerebro-spinal rhinorrhea 
and aerocele following trauma. In the acute 
stage of such injuries the desirability of immediate 
operation has not yet been fully established, and 
greater accuracy of diagnosis of the site of injury 
is necessary before immediate operation, with its 
risk of aggravating the shock already present, can 
be justified. 


ANNOTATIONS 


ABYSSINIAN REFUGEES IN KENYA 


THe arrival of nearly 8000 Abyssinian refugees in 
Kenya has thrown a strain upon the medical depart- 
ment of the colony. A large number of these unfor- 
tunate people had made long treks and were in a 
miserable, famine-stricken condition. There were 
many women and children, including young infants, 
among the refugees and the area into which they 
had migrated was an almost waterless. desert. The 
geographical position made transport and supply 
extremely difficult. The medical men hurried to 
the district found that some of the parties were 
suffering from small-pox, others had enteric, and there 
were many cases of febrile illness which could only 
at the time be diagnosed as P.U.O. Dysentery was 
almost universal and nearly every immigrant was 
infested with lice. The immediate necessities of food 
and water were supplied and the vaccination and 
delousing of the refugees were undertaken. At the 
earliest opportunity a concentration camp has been 
developed with adequate water-supply and facilities 
for the transport of food. The medical staff is 
supported by sanitary officers and a large number 
of trained African hospital orderlies, and accommoda- 
tion for 200—300 patients in hospital has been provided. 
The difficulties in arranging a satisfactory sanitary 
system for such a horde of primitive people are 
evident, and the progress of the concentration camp 
will be watched with interest. It may be mentioned 
that this camp is the largest centre of population in 
Kenya with the exception of its two chief towns, 
Nairobi and Mombasa. 


A NEW REMEDY FOR KALA-AZAR 


THE evolution of organic compounds of antimony 
proceeds apace: fresh combinations are continually 
being prepared and tested in the hope of finding one 
less toxic and more effective than the last. The 
Chinese Medical Journal for September contains a 
symposium on the latest candidate, Solustibosan 
(S.D.T. 561), which forms a stable clear colourless 
solution of pentavalent antimony hexonate. Struthers 
and Lin? of Tsinan, writing on the clinical applica- 
tion, state that the doses are comparable to those of 
Neostibosan; 2 c.cm. of solustibosan is approxi- 
mately equal to 0-1 g. of neostibosan, which contains 
42 mg. of antimony. On the first day 2 c.cm. was 
given and afterwards 6 c.cm. on alternate days. 
Injections are usually given intravenously, although 
the drug is isotonic and may be administered intra- 
muscularly as well. Between January, 1936, and 
March, 1937, 29 patients were treated and though 
conclusions can only be tentative it seemed clear that 


1 Struthers, E. B., and Lin, L. O., Chin. med. J. September, 
1937, p. 335. 


solustibosan will cure kala-azar in the great majority of 
eases. They conclude that it has comparatively 
low toxicity, and its stability on exposure to air is 
an advantage. Yates? who has treated 82 cases at 
the Hope Hospital, Hwai Yuan, has nothing but good 
to say about it, but points out that the globulin test 
remains positive for some months after cure. H. Weese® 
of the I.G. Farbenindustrie, Elberfeld, says that a 
mouse survives after subcutaneous injection of 
43 c.cm. (860 mg. stibium) per kg. weight (i.e., nearly 
5 per cent. of the total body-weight) which means 
that the mouse tolerates 25 per cent. more antimony 
in the form of solustibosan than of neostibosan. 
Finally Kikuth and Schmidt‘ contribute to this 
collection of papers an interesting historical account 
of the discovery of this new and efficient compound. 


HEALTH UNDER THE “EL” 


Aw account of a localised health campaign inaugu- 
rated in 1932 as part of an important movement in 
New York State financed by the Milbank Memorial 
Fund has topical interest. The object of the move- 
ment was ‘‘to demonstrate by coöperation with 
three typical communities embracing a population 
of half a million people, whether, by intensive 
application of known health measures the extent 
of sickness in the United States can be further and 
materially diminished and mortality-rates further 
and substantially reduced, and whether or not such 
practical results can be achieved in a relatively short 
period of time and at a per capita cost which com- 
munities will willingly bear.” The three communities 
selected were Cattaraugus County, a rural area, 
Syracuse, a medium-sized city, and the Bellevue- 
Yorkville district of New York, a typical American 
metropolitan area. In the two former areas the 
demonstrations began in 1923, and an excellent 
description of the work carried on in each has already 
been given by Dr. C. E. A. Winslow in books entitled 
“ Health on the Farm and in the Village ” (1931) and 
“ A City Set on a Hill ” (1934). Since the Bellevue- 
Yorkville demonstration required longer preparation 
it was not be till 1926; its varied activities 
are now described by Dr. Winslow and Mr. S. Zimand.® 

For the benefit of the reader who knows not New 
York it may be explained that the “ El” is the 
elevated railway, and that the Bellevue- Yorkville 
district lies under the shadow of the lines of the 
“El” that run above Fourth and Third Avenues 
on the east side of the city. The chief objects of the 
demonstration were to interest the district in the 


2 Yates, T. M., Ibid, p. 339. 
3 Weese, H., Tbid, p . 421. 
ê Kikuth, W., and Schmidt. H., Ibid, p. 425 
5 Health under the El. By C. E. A. Winslow and S. Ziman 
ae and London: Harperand Brothers. 1937. Pp. 308. 
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improvement of its health, and to apply to it the 
known facts of the prevention of disease. The work 
was carried out under the leadership of the city 
health department, the central idea being to supple- 
ment existing agencies. It was based on a health 
centre, a five-storied building in East Thirty-eighth- 
street with an adjacent empty space, which was 
converted into a playground. To this building, we are 
told, came hundreds of men, women, and children— 
“ seeking not only relief from illness, but also the 
precious knowledge of how such contingencies could 
be prevented in the future.” The centre provided 
an infant welfare centre; clinics for tuberculosis, 
dental care, child guidance, pre-school hygiene, 
vocational guidance, and social hygiene; health 
lectures illustrated by films, and many forms of 
recreational activity. From it radiated a varied 
health propaganda (including an extensive and 
highly successful campaign for diphtheria immunisa- 
tion), health visiting, and school hygiene services. 
Close coöperation was maintained with the hospitals 
and other health and social service agencies of the 
district. The success of the centre, on which the 
Milbank Memorial Fund spent $900,000 in seven 
years, was so outstanding that in 1934 it was taken 
over by the city health department. Mr. LaGuardia, 
mayor of New York, in a foreword to this book, 
says that what was tried out with success in one 
district is now being extended to the whole city, and 
that the centre has become the basis of the health 
programme. Nine new centres are now under con- 
struction or just finished, and at least seven addi- 
tional centres are to be established. The chief moving 
spirit in this enterprise seems to have been Mr. John 
A. Kingsbury, who was secretary of the Milbank 
Fund during the inception and working of the demon- 
stration ; to his devoted labours the facts set out here 
afford eloquent testimony. 


MECHANICAL RESUSCITATION OF THE 
NEW-BORN 


RESUSCITATION of the new-born baby is more 
often required now that childbirth is more often 
conducted with the aid of narcotic drugs. This at 
any rate is the opinion of Martinez + and he has been 
searching for some satisfactory way of reviving the 
narcotised infant. Since 1934 he has been using 
an apparatus called the “E. and J. Resuscitator ” 
and he now describes its effects upon 500 babies. 
This apparatus exerts positive and negative pressure 
through a mask that fitted over the baby’s face like 
the kind of mask used in giving gas. It is equipped 
with two cylinders, one with oxygen and the other 
a mixture of 90 per cent. oxygen and 10 per cent. 
carbon dioxide. The mechanism is activated by 
pressure from the oxygen cylinder and it is controlled 
to give a positive pressure of 13 mm. of mercury and 
a negative pressure of 9-75 mm. of mercury in con- 
tinually alternating sequence. The change from 
positive pressure to negative and vice versa is brought 
about by a device controlled by the pressure within 
the patient’s lungs and the whole apparatus is there- 
fore automatically controlled once respiration has 
been established by the respiratory efforts of the 
baby. Martinez emphasises a very important point, 
which applies whatever method of resuscitation is 
used—namely, that mucus must be removed from the 
respiratory apparatus of the baby before any kind of 
artificial respiration is employed. He is in favour of 
using pure oxygen until respiration is well established 


~i Martinez, D. B., J. Amer. med. Ags. August 14th, 1937, 
p. 489. 


MECHANICAL RESUSCITATION OF THE NEW-BORN 


[Nov. 6, 1937 


and this is in keeping with modern views on the 
carbon-dioxide content of the blood in the new-born 
baby. Of his 500 babies over half responded to a 
few minutes’ use of the resuscitator and in only 100 
was it necessary to continue for longer than fifteen 
minutes. Very careful records were kept and from 
these he deduced that 24 of the infants would have 
died if this particular apparatus had not been available. 
A further 138 would have died without resuscitation 
of some sort, while 315 would probably have lived 
without special measures. The method described is 
clearly capable of saving life but its application is at 
present limited to maternity units. A prompt 
supply of oxygen to the tissues of the new-born baby 
is probably of great importance even when breathing 
begins in a satisfactory manner, and we need some 
means of making oxygen as readily available as 
carbon dioxide now is to those who work in the 
patient’s home. | 


CARE OF THE BLIND r 


THE annual reports of the National Institute for 
the Blind show an ever-increasing activity and 
diversity of activities on behalf of the unfortunate 
one-in-seven-hundred of our population whose 
interests it has watched over for sixty-nine years. Its 
income, which in the past year amounted to about 
£160,000, is mainly derived from voluntary contri- 
butions, and is expended upon the training and 
encouragement of the blind to overcome their handi- 
cap, and upon the production of special appliances 
to enable them to ignore it. Among these appliances 
the Braille book takes foremost place. The institute 
transcribed, printed, and distributed, at a fraction 
of their cost price, 20,000 bound volumes of Braille 
last year, besides many thousands of pamphlets, 
transcriptions of music, special editions of the Radio 
Times, a weekly newspaper, and numerous monthly 
and weekly periodicals. It maintains a lending 
library of 2000 volumes ranging from literary criti- 
cism to the latest thriller, and a transcription service 
by means of which blind students may obtain any 
text-books which they need for their studies. For 
those who find Braille too difficult books and periodi- 
cals are also published in Moon type, a simplified 
variation of Roman letters. But only about a fifth 
of blind people have learned to read either of these 
types, and for the rest there is an increasing demand 
for ‘‘ talking-books,” which are read aloud and 
recorded on slow-moving gramophone discs. About 
100 books have so far been recorded, and these are 
included in a free circulating library for those who 
have the necessary reproducing apparatus. Gifts 
from Lord Nuffield and others are enabling research 


to be carried out upon less cumbersome and expensive 


ways of recording. Massage has proved so suitable 
a profession for blind men and women that the 
institute has decided to extend its training facilities, 
and has moved its school and evening clinic for poor 
patients to larger quarters in Great Portland-street. 
The Alfred Eichholz Clinic, where blind chartered 
masseurs cater for paying patients, also continues to 
extend its work, and now supplies a full range of 
electrical and radiation treatment and baths. The 
institute already maintains three homes for blind 
babies, a special school for retarded children, a college 
for girls, convalescent and holiday homes for adults, 
and homes for the aged, and it is now to assume 
financial responsibility for Worcester College, the 
public school for blind boys, and has begun to build 
what will be the first holiday home for blind children 
at the seaside near Dymchurch. These are but a 


THE LANCET] 


few of the manifold ways in which the institute 
supplements the provisions of local authorities and 
coérdinates the efforts of the county associations. 

The needs of 2000 men who were blinded as a 
result of the war are still looked after by St. Dunstan’s 
from headquarters in Regent’s Park. Here also the 
aim has been at the settlement of the men in occupa- 
tions which will allow them to lead as normal a life 
as possible, and the report for 1937 shows how suc- 
cessful this policy has been. New cases continue 
to occur, and 14 were admitted last year, the result 
of gas more than 20 years ago. A start has been 
made with the construction of a new home at Brighton 
for those who need institutional treatment, and whose 
increasing disablement with advancing years has 
rendered the present building inadequate. 

St. Dunstan’s and the National Institute are 
largely staffed by men and women who are themselves 
blind. 


INDEX MEDICUS 


WE have received from Colonel Harold W. Jones, 
librarian of the Army Medical Library in Washington, 
the second volume of the fourth series of the Index 
Catalogue. This contains 1104 pages, covering: the 
letter B, with references to 8892 authors, 3631 books, 
and 79,874 journal articles, all of which have appeared 
since the corresponding letter of the third series. 
The Index deals with 1825 different journals received 
by the library, but Colonel Jones says this list may be 
increased as there are now other journals containing 
matter worthy of being listed in the Index. The 
library, he adds, is at present engaged in making 
biblio films: of representative books, including a 
complete reproduction of the first volume of the fourth 
series. The possibility of obtaining such a photo- 
graphic reproduction will mitigate the disappoint- 
ment of those who omitted to obtain a copy of this 
volume before it was sold out. Further volumes of 
the Index may be expected at yearly intervals. 


SYPHILIS, YAWS, AND BEJEL 


THE vexed question of the relationship between 
syphilis and yaws seems to be no nearer answer, 
although it has been carefully studied in various 
parts of the world. On few subjects have expert 
opinions so widely diverged. Dr. Ellis Hudson’s 
description of a form of treponematosis endemic 
among the Bedouins of the Euphrates Valley} 
has added piquancy to the discussion, since bejel 
(to give the disease its native name) is stated to have 
points of resemblance to both syphilis and yaws and 
yet to preserve its own individuality. Hudson ? 
has lately given reasons for his belief that bejel forms 
an intermediate and possibly transitional stage 
between syphilis and yaws. The major character- 
istics common to the three diseases are the apparent 
morphological identity of the causative organisms, 
the close parallel of the serological reactions, and the 
response of the earlier lesions to modern anti- 
syphilitic remedies. Bejel, like yaws, is acquired 
without venereal contact, is very common in child- 
hood, and has a high incidence in infected communities. 
In both yaws and bejel the history of infection is 
easily obtained, since infected subjects are untroubled 
by shame or the desire for secrecy. Other points of 
resemblance are the lack of impairment of virility 
and fertility of infected communities, the absence of 
prenatal infection, and the rarity of lesions of the aorta, 
central nervous system, and viscera. Although the 


1 See Lancet, 1936, 2, 752. 
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skin lesions of yaws and bejel are by no means 
identical there are said to be points of close 
resemblance; both diseases, again, are easily con- 
trolled by small doses of bismuth and both tend to 
disappear in communities that become subject to the 
influences of civilisation. On the other hand Hudson 
states that bejel resembles syphilis in ‘‘ many of its 
general pathological aspects,” in its occurrence 
outside the tropics, and in the constancy with which 
infection of mucous membranes is found. He con- 
cludes that bejel must be regarded as the prototype 
of modern syphilis—it is syphilis freely transmitted 
by non-venereal means and unhampered by the 
restrictions of civilisation and of modern anti- 
syphilitic therapy. Furthermore he suggests that in 
bejel we have the picture of syphilis subjected to 
epidemiological factors similar to those of yaws and 
showing accordingly a much closer similarity in 
clinical characteristics. He believes that his evidence 
supports the opinion that yaws is syphilis modified 
by factors of age, race, and climatic and social 
conditions. But when his paper was presented to 
the Royal Society of Tropical Medicine and Hygiene 
it was clear that this interpretation of the facts 
was still unacceptable to those who have held the 
contrary view. 


SURGICAL TREATMENT OF PICK’S SYNDROME 


CHRONIC constrictive pericarditis of obscure, 
probably various, etiology and not associated with 
any gross cardiac lesion, is now a well-recognised 
clinical entity, but has only lately begun to attract 
the attention of surgeons. Several operations have 
been designed for its relief, but although good results 
have been obtained the value of surgical measures is not 
yet fully realised. The number of cases so far reported, 
chiefly from America and Germany, is comparatively 
small and in England, according to Pilcher: only 
one case like his own has been recorded. Pericardial 
resection was strongly advocated by Paul D. White ? 
in his St. Cyres lecture for 1935, in which he cited 
10 cases of Churchill’s with 6 cures and 1 death; 
but he not unnaturally pointed out that the operation 
should be attempted only by an experienced thoracic 
surgeon. Benedetti-Valentin® now reports a case 
of Pick’s syndrome associated with tuberculous 
polyserositis successfully treated by the older opera- 
tion of Brauer combined with phrenic avulsion. 
This comparatively simple procedure is unlikely to 
be of much (if any) value in the majority of cases, 
but in this instance it led to a striking degree of 
improvement, where the more severe operation of 
decortication might have been fatal. 


The patient was a lad of 16, admitted to hospital for 
observation after he had been ill three months with mild 
remittent fever, gradual enlargement of the abdomen, 
dyspnea, and weakness. On arrival he seemed gravely 
ill; he was pale, emaciated, and dyspneeic, with a weak, 
rapid pulse. There was dullness at the bases of both 
lungs, with a pleural rub on the right. On exploratory 
puncture a clear fluid, giving a positive Rivalta test, was 
obtained from the left side. The area of cardiac dullness 
was somewhat enlarged, with distant heart sounds and 
no murmurs. The abdomen was grossly distended and 
paracentesis yielded 6 litres of fluid similar to that obtained 
from the pleural cavity and likewise giving a positive 
Rivaltareaction. There was cedema of the legs and scrotum. 
During a period of observation the patient, despite medical 
treatment, went steadily downhill. Paracentesis of the 
pericardium, producing 900 c.cm. of fluid with a positive 
Rivalta reaction, gave temporary relief ; but fluid rapidly 


1 Pilcher, R. S., Lancet, 1937, 1, 1323. 
* White, P. D., Ibid, 1935, 2, 539. 
* Benedetti-Valentin, F., Policlinico, Oct. 18th, 1937, p. 1986. 
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reaccumulated in the abdomen and the patient became 
dyspnæœic and cyanosed, the face and neck congested, and 
the pulse rapid and almost imperceptible. It was decided 
then to attempt a thoracolysis and this was carried out 
under regional anesthesia on Jan. 13th, 1937. 


The boy nearly died after the operation but 
improved after tapping of the abdomen and was 
soon able to get up. On May 15th the left phrenic 
nerve was evulsed, and eventually he was discharged 
from hospital feeling well and able to take long walks. 


s 


THE BASQUE CHILDREN 


THE sojourn of 4000 Basque children in camp 
near Southampton, as related on another page, 
affords an example of modern methods and resource 
obliged to face a primitive situation. Interesting as 
it may have been for the children, it was still more 
exciting for the doctors, nurses, and St. John Ambu- 
lance men, and as an introduction to medical practice 
it certainly compared favourably with most locums 
or assistantships. Impetigo, scabies, measles, group 
psychology, children running amuctk, prevention of 
typhoid by mass inoculation—here was liveliness 
enough, and those who enjoyed it may have come 
to realise that romance, in medicine at all events, is 
not a circumstance but an attitude of mind. 

Five hundred of the children are now to be sent 
back to their homes or what remains of them, and 
we are glad to know that Dame Janet Campbell and 
Dr. Norman White are going to Bilbao with them on 
behalf of the National Joint Committee for Spanish 
Relief and will discuss arrangements for further 
repatriations. Meanwhile 3500 children remain to 
be cared for in this country. The French Govern- 
ment has been maintaining as many as 50,000 Spanish 
refugees at a time; but the children in England 
have been supported entirely by voluntary contri- 
butions, and most of them will require continuing 
help for some time to come. 


ACUTE EPIDEMIC HEPATITIS 


Apart altogether from infective jaundice due to 
Leptospira icterohemorrhagia, it is now recognised 
‘that there is another form of infective jaundice of 
which the essential pathological lesion is an acute 
hepatitis. This disease, long known as epidemic 
catarrhal jaundice, is preferably termed common 
infective hepatic jaundice or acute epidemic hepatitis 
and is to be distinguished from the much rarer 
condition in which the jaundice is obstructive in 
type as a result of catarrhal inflammation of the 
duodenum. The causal agent of acute epidemic 
hepatitis is at present unknown, though the inability 
to isolate any specific bacterium, the leucopenia and 
the relative lymphocytosis suggest that it may be due 
to a virus. It is believed that the disease is usually 
spread by droplet infection and that the incubation 
period is about four weeks. Attempts to transmit 
it to monkeys, ferrets, hedgehogs, and the commoner 
laboratory animals have up to the present failed. 
Now, however, Thune Andersen ! claims to have trans- 
mitted acute epidemic hepatitis to pigs. In Denmark 
jaundice, associated with acute hepatitis, is not 
uncommon in pigs, while, as in England, acute 
epidemic hepatitis in man is more common in the 
country than in the town. The possibility thus 
suggested itself that acute epidemic hepatitis in man 
is identical with the acute hepatitis of swine, the 
infection reaching man not by the respiratory tract 
as commonly supposed, but by the alimentary tract 


1 Andersen, T. T., Acta med. scand. 1937, 93 209. 
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as a result of the consumption of infected pork. 
By feeding swine on the livers of jaundiced pigs 
Andersen has produced a bacteriologically sterile 
hepatitis, the incubation period being only a few 
days, and in addition by feeding pigs with the 
duodenal contents of two human patients suffering 
from acute epidemic hepatitis he has set up a similar 
acute hepatitis. . 

While the experiments are suggestive they do not 
provide conclusive evidence that the jaundice seen 
in pigs in Denmark is identical with the acute epidemic 
hepatitis of man. In this country acute epidemic 
hepatitis is a very common disease but jaundice in 
pigs is extremely rare. In addition Andersen’s 
theory hardly accounts for the epidemics of jaundice 
that are so common among children attending the 
elementary schools, where the school and not the 
home is obviously the focus from which infection is 
disseminated. 


SOREN HOLTH 


THE death of Dr. Sören Holth on Sept. 23rd at the 
age of 74 recalls the many contributions which he 
made to ophthalmology and which gave him a well- 
deserved international reputation. He was born in 
Norway and qualified as a doctor there in 1891. 
After some experience in general practice he began 
to specialise in ophthalmology, which he studied in 
Germany, France, and Italy. As his fame grew he 
was invited to lecture and to demonstrate his new 
operations in various countries, and in this con- 
nexion he visited Oxford in 1910, 1920, and 1933, 
Helsingfors in 1911 and 1931, Stockholm in 1929, 
and Budapest in 1932. He was elected one of 
the first members of the Oxford Ophthalmological 
Society, and in 1919 his work on glaucoma won him 
the Fridtjof Nansen prize. He was a brilliant 
clinician and operator, and his literary output was 
such that he published more than 100 works, which 
covered the whole field of ophthalmology. He was 
the first to define the clinical picture of miosis con- 
genita seu microcoria familiaris (ex aplasia musculi 
dilatatoris pupillæ). His operation for detachment of 
the retina he abandoned as soon as he appreciated 
the advantages of the procedure devised by Gonin 
and his school. Holth’s most important contribution 
to ophthalmology was his operation for glaucoma, 
whose popularity is still growing throughout the 
world. His large private practice in Oslo came to an 
end only in 1936 when his progressive deafness put a 
final term to it. 


HEALTH MINDEDNESS 


Dr. James Fenton, who is president this year of the 
Society of Medical Officers of Health, is also chairman 
of the Central Council for Health Education, and 
it was naturalthat he should take for his presidential 
address (on Oct. 29th) the thesis that knowledge is 
the key to health. Advertisements of health on 
hoardings are apt to appeal to fear and superstition, 
and Dr. Fenton is surely right when he says that the 
people neither know nor appreciate fully what is 
being done for them by existing health services. 
Cutting off the water-supply has been suggested as 
a good way to call public attention to the unrecognised 
benefits of local government, but he regards (a little 
regretfully) such a course as too drastic a lesson to 
be practicable. Does the citizen realise that a sum 
of £9 per head of population is being spent each year 
on social services against 19s. 2d. per head at the 
beginning of the century ? It was this lack of public 
appreciation that led his own borough council of 
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Kensington in 1925 to appoint a health lecturer on the 
staff of the public health department; and’ the 
increased attendances at various public clinics have 
amply justified the expenditure. A paternal authority 
can protect people from the dangers of their environ- 
ment, but. their health must remain unsatisfactory 
unless supplemented by personal effort directed by 
personal knowledge. It was, he implies, the success 
of propaganda by the General Post Office and the 
War Office, and of campaigns for immunisation in 
certain American cities, that led to æ belief in the 
value of a national campaign to encourage a greater 
use by the individual of the various opportunities 
placed at his disposal. Dr. Fenton emphasises 
another object of the campaign—namely, to arouse 
public interest in the work of health officers generally ; 
at present they are inclined to rest on their oars and 
do not become themselves disciples of hygiene and 
effective propagandists. To those who would call 
a halt, fearing the wider application of science, he 
points out the danger of allowing the knowledge of 
human biology to lag behind. Suppression of disease 
is not the end, but rather the beginning of our task ; 
we are spending much on correcting minor deformities 
and paying little attention to the prevention of 
ehronic rheumatism. Everyone has a right to all the 
health and fitness which medical and scientific 
progress can give him, and the working-class dwelling 
will soon be crying out not only for a bathroom 
but for a refrigerator. Finally in our desire to 
impart knowledge let us not fail, he said, to recognise 
our own imperfections; the recently introduced 
refresher courses should enable the municipal medical 
officer to get first-hand knowledge of new admini- 
Strative problems in areas other than his own. 


‘MALARIA IN ENGLAND IN THE SEVENTEENTH 
CENTURY 


Ir is always interesting to speculate upon medical 
history though it may never be possible to verify 
the guesses. Engaged in this pursuit, Martini, the 
Hamburg entomologist, justly remarks! that one 
of the outstanding biological phenomena of the last 
hundred years is the disappearance of relapsing fever 
from Europe north of the line of the Alps—apart 
from a few endemic areas still existing (so we are told) 
in the estuaries of the Rhine, Thames, and Wash, 
where the disease has become so mild, however, that 
it is no longer fatal. The history of malaria has been 
much the same and Martini has tried to decide how 
far this disease was prevalent in England in the 
seventeenth century and whether the subtertian 
parasite (Plasmodium falciparum) played a part in ‘it. 
From an intimate study of the original writings of 
Sydenham it appears that he fully recognised the 
mild vernal tertian relapses, and that he knew, as 
we do now, that the autumn is the season for the 
quartan fever; he also knew, as Korteweg has 
pointed out, that the tertian fevers occurring in July, 
August, and September are seldom severe. Sydenham 
recognised that ordinarily the xstival tertian fevers 
are not more dangerous than those of early spring. 
It was only in the “ epidemic years ” that this picture 
became blurred when numerous subtertian cases 
cropped up, in the intermittent or remittent form, and 
fatal cases were observed, either with prolonged fever 
or with cerebral attacks. He then noted that many 
serious cases drew benefit from quinine. At the same 
time it seems to have been fully appreciated that 
many of the tertian illnesses were mild, just as at 
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present; moreover, diminished bodily resistance 
did not convert them into a fatal malady. On the 
other hand relapsing cases with double rise of 
temperature were much more severe; and judging by 
analogy these can only have been subtertian fever due 
to Plasmodium falciparum.. We know that the mild 
tertian form produces no kind of immunity against 
this severe fever, and therefore, Martini argues, the 
inference is all the stronger that subtertian malaria 
was rampant in England in Sydenham’s time. We 
can conceive of no other plague that has these 
characteristics and is pandemic only in the warm 
summer months. 


GALVAN! OF BOLOGNA 


THE bicentenary of Luigi Galvani’s birth was 
celebrated at Bologna from Oct. 17th to 21st when 
scientists from many countries gathered at the 
university where he worked as anatomist and medical 
investigator. The King and Queen of Italy attended 
the opening session of the congress, at which Prof. 
Quirino Majorana gave an account of Galvani’s life. 
At a further plenary session next day Prof. Niels 
Bohr of Copenhagen spoke on biology and atomic 
physics, Prof. A. Gunsett of Strasbourg on radio- 
biology and radiotherapy, and Dr. E. D. Adrian, 
F.R.S., professor of physiology at Cambridge, on the 
electrophysiology of the sense-organs. Tor 150 years, 
said Prof. Adrian, Galvani’s discoveries have never 
ceased to aid the progress of physiological research. 
Galvani showed that the current from a metallic 
couple will excite muscles and nerves—which has 
given us. an unrivalled method of controlling their 
activity—and he showed that active muscles and 
nerves produce electric currents—which has given 
us a method by which their activity can be analysed. 
Later when the congress had dividetl into sections, 
Prof. Hevesy gave an account of observations in 
which radiophosphorus had been added to the food 
of animals and the path of the phosphorus atoms was 
traced through the various stages of the metabolic 
process. 

Two books have been published to mark the 
occasion: ‘Il ‘Taccuino’ di Luigi Galvani” and 
“ Memorie ed esperimenti inediti di Luigi Galvani,” 
the respective publishers being Zarichelli and Cappelli, 
both of Bologna. 


-= STATISTICS OF LONDON VOLUNTARY 
HOSPITALS 


THE annual review of the work and finance of the 
London voluntary hospitals! has been issued much 
more promptly than its predecessor for 1935, and its 
message is equally encouraging. The beds available 
have increased by 160 to 18,160 ; the new in-patients 
by 6100 to 280,200, and the new out-patients by 
66,000 to 1,941,000. The total out-patient attend- 
ances in the year for all hospitals were well over 
10 million. The total maintenance income was the 
same as in the previous year (£4,196,000) but made 
up differently—subscriptions and donations being up 
and legaciesdown. The total general fund expenditure 
amounted to £4,260,000. There is thus a net aggre- 
gate deficit (of £64,000) for the first time since 1926. 
Actually 86 hospitals had surpluses while 59 had 
deficits. The explanatory text issued with these and 
other interesting figures suffers from the evident 
anxiety of those concerned with the maintenance of the 
voluntary principle to find in both surpluses and 


1 Published by King Edward’s Hospital Fund for London, 
Pp. 32. 1s. 
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deficits, in increased expenditure and in economies, 
sound reasons for further support. But the Fund 
has certainly made out a good case to justify their 
confidence in the ability of the voluntary hospitals 
not only to retaim public support but to play a worthy 
part in meeting the increasing demands for hospital 
services. 


AN OBJECTIVE TEST OF MALNUTRITION ? 


SINcE writing last week on the measurement 
of dark-adaptation as a criterion of mild states of 
vitamin-A insufficiency we have received an issue of 
= Public Health Reports containing a paper that rather 
severely criticises the method. A study of the tech- 
nique of the biophotometer test as used by Jeans, 
Blanchard, and Zentmire } was undertaken by Palmer 
and Blumberg of the division of public health methods 
of the U.S. National Institute of Health.2 The test 
is completely objective as far as the person recording 
the observations is concerned but is admittedly 
less objective as regards the person examined. Palmer 
and Blumberg lay emphasis on the improvement 
apparent when the examinee has learnt to use the 
instrument, the variability of the reactions of the 
same person in successive trials, and defects in the 
method of standardising the results. They tested 
585 elementary school-children in Maryland and the 
District of Columbia, administering vitamin A to 
those that gave subnormal readings, and though 
details are not yet available the results were held to be 
unsatisfactory. Hence Palmer and Blumberg’s verdict 
is that the test is unreliable; but others, while 
admitting the existence of difficulties, have regarded 
them as by no means overwhelming. The various 
techniques differ considerably in details but the 
psychological factors cannot be completely eliminated 
in any of them. Mutch and Griffith,? Harris and 
Maitra,* and the Danish workers to whom we referred 
all think the test by no means unsatisfactory, and it 
remains to be seen whether in larger surveys, with 
medication in subnormal cases, the method can be 
substantiated or not. For many reasons it is much 
to be hoped that it can. 


UNDULANT FEVER IN CHILDHOOD 


In a paper from the institute of hygiene of Turin 
University di Aichelbourg and Prandi ë remark that 
one of the unsolved problems of brucella infection 
is the incidence of the disease in early life. While 
some writers describe an attack under fifteen years 
of age as a rarity, and regard young people as more 
or less immune, others think that the lesser frequency 
of undulant fever in children is due to their having 
fewer opportunities for infection. Among 65253 
children admitted to the pediatric clinic at Turin 
from all parts of Piedmont during the period 1926-36, 
a clinical diagnosis of brucella infection, subse- 
quently confirmed serologically, was made in only 
6 (0-11 per cent.), their ages ranging from two to 
eleven. Afterwards, however, on using Wright’s 
reaction in the serum of 151 children suffering from 
various febrile conditions, anti-brucella agglutinins 
were found in 5 (3-2 per cent.) between the ages of 
two and twelve; one of them had undulant fever, 


1 Jeans, P. C., Blanchard, E., and Zentmire, Z., J. Amer. med. 
Ags. 1937, 108, 451. 
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one had pulmonary tuberculosis, one had acute 
adenoiditis, one had broncho-pneumonia, and one was 
considered healthy. The authors’ conclusion is that 
infections by organisms of the brucella group are 
more widespread in childhood than is commonly 
supposed. 


THE NOBEL PRIZEMAN 


THE Nobel prize for physiology and medicine for 
1937 has been conferred on Prof. Albert von Szent- 
Györgyi of the institute of medical chemistry of 
the University of Szeged, Hungary. Though still a 
young man, Dr. Szent-Györgyi has already given 
many years to the study of oxidation mechanisms, 
which he has pursued at Cambridge as well as in 
Hungary. In 1927 and 1928 he was studying the 
substance ‘‘hexuronic acid” which he obtained 
from the adrenal cortex and from various plants and 
animal tissues. This substance appeared to be 
connected with oxidation mechanisms, and he was 
struck by its similarity to vitamin C, both in distribu- 
tion and chemical properties. In 1931, with the 
American worker J. L. Svirbely, he was able to show 
that hexuronic acid had strong antiscorbutic pro- 
perties; independently and simultaneously C. J. 
King and his collaborators found that their crystalline 
vitamin-C preparation from lemon juice had all the 
chemical and physical properties of hexuronic acid. 
Shortly afterwards Szent-Györgyi found that thé 
Hungarian red pepper (paprika) was extraordinarily 
rich in vitamin C, which made it possible to prepare 
large quantities of the pure crystalline vitamin. This 
led the way to the establishment of its chemical 
constitution by Haworth and Karrer and ultimately 
to its synthesis. The term “ascorbic acid” for 
vitamin C was proposed by Szent-Györgyi and 
Haworth in 1933. The new prizeman may also 
claim to be the pioneer in vitamin-B, research for he 
was the first to show, in 1932, the presence of flavine 
in animal tissues; this was when he described the 
substance “ cytoflav”’ in heart muscle. Throughout 
his career he has worked on the respiration of tissues, 
and much has been done with his collaborators in 
Szeged during the last five years. During this period 
he has evolved the theory of the catalysis of tissue 
respiration by C,-dicarboxylic acids, and this work 
has stimulated a great deal of research into the 
intermediary metabolism of tissues. 


On Nov. 9th and Nov. 11th Dr. Harotp Scot? will 
deliver two FitzPatrick lectures on the conquest of 
disease in the tropics. The lectures will be given at 
the Royal College of Physicians of London at 5 P.M., 
and medical practitioners will be admitted on the 
presentation of their card. 


Prof. Jacopzus died in Stockholm on Friday of 
last week after attending on Thursday the meeting 
to award the Nobel prize for medicine. For 20 
years he had held the chair of medicine at the Medical 
Institute and worked out there the practice of 
thoracoscopy for which he will be gratefully 
remembered. 


Prof. W. W. JAMESON, dean of the London School 
of Hygiene and Tropical Medicine, has been invited 
to act as an external assessor in the public health 
examinations of the Kitchener School of Medicine, 
Khartoum, in December. He will take the oppor- 
tunity of visiting also the medical schools for the 
training of African natives in Nigeria and in Uganda, 
and has this week left London for West Africa, 
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SPECIAL ARTICLES 


FOUR THOUSAND BASQUE CHILDREN 
THE REFUGEE CAMP AT SOUTHAMPTON * 


By RONALD G. GiBson, M.R.C.S. 


IT is now more than five months since the Spanish 
refugee children arrived in England. One has read 
with interest the account of their examination at 
Bilbao by Dr. R. W. B. Ellis and Dr, Audrey Russell} 
and of their arrival and examination at Southampton 
by Dr. H. C. Maurice Williams,? and it now falls to 
my lot to write of their stay in camp at North 
Stoneham, the third episode in the pathetic history 
of four thousand children who, through no fault 
of their own, had to leave their homes and take 
shelter in this country. Many of the criticisms of 
this camp and of the deeds and misdeeds of the 
children have appeared to be rather intolerant. 
Rumours, most if not all of which had no foundation 
on fact, were started and grew with the telling, and 
I am glad of this opportunity to describe the life of 
the children in the camp as it appeared to us in the 
medical unit, the difficulties that we had to over- 
come, and the coöperation that we received from 
all sides. 

On wy arrival at North Stoneham Camp on May 21st 
I found an area of about forty acres of grass land 
on which 120 bell tents had been pitched with three 
or four marquees, one of which was labelled ‘* Médico,” 
but contained nothing in the way of medical equip- 
ment, Very little had been planned to deal with the 
medical needs of the children, indeed the date of 
disembarkation and the number to be provided for 
was still uncertain. 

It was not until the next day that the enormity 


of the project undertaken was borne upon me. I 


was asked to call in at the committee’s office at 
Southampton, and here, while persuading two ardent 
volunteers against converting me to the Extreme 
Left, I learnt some of the innumerable arrangements 
that had to be made and difficulties that had to be 
overcome in the organisation of this refugee camp. 
News had only just been received that 4000 children 
were arriving instead of 2000, their ages ranging from 
six to fourteen. ‘These were to be housed, fed, clothed, 
and kept under constant supervision for an indefinite 
period, and sufficient money had to be collected to 
make all this possible—imagine a town of 4000 
population having to be kept on voluntary subscrip- 
tions. Moreover, these were children from a foreign- 
speaking country, most of whom had known in the 
past twelve months hardships and privation incompre- 
hensible to the average English mind. 


PREPARATIONS 


Having justified my existence by suggesting roofs 
for the latrines and floor-boards for the tents, I 
returned to the camp much over-awed and minus a 
new hat that I had left in the office and was doomed 
never to wear. 

That evening I learnt from a doctor who had volun- 
teered to organise the medical side of the camp, and 
whose good work could never be sufficiently praised, 
that there were to be three medical officeyg—Taylor, 
as §.M.O., Cobb, and myself (see Lancet, 1937, 


a a ee ee 
- © This article is appearing in the St. Barthol 19 Hospital 
J Z OMmew's 


ournal. 
1 Lancet, 1937, 1, 1303. 
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beds for the patients. 


1, 1303). The accommodation so far consisted of a 
marquee in the camp and an uninhabited house, Moor 
Hill, some six miles away, which had been lent for use 
as a nursing-home. This latter was in a bad state of © 
repair, and the sanitary arrangements were totally 
inadequate for the forty patients and necessary staff 
that it was hoped to house there: volunteers were 
working hard to make it “ good enough ” by the time 
the children came. Matron was already at the camp 
and there was to be a sister and a trained staff both 
at Moor Hill and at the camp. St. John ambulance 
men had volunteered for night duty at the camp. 
No one knew anything of the health of the children 
who were arriving except that two English doctors 
had gone over to examine them before embarkation, 
and that they would all be re-examined on arrival at 
Southampton, the verminous ones to be sent to 
Southampton baths where an army of volunteers would 
de-louse them, the Borough Hospital and Borough 
Isolation Hospital to receive some, and the rest to 
be sent on to the camp; variously coloured labels 
were to be tied to their wrists, and they would all 
be numbered. 


The next day Taylor arrived and we went over to - 
see Moor Hill: here we found a tired but triumphant 
staff. Wonders had been worked with the house 
itself, the wards were ready for the patients, and the 
whole place had been spring-cleaned throughout several 
times. I will say little of the sanitary arrangements, 
which were at all times inadequate, but that the best 
had been done in the short time available. That 
evening was spent at a staff meeting at which the 
arrangements for the disembarkation were discussed. 
8.8. Habana had left Spain with its cargo of refugees ; 
they had been attacked from the air before they 
embarked and again as they left port, and almost every 
child was suffering from sea-sickness. Arrangements 
were made for a launch to go out to meet the boat 
with lemonade, chocolate, and bread (since it was not 
known whether the children would have had anything 
at all to eat while on board), and for hot drinks and 
food to be at the docks. Opinions varied as to how 
long it would take the port medical authorities to 
examine the children—indeed, some said it might be 
necessary to feed a varying number at the docks 
for as long as six days. They were due to arrive in 
Southampton Water on Saturday night and to begin 
disembarking early on Sunday. 


' The folowing morning we spent in ordering the 
necessary medical stores and equipment. When we 


returned to the camp at lunch time most of the tents 


were up. It was quite clear that one medical tent 
was totally inadequate, so it was decided to erect 
another about a hundred yards away from the first, 
henceforward to be called Medical Two and destined 
to become the hub of the whole medical unit. 
Taylor and matron being busy with Medical One 
which had to be ready by the next morning, I 
set about Medical Two with Sister Bishop and 
“ Maurice ” (a young interpreter who attached himself 
to the medical unit and whose services proved to be 
invaluable). Carpenters were roped in, boy scouts were ` 
persuaded to help, any stray individual without a job 
was cajoled into our service and Medical Two gradually 
but definitely began to take shape. An out-patient 
department was arranged at one end of the tent, and 
at the other two small examination rooms; shelves 
were put up, table-tops stolen for floor boards and 
three or four balanced on forms to make temporary 
In the midst of all this Cobb 
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arrived and, after a preliminary expression of dismay 
and amazement which may be forgiven him, set to 
with a will to help finish Medical Two. In the early 
hours the medical unit betook itself to bed wondering 
all the mere what was in store for it in the morning. 


THE ARRIVAL 


Cobb and I were wakened by Taylor, who had an 
unconquerable and incurable habit of getting up just 
as everyone else was thinking of going to bed, with 
the news that he had been on the boat and that, 
contrary to our worst fears, the children were mostly 
very happy and clamouring to get ashore. When the 
launch arrived with the lemonade, &c., they were 


having a hearty meal which included a hot drink. 


By now the boat had docked, examinations had 
begun, and the first bus-load might be expected at the 
camp at any moment. Cobb and I were to examine 
the children as they left the buses—their third 
examination since leaving Bilbao—and were to select 
a hundred of the younger ones who needed special 
care to go to the girl guides’ camp, to take the numbers 
of those who were under-nourished for special treat- 
ment at Medical Two, and to send any needing 
immediate treatment to Medical One. Here they 
would be treated as out-patients or sent by car to 
Moor Hill. Above all we were to pay special attention 
to any eye or skin complaint. 

The tents were arranged in three groups, to be 
known as Camps I, II, and III, and we decided that 
the children treated at the baths should go to Camp II. 
As the buses arrived the refugees were first examined 
by us and then taken off in batches of ten to their 
tents. It became obvious from inspection of the first 
bus-load alone that although the malnutrition was far 
less than we had been led to expect our first enemy 
was to be impetigo from which almost one child in 
ten was suffering. Special tents were set aside for 
these cases. In between arrival of buses we went 
along to Medical One to examine those we had sent 
there. . Here we found two or three interpreters 
taking the names and details of the children as they 
came in. The V.A.D.’s were doing dressings, comfort- 
ing the frightened, answering innumerable questions, 
dealing tactfully with well-meaning visitors, running 
errands, arranging for cars to go to Moor Hill, fetching 
food and drink for the patients, always present and 
ready in any emergency, and never shirking any job 
however difficult or unpleasant ; would that words 
could be found sufficiently to praise such willing and 
unselfish service as they gave that day and all the 
succeeding days of the camp. As for the children, 
some were resigned to what must have seemed to them 


an endless round of medical examinations, some were 


frightened, some curious, some indifferent, and a few 
seemed to understand that we were their friends and 
were doing our best to help them. At 6 o’clock 
we had the first thunder-storm of the day, no more 
children were to arrive, so I walked down to the far 
end of the camp where the tents for the impetigo 
cases had been pitched. The tents were fullof children 
but only three patients were present ; the rest, I was 
told, did not care for the tents or the people in them 
and had gone off to others. . 3 
' As a result, Taylor decided that each morning at 
7 o’clock there would be a medical inspection of 
the entire camp—he would take Camp I, Cobb the 
second, and I the third ; the children were to be lined 
up outside the tents with their teachers (there was one 
Spanish mestra to twenty children); the tents were 
to be brailed up and the palliasses, blankets, &c., 
neatly folded and arranged around the interiors, 
which were to be thoroughly swept out. Buckets were 
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provided in the lines for rubbish and these were 
collected and emptied by a member of the sanitary 
squad each morning. A prize would be given for the 
best tent in each camp and the numbers of the very 
bad tents broadcast—we found afterwards that the 
children much préferred hearing their tent mentioned 
over the microphone to receiving the prize. 

Picture the medical tent that night. In the inner 
room a hysterical mestra weeping for her lost relatives 
in Bilbao ; in the outer room two young boys found 
by the St. John’s men too exhausted and collapsed 
to reach their own tent; a wretched light from two 
storm lamps, and a stuffy heat from an oil stove ; 
two rather apprehensive V.A.D.’s doing their first 
night duty ; and rain beating against the tent making 
conversation impossible. -I was called out by one of 
the night patrol to a child with toothache ; it took 
us some time to find the tent which was so securely 
laced up that we wondered whether the occupants 
ever intended to emerge again. Inside four children 
were sleeping together under a vast pile of blankets, 
two others apparently preferred to sleep alone, 
and the seventh—the patient—half-dazed with 
pain, was lying with her head in a puddle of 
rainwater. | i 

The remaining children arrived from the port the 
next morning. Evacuations from the camp were to 
start on the morrow and it was therefore thought 
wise to use Medical One solely for examination of 
children for evacuation and Medical Two for all other 
purposes. Two more 'M.O.’s joined the unit— 
Dr. Daly who took over Moor Hill, and Dr. King, 
non-resident, to help at Medical One when needed. 
Cobb and I were too busy at Medical Two to be able 
to help elsewhere. The out-patient department 
was dealing with over 200 patients a day and, in 
addition, the cases to be seen by us followed one 
after the other in an endless stream from early in 
the morning until late at night; the majority of 
these were “‘pyrexias of unknown origin” which 
could not be sent to Moor Hill, but had to be kept 
under observation on our improvised table-top beds 
and in three bell tents adjoining. 


PROBLEMS OF ORGANISATION 


On June 19th Bilbao fell to the insurgents. There 
were two alternatives as far as the camp was con- 
cerned ; to tell the children at once over the micro- 
phone or to let the news leak through to them gradually 
—both possibilities had their advantages and both 
their disadvantages. Eventually the former course 
was decided upon, and. I think wisely. It is impossible 
to describe the howl of dismay and anguish which 
went up as the news was broadcast ; suffice it to say 
that those who heard it willnever forget it. The Medical 
Tent was soon filled with hysterical children and 
meestras. One will never quite forgive these teachers 
for their behaviour that night, for most of them, 
instead of looking after and consoling the children 
in their care, gave way to their own personal grief, 
and the children consequently were neglected. Some 
of the English staff were also not without blame— 
there was a tendency with them to dramatise the 
situation unduly, and many children were persuaded 
into the medical tent who would otherwise have gone 
quietly to their own beds. Dr. King stood at the 
door of Medical Two with a bottle of syrup of figs 
in his hand, and as the children came in they were 
consoled with a few well-chosen words, given a dose 
of syrup of figs, and sent back to their own tents. 
This treatment was far more effective than all the 
bottles of sedative mixture handed out so liberally 
by well-meaning helpers. Two cases of genuine 
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hysteria were admitted to the observation ward that 
night and discharged as well next morning. 


An Eastleigh dentist volunteered to visit the camp > 


two or three mornings a week. He lent us, a gas 
apparatus which we were to find very useful. In 
addition, an orthopedic and an ophthalmic surgeon 


offered to help us with any cases on which we felt we 


needed further advice; moreoyer, the Southampton 
Free Eye Hospital agreed to treat any ophthalmic 


cases we had either in their out-patient department 


or as in-patients, and a firm of opticians in South- 
ampton volunteered to make spectacles for the children 
free of charge. 

Mention must be made here of one department 
of the medical unit which for the first two months 
or so of the camp worked so unobtrusively that few 
knew of its existence ; I refer to the washing tent, or, 
as we preferred to call it, the Lyceum or bug- house. 
A marquee was put up near Medical Two ‘and here 
four or five ladies, working all day and every day, 


fought bravely against the pediculus capitis and 


corporis. Children were fetched in from the camp by 
tent-loads for. baths and head-washing, and so inde- 
pendently did these ladies work that for weeks they 
fetched and carried their own buckets of hot and cold 
water from the kitchens. One day it was my odious 
duty to condemn as unfit for human consumption 
some sacks of fish that had been hidden for weeks 
under’ four perfectly good baths and forgotten. 
Children had smashed in the side of one of the baths 
and were busily eating the raw fish. It occurred to 
us that the baths could be used for a better purpose, 
and within one day the washing tent was re-born ; 
water was laid on, four boilers were provided to feed 


the three baths with “ constant hot water,” a special 


compartment was set side for the treatment of scabies 
cases, and the rest of the tent used by the head 
washers and’ hair dressers. Nearly 200 children 
were given hot baths each day under this new scheme, 
and it was hoped that each child would thus receive 
at least one hot bath a week. In addition, shower 
baths were available for the children from 10 until 
6 o’clock each day. 

After two cases of typhoid had broken out an 
isolation unit was formed.at the far end of the camp 
for investigation of contacts. -At the same time 
Medical Two was extended, an army hospital marquee 
equipped with twelve beds being put up behind the 
existing marquee for use as an observation and casualty 


ward. We were also provided with a store tent and 
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four bell tents for the doctors, interpreters, and the 


two Spanish boys employed as ‘medical orderly 
officers’; all these were enclosed by fencing, and 
with the addition of electric light and a luxurious 
latrine lent by -the Southampton Corporation and 


“ North Stoneham Camp... an area. of about forty. acres on 
which 120 bell tents had been pitched . . . in three groups 
to be known as Camps I, II, and III.” l i 


procured. from under the very nose of the quarter- 
master, who had~ intended it for the use of the 


administration staff, Medical Two became entirely 


self-supporting. The isolation camp was under the 
care of Dr. Daly ; Cobb had gone over to take charge 
of Moor Hill, and I was left to deal with Medical Two 
by myself. - 

We unfortunately had to sends one e boy, reputed to 
This 
boy had violent attacks, when he became dangerous 
to himself and to his friends. He was the leader of a 
gang of about twenty boys who were being sent to an 
isolated spot in South Wales. On the day of their 
departure he had two attacks, in the second of which, 
just before the bus was due to leave, he attacked one 
of his friends; he was taken to a nearby tent and 
after two hours, during which four people were required 
to hold him down, we succeeded in removing him to 
the observation ward at the far end of the camp. 
This manœuvre served a useful purpose, since his 
friends had previously refused to leave without him 
and had threatened to injure any of us if we did him 
any harm ; when they saw him being taken, apparently 


ž “ An out-patient’s department was arranged at one end of the tent... .” 
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_ willingly, to Medical Two they changed their attitude 
and accepted our assurances that he was too ill to 


leave. Our difficulties did not end here, however, for 


while the necessary arrangements were being made for 
his admittance to hospital he eluded his guard, 
E escaped under the 
am | side of the tent 


rounding fence, 
and was next 
seen waiting for 
the bus with his 
friends. It was 
left to the police 
to arrest him at 
the station before 
boarding the 


which caused a 
minor riot: on the 


persuaded the 
‘boys to wreak 
their vengeance 
on the railway 
company by pull- 
ing the communi- 
cation cord three 
times on their 
way to South 


“V.A.DvJs.. comforene the 
frightened . 6 


Wales. One other ` 


case was admitted to a private mental home, 
a boy who suffered from similar attacks but preferred 
the use of a knife to his fists. Two boys, the one a 
kleptomaniac and the other, who was considered 


to exert a bad moral influence on the children with- 


whom he came in contact, were kept under special 
observation. 

There was a lighter side to the work of the medical 
‘unit. Sister complained that there were so many 
cases of sun-burn that it was almost impossible for 
the nurses to deal with them. We discovered that 
the one great aim of the children was to be able to tell 
their friends that they had undergone an operation, 
when they automatically became heroes. The treat- 
ment of sun-burn with lotio calaminæ gave them the 
opportunity without the necessary discomfort usually 
associated with surgical treatment. They would 
emerge from the tent with all their exposed 
parts caked with lotio calamine and an assumed 
look of agony on their faces. The substitution 
of lotio plumbi for the calamine lotion produced 
a noticeable decrease in the number of sun-burn 
cases. 


and over the sur- 


- train—an_ effort | 


‘platform and- 


~- Rather amusing also. was the success of our “‘ cod- 
liver oil and malt clinic.” At the morning inspections 
we each picked out any children showing any signs 
of under-nourishment. They were: told to visit 


, Medical Two twice a day and were allowed to help 
themselves to a teaspoonful of Irradex. To our 


astonishment this became so popular that at 9 and 
6 o’clock long queues would extend from Medical 
Two, consisting not only of the patients: but also of 
their friends and the friends’ friends, and the greatest 
difficulty was experienced in preventing the same 


individual from rejoining the queue time and time 
again. Another popular feature was the Horlick’s 


tent, and the children were allowed as much léche 
malteada as they could drink each day. | 
Meanwhile, day by day children were leaving for 


homes throughout the country and the. camp was 


gradually diminishing in size. At the beginning of July 


‘Moor Hill was closed and was converted into a home 


for 40 children. The isolation camp became the hospital 
camp, three marquees being used as wards. The only 


‘patients requiring to be isolated at this time were 
those with scabies, who were treated in bell tents.in-a 


far corner of the original isolation compound. Daly 
and I were then the only two M.0.’s rO, 


THE PATIENTS 
On the first day 23 sick children were sent from the 


-camp to Moor Hill and some from the port, including 


one pulmonary tuberculosis. Comprehensive notes 
were taken-on each patient, being headed by the 
child’s name, number and tent number, sex, age, and. 
number of relatives, if. any, present in the camp. 
Impetigo cases had a yellow label attached. to their 
card—this was later used to signify any infectious or 
contagious disease—Moor Hill a blue label, and any 
case of pediculosis a red one. The cards were filed 
numerically, since the names were nearly all unread- 
able and unpronounceable—especially as each child 
had two surnames, that of the mother and of the 
father. 

The cases sent to the Borough Hospital from the 
port included one each of acute cholecystitis, broncho- 
pneumonia, a dental sepsis, septic knee, strangulated 
testicle, malnutrition, bronchiectasis (now ‘at the 
French Hospital in Soho), iritis, acute impetigo, 
acute bronchitis, and’ three cases ‘of ringworm. 

It was in the first week that one of our “ P.U.0.’s 
developed a morbilliform rash and we pica 
ourselves to' a measles epidemic—this never 
materialised, and although during the four months 
of the camp there have been 22 cases of measles 
they were all sporadic cases, and in the past ‘two 


. months no case has occurred at all. _ There were 


“.,.. anarmy hospital marquee equipped with twelve beds . . . for use as an observation and casualty ward.” 
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many complaints of “‘sore-throats”’ and, since one 
case of diphtheria had been sent to the Isolation 
Hospital from the boat, every child with a suspicious 
throat was given 8000 units of antidiphtheritic serum 
and kept under observation until a negative report 
on the throat swab was returned, after which the 
case was transferred to Moor Hill—excellent results 
were Obtained from the use of Streptocide in these 
cases. It was absolutely essential that no infectious 
disease should be introduced into Moor Hill for we 
had no other accommodation in the camp for 
in-patients. 

With two cases of typhoid from the boat and 
another from the camp in the first week, it was 
perhaps natural that we should have regarded even 
those children complaining of the most minor gastro- 
intestinal symptom with the gravest suspicion— 
it was one day in the second week that I had two 
children within half an hour of each other and 
from the same tent, with such distended and 
tympanitic bellies as I never hope to come across 
again ; they were sent to isolation tents and, after 
each had received a dose of syrup of figs, rapidly 
resumed their normal contours! We had in all five 
cases of typhoid—the two from the boat and three 
in the camp, including unfortunately two from 
Moor Hill. We therefore undertook to inoculate all 
the children remaining in the camp (nearly four 
thousand) with T.A.B. vaccine. Two doses were 
accordingly given each child with a week’s interval 
between the injections. Whilst in a very small 
proportion of cases the local reaction was severe— 
although not so severe as to cause any anxiety— 
only in one or two cases was the general reaction 
bad enough to warrant treatment in the wards. The 
prophylactic value of inoculation with T.A.B. vaccine 
is well known and has been summarised by Dr. 
Richard W. Taylor.* It is claimed that this is the 
first authentic report of typhoid prevention by mass 
inoculation. Although conditions in the camp were 
ideal for a typhoid epidemic no case occurred after 
these prophylactic measures had been carried out. 
One of the five cases on discharge from the Isolation 
Hospital was found to be running an evening tempera- 


ture; although not complaining of any pain in the 


chest, examination of the left side showed all the 
signs of an extensive pleural effusion. This has since 
cleared up and the patient is now convalescing in the 
camp hospital. 

I would stress the fact that we could have expert 
ophthalmological advice when we wanted it, especially 
with reference to a case of trachoma that was 
diagnosed at one of the hostels in London to which 
some of the children had been sent. This patient was 
treated as an in-patient at Westminster Hospital 
for three days and then returned to the hostel. A 
Sunday newspaper reporting the case under blazing 
headlines emphasised the fact that the port medical 
authorities had only one minute for the examination 
of each child. They completely overlooked the fact 
that each child was examined at Bilbao, on arrival 
at the port, on arrival at the camp, subsequently 
each morning, and with particular care before being 
passed. as fit to leave the camp for homes in any other 
part of the country. Furthermore, practically every 
child suffering from any eye trouble, however slight, 
was seen by the ophthalmic surgeon at Moor Hill 
during the first weeks of the camp, and any needing 
special care were sent to the Free Eye Hospital. 
Finally it may be said that the child left the camp with 
one of the first batches to be evacuated, three months 


3 Brit. med. J. Oct. 16th, p. 760, 
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before the diagnosis of trachoma was made and 
confirmed. : 


On June 30th we had the first case of scarlet fever. 
Rounding up the contacts was difficult, but eventually 
we decided to take the children from the patient’s 
tent and from the four tents immediately surrounding 
it and treat them as contacts. They were accordingly 
put in a special isolation compound, fed separately, and 
examined twice a day. On July 8th another case 
occurred from another part of the camp—this 
necessitated the isolation of a further batch of contacts, 
Seven days later one of the contacts developed the 
disease, and one day later one case occurred at Moor 
Hill—very disturbing for us since we were now unable 
to send any patients over there and none could be 
discharged. There were no further cases, and when 
the day arrived for discharging the contacts they all 
refused to leave as they were far more comfortable 
and better looked after where they were! We were 
free from scarlet fever until August 3lst when, ten 
minutes before I left the camp, a boy in the observa- 
tion ward was found to have developed a typical 
scarlatiniform rash. I should mention that in the 
districts surrounding the camp there were cases of 
mumps, measles, whooping-cough, diphtheria, scarlet 
fever, and chicken-pox, so that we had no reason to 
complain of the way fate was treating us, since from 
the middle of July until the end of August there was 
not one single case of an infectious fever in the camp— 
this in spite of the fact that the Spanish children were 
mixing quite freely with the children from the 
neighbouring towns and villages. 


-~ When the first case of scabies was diagnosed it was 
too late in the day for any treatment to be under- 
taken until the morrow, and orders were given for 
the tent to be-enclosed by fencing for the night. 
Within five minutes practically every child in the 
camp was out of bed and round the administration 
tent. The rumour had spread that typhus had 
broken out. No reassuring words would convince 
them that this had not happened and eventually the 
fencing had to be removed. Altogether there were 
70 cases of scabies. The routine adopted was to 
isolate the patient for treatment with Dettol and 
sulphur baths and to fumigate his clothes and belong- 
ings; the condition usually cleared up after two or 
three of these baths. The other children in the tent 
were examined each morning and given a hot bath 
daily. The tent was struck and a new tent, palliasses, 
and blankets provided. In spite of these precautions 
we could not stamp out the disease ; in fact, the cases 
were increasing in number to such an extent that a 
few weeks ago the entire camp was moved to fresh 
ground and every child given a new palliasse and 
blankets. Since that day it is true to say that there 
have been more cases of scabies than ever before. 
Two cases of sulphur dermatitis were seen following 
treatment. 


The cases sent to the County Hospital at Winchester 
included an acute otitis media and an acute appendi- 
citis, two cases of inguinal adenitis, a cellulitis of the 
face, a perforated soft palate, two lacerated fingers 
(caused by a mangle in one of the mess tents), and 
an hemoptysis, later sent tq the French Hospital 
for a fuller investigation. One mestra, complaining 
of ædema of the legs and giving a past history of a 
cerebral embolus two years ago in Spain, was found 
to have mitral stenosis; she was sent to Moor Hill 
and a few weeks later died as a result of a pulmonary 
embolus; it is difficult to understand why she was 
ever sent over. The child with pulmonary tuber- 
culosis sent from the port to Moor Hill was 
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transferred to University College Hospital and died 
fortnight after admission. 

There have been two road accidents—one, a girl 
aged eight, received a fractured skull and severe 
laceration of the scalp ; the other, a boy, also received 
head injuries. The most interesting fracture was one 
of the coracoid process of the scapula extending into 
the body; others included a green-stick fracture of 
the radius, three fractured metacarpals, one fractured 
metatarsal, and a fractured skull as described above, 

In the third week we were receiving an increasing 
number of children complaining of boils and of 
constipation. For the former a change of diet was 
prescribed and six intramuscular injections of 1 c.cm. 
of manganese butyrate were given, the course extend- 
ing over twelve days. The results were excellent. 
The constipation was more difficult to treat; castor 
oil was considered a treat to be anticipated with 
some relish, a dose of syrup of figs brought forth 
gratifying requests for more, milk of magnesia was 
much appreciated, and army No. 9’s swallowed without 
resentment—but to all these the constipation remained 
intractable. Almost in despair we tried haustus 
albus, with immediate and full effect; our prestige 
was restored, and no longer did “ B.N.O. since 
Bilbao ” or “? B.N.O, since birth” appear on the 
patients’ notes. 

We sent to the Borough Hospital at Southampton 
a case of apthous stomatitis, a lacerated finger (the 
mangle again), an acute lobar pneumonia, and an 
acute periostitis, Cases treated at the Free Eye 
Hospital included a meibomian cyst, a severe con- 
junctivitis and blepharitis, a traumatic keratitis, 
and a suppurating cyst of the lower lid. Erythema 
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nodosum was the most interesting skin disease that ` 


we met; there were, too, several cases of urticaria, 
three of ringworm, two of psoriasis, one of seborrheic 
dermatitis, and impetigo, scabies, and pediculosis as 
described above. » 

The camp closed on Sept. 18th, the children 
remaining there being transferred to St. Mary’s Bay 
holiday camp at Dymchurch—it was clearly impossible 
to keep them under canvas any longer. The problem 
of repatriation will be a difficult one for many reasons, 
not the least of which being that some of the children 
have no longer any homes or relatives to return to. 
The change in the attitude of the children towards the 
doctors and nurses as day succeeded day was gratify- 
ing; they learnt to bring all their troubles, physical 
or mental, big or little, to Medical Two; they treated 
it as a lost property office, as a place where they 
could get their letters translated, where they could 
obtain, chits for new clothes and shoes—if the M.O. 
on duty was in a good mood—and one or two would 
come in and ask if they might rest there for a little 
while as they were tired and could not find another 
quiet spot in the camp. 

An endless debt of gratitude is owed to the 
St. John Ambulance men who, although at work 
during the day, gave up their nights to do duty at 
the camp; to the nurses, trained and untrained, 
who carried out their duties so efficiently and so 
sympathetically—most of the V.A.D.’s continued to 
come up every day even after the official support of 
the Red Cross had been withdrawn ; to the volunteers 
who lent their cars for the transport of patients to 
and from the various hospitals, and for the innumer- 
able other errands required by the medical unit ; 
to the interpreters ; and to the voluntary helpers in 
the medical unit whose job it was to make beds, wash 
the dirty linen, feed the patients, and keep the 
medical tents clean and in good order, without 
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whom the work of the doctors would have been 
impossible. 2 

Of the children I would say this: were English 
children ever fated to be placed in similar circum- 
stances and to undergo similar hardships (which 
God forbid), and were they to behave as the majority 
of these Spanish children behaved, England would 
have just cause to be proud of them. Let any man 
who would criticise take four thousand healthy 
children from any country, billet them in a foreign 
field for four months away from their normal life, 
their normal surroundings, and their normal habits ; 
then let him say, as we say who were with these 
Spanish children, that their courage, patience, adapta- 
bility, and good behaviour was admirable. 


DEVELOPMENTS AT OXFORD 
THE NUFFIELD PLANS TAKING SHAPE 


THE first report of the Nuffield Committee covers 
only the eight months ending with last July, but it 
also includes information about happenings that were 
then only in prospect. 

It deals first with the development of the pro- 
fessorial departments and then with related develop- 
ments in the scientific departments. Having appointed 
Mr. Hugh Cairns to the chair of surgery, the com- 
mittee have used his services in planning facilities for 
his work. A new ward is to be constructed at the 
Radcliffe Infirmary together with an operating- 
theatre, X ray theatre, and appropriate office accom- 
modation, and his staff will include a first assistant, 
a research fellow, a house surgeon, a secretary, a 
technical assistant, and a neuropathologist. Of 
these the first assistant (Mr. J. B. Pennybacker) 
and the secretary have already been appointed, 
and capital expenditure up to £2000 has been 
authorised for equipment. 

Since his appointment to the chair of anzsthetics 
Dr. R. R. Macintosh has spent some time in America 
investigating anesthetic practice and apparatus. 
His departmental staff will include a first assistant, 
secretary, and mechanic, and there will be five junior 
assistants, whose appointments will be each for two 
and a half years. The first of these will be elected 
during the year 1937-38, and the remainder at intervals 
of six months. The two anssthetists at present 
at the Radcliffe Infirmary will become assistants to 
the professor, working under his direction in the 
collection of material for research and in the develop- 
ment of the anzsthetic service. A sum possibly as 
large as £2500 is to be provided for new equipment. 

The Radcliffe Infirmary at present has no special 
gynecological. ward, but a new ward will be built 
at the same time as the new ward for surgery. It 
is to have an operating-theatre which will have to be 
temporarily shared with the professor of surgery. 
A new wing is to be added to the maternity home to 
provide an operating-theatre and accommodation for 
teaching and research. Dr. Chassar Moir, the 
professor, will have Mr. J. A. Stallworthy as first 
assistant, and also two house surgeons, a secretary, 
and a technical assistant. Capital expenditure up 
to £2400 has been authorised to provide new equip- 
ment including X ray plant. 

At the time of the report no appointment to the 
Nuffield chair of medicine had been made, and so far 
as this department is concerned the discussions of the 
committee have been deliberately limited to matters 
of principle. _ 
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Of the “‘ associated hospitals,” the honorary clinical 
director of the Wingfield-Morris Hospital, Mr. G. R. 
Girdlestone, has been made Nuffield professor of 
orthopedic surgery without stipend and without 
restriction as to private practice. It is proposed to 
appoint an assistant to him, whose duties will include 
laboratory research, coérdination between laboratory 
and ward work, and ultimately supervision of research 
students. The honorary pathologist of the Radcliffe 
Infirmary, Dr. A. G. Gibson, has been appointed 
Nuffield reader in morbid anatomy, and Dr. A. H. T. 
Robb-Smith, assistant director of the department. 
Apart from new personnel, the need for new equipment 
and increased accommodation is specifically recognised. 
The reader in bacteriology, Dr. A. D. Gardner, has been 
accorded professorial status, and as soon as the 
coöperation of the Nuffield professor of medicine can 
be secured a clinical biochemist is to be appointed. 

In addition to the developments in connexion with 
the Radcliffe Infirmary and “ associated hospitals ” 
certain provisions have been made for increasing the 
ability of the scientific departments to codperate in 
the work of expansion and progress of medical 
research. Graduate assistants are to be, or have been, 
provided, in the departments of biochemistry, 
physiology, and pharmacology, and for the director of 
the Nuffield Institute for Medical Research. Prof. J. A. 
Gunn, director of the Institute, has relinquished the 
university chair of pharmacology, and Prof. J. H. 
Burn has subsequently been appointed to succeed 
him in it. A grant for material and apparatus has 
been made to the biochemical department, and 
Dr. S. Zuckerman has been given a grant for research 
in experimental endocrinology for four years. He 
is to codperate with any of the Nuffield professors. 

When adequate accommodation is available, 


expenditure of about £8000 on radiological equipment 


is foreshadowed. Although the final form of the 
organisation of the radiological department has not 
yet been decided upon, additional appointments will 
probably include an expert radiologist, an additional 
radiographer, a dark-room assistant, and a secretary. 
The committee regard as particularly important the 
elaboration and maintenance of a department for 
clinical records and ‘‘follow-ups.”” Proper accom- 
modation is to be provided, and a records officer is 
already appointed. 

The report concludes with a reference to the relations 
between the University and the Infirmary. It 
insists that coöperation between the University and 
the “ associated hospitals ’ is a necessary part of the 
scheme, and it is confident that, despite early 
difficulties, such coöperation is now fully assured. 


UNITED STATES OF AMERICA 
(FROM OUR OWN CORRESPONDENT) 


POVERTY AND ILL HEALTH ` 


THe note struck at the opening meeting of the 
American Public Health Association, reported in my 
last letter, proved to be the dominant one of the con- 
vention. It was sounded again by the Hon. Josephine 
Roche, under-secretary of the Treasury in charge of 
public health, in a most challenging address. She 
began by pointing out that fifty years ago 94 per cent. 
of all mortality from disease was from acute illness, 
chiefly infections ; to-day 75 per cent. of all mortality 
from disease is from chronic illness. Ten diseases 
take this toll of three out of four of our deaths. Listed 
according to the death-rates which they are respon- 
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sible for they are: heart disease, cancer, pneumonia 
and influenza, cerebral hemorrhage, nephritis, tuber- 
culosis, diabetes, diarrhoea and enteritis, appendi- 
citis, and syphilis. Moreover this mortality from 
chronic disease does not oppress all classes of the 
population with an equal weight. The death-rate 
from respiratory tuberculosis is seven times as great 
among unskilled workers as among professional 
workers ; it is three times as great among the skilled 
as among the professional. Pneumonia kills three 
and a half times more unskilled workers than profes- 
sional; death-rates from diarrhea and syphilis are 
twice as high for the unskilled as for the professional] ; 
cancer’s toll of the unskilled worker is 50 per cent. 
higher than of the professional. The death-rate 
from all causes is more than twice as high for the 
unskilled worker as for the professional. Two years 
ago a survey was launched to determine the degree 
of morbidity in a sample of the American population. 
Included in this investigation were 750,000 families 
comprising 3,500,000 individuals. The first results 
of tabulating the findings were made known by Miss 
Roche. We learn that disabling illness among 
persons on relief is 68 per cent. higher than among 
those in families with an annual income of $3000 or 
over; that the unemployed have twice the disabling 
illness that the employed have ; that Works Progress 
Administration workers have a disabling illness rate 
40 per cent. above that of other employed persons ; 
that 1 in every 20 heads of families on relief is unem- 
ployed because of disability, while only 1 in 250 
heads of families in the higher income groups is 
unemployed because of disability. If the load of 
sickness is unevenly distributed, so also is the aid 
afforded to those who bear it. Only 67 per cent. of 
the cases of disabling illness among relief persons 
received medical attendance exclusive of hospital 
care, compared with a figure of 80 per cent. for those 
with a family income of $3000 and over. The average 
medical services per case of disabling illness were 
about 50 per cent. higher in the highest income 
group than among persons on relief. Bedside nursing 
care in the home was given to less than 1 per cent. 
of the- disabling illnesses among persons on relief ; 
the proportion so attended in the group with family 
income of $3000 and over was 10 per cent. 

“ Concerted public action ” under such conditions 
is inevitable. The only question, said Miss Roche, 
is whether the public health group ‘are going 
courageously and quickly to step forward and... 
offer all they can give in constructive and progressive 
leadership.” This challenge was made even more 
pointed when the speaker recommended that the 
association formally recognise the problem of the 
present unequal distribution of medical services and 
charge a special committee ‘‘ to codperate with the 
public health service in extending through proper 
methods the long accepted functions of public health 
work to meet modern demands and needs of our 
people.” 


The association accepted the challenge and 


instructed its executive board to appoint such a 


committee. At the same time there was not wanting 
evidence that the public health organisation in 
various States is already responding to the modern 
need. Dr. Henry D. Chadwick, commissioner of health 
for Massachusetts, described how his State has made 
available to the medical profession a hospital and 
twenty clinics to which any doctor may bring or 
send his patient for free consultative service. At first 
51-4 per cent. of all cancer patients were referred for 
diagnosis to the clinics. In the last two years, after 
eight years’ operation of the plan, 77-3 per cent. of 


1098 THE LANCET] 


UNITED STATES OF AMERICA.—SCOTLAND 


[Nov. 6, 1937 


all cancer patients have been so referred. The per- 
centage of patients that come to the clinic without 
having first consulted a physician has dropped from 
14-7 to 8-3. 


CONTROL OF PNEUMONIA AND SYPHILIS 


In his welcoming address Governor Herbert H. 
Lehman of New York State made reference to the 
programmes in that State for the control of pneu- 
monia and of syphilis. The former programme has 
been in effect for only eighteen months but has 
already so well demonstrated its efficacy that on 
April 24th, 1937, the governor signed a Bill making 
available $400,000 to the department of health. 
With this aid “it soon will be possible to provide 
sera for the treatment of more than half of our 
pneumonia cases, and subsequent research should 
bring the total to nearly 100 per cent.” New York’s 
programme of syphilis control, touched upon by the 
governor, was described in greater detail by Dr. 
George H. Ramsey, assistant commissioner of health. 
He stressed the need for thorough organisation and 
tireless persistence in following up delinquent infec- 
tious cases. One patient first reported in 1931 has 
been visited 41 times because of delinquency. Another 
who acquired his chancre in January of the present 
year has already been visited 8 times. These are not. 
rare instances. Supervision of such cases is neces- 
sary and demands the employment of more clerical 
and nursing personnel than is to be found at present 
in most local health departments. 

As president of the association Surgeon-General 
Parran was succeeded by Dr. Arthur T. McCormack, 
the health commissioner of Kentucky. Mr. Abel 
Wolman, professor of sanitary engineering in Johns 
Hopkins University, was. voted unanimously to the 
position of president-elect. Kansas City was selected 
as next year’s meeting-place. In addition to the resolu- 
tion mentioned above were resolutions supporting 
the Vinson Bill for the control of stream pollution, 
and a resolution soundly condemning the exercise of 
political patronage in the appointment of public 
health personnel. | 


DEATHS FROM ELIXIR OF SULPHANILAMIDE 


Up to the time of: writing there have been 18 
deaths, 13 in Tulsa, Oklahoma, and 5 in East Saint 
Louis, Illinois, from a proprietary elixir of sulphanil- 
amide. In all probability there will be more fatalities 
and as yet all of the facts are not available, It appears, 
however, that the principal symptom was anuria. 
The elixir responsible appears to be a solution of 
about 72 per cent. diethylene glycol and approxi- 
mately 40 grains of sulphanilamide to the fluid ounce. 
It is well known that the solvent, diethylene glycol, 
possesses some toxic properties and it seems possible 
that the deaths from this elixir were due to 
the combined effects of the two substances. In any 
case, the combination seems to be responsible rather 
than the sulphanilamide, since at least one of the 
patients had received sulphanilamide tablets over a 
period of two weeks without any bad effects. Further 
investigations are in progress, but it seems already 
certain that the combination of sulphanilamide and 
aqueous diethylene glycol is an extremely toxic 
one. 


LIVERPOOL HOSPITAL AMALGAMATION.—The four 
principal voluntary hospitals of Liverpool are to be 
amalgamated on Jan. lst under the name of the Royal 
Liverpool United Hospital. The site of the new hospital, 
which is to cost £1,000,000, has not yet been chosen. 
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SCOTLAND 


(FROM OUR OWN CORRESPONDENT) 


DEHYDRATION AND ŒDEMA 


Prof. W. T. Ritchie delivered a Honyman Gillespie 
lecture in Edinburgh a fortnight ago, his subject being 
Disordered Circulation of the Interstitial Fluid. 
He pointed out that 70 per cent. of the body-weight 
is water, 24-3 litres daily being absorbed from the 
alimentary canal, 14 litres as fluid and the remainder 
from the food. This fluid is distributed as follows : 
blood plasma, 5 per cent.; interstitial fluid, 15 per 
cent. ; intracellular fluid, 50 per cent. The exchange 
between the blood plasma and the intracellular 
fluid takes place through the interstitial fluid, which 
may be regarded as filtered plasma with only a minute 
proportion of protein. The most important factor 
in the formation of the interstitial fluid is the hydro- 
static pressure within the capillaries. As the colloid 
osmotic pressure within the capillaries is 32~35 mm. 
of water, the hydrostatic pressure must be greater 
than this to drive the fluid out into the interstitial 
spaces. It is at the arterial end of the capillaries 
that this condition is fulfilled; at the venous end, 
on the other hand, there is, as it were, a negative 
pressure and fluid is accordingly withdrawn into the 
capillaries from the tissue spaces. The- colloid osmotic 
pressure depends on the total protein of the plasma, 
which in health is 7 grammes per 100 c.cm. The 
albumin fraction is 4:5 g. and the globulin fraction 
2-5 g. 

IP fluid intake is insufficient, or there is excessive 
fluid loss, dehydration will result. Dehydration 
becomes serious when 6 per cent. of the total body- 
weight is lost, the danger being in the reduction of the 
blood-plasma volume. The depletion of the plasma 
is met by withdrawal from the reserve—the interstitial 
fluid. If this reserve is too heavily drawn on it can 
no longer supply the need, the plasma volume falls 
and the body cells are seriously deprived of fluid. 
This state of affairs is seen in the child suffering 
from excessive vomiting or severe diarrhwa. Every 
effort must be made to prevent severe dehydration, 
and the best method is often to give fluid by intra- 
venous drip, by which 1} litres may be given in 24 
hours. Dehydration of long duration is met with in 
endocrine disorders such as diabetes mellitus, diabetes 
insipidus, and Simmonds’s disease, while in thyrotoxi- 
cosis also much of the loss of weight is due to loss of 
water. 

(Edema may be caused by an excess of interstitial 
fluid or by an increased permeability of the capillary 
walls. Dilatation of the capillaries and stasis of the 
blood are also important factors, and are responsible 
for anaphylactoid edema. Nutritional edema, in 
famine dropsy, is due to hypoproteinemia from 
starvation, with lack of ascorbic acid as a subsidiary 
factor. Faulty diet may maintain dropsy of cardiac 
origin, and this should be combated by administration 
of ascorbic acid and sufficient protein. 

Acute nephritis, said Prof. Ritchie, is a disease in 
which there. is widespread capillary damage, of 
unknown etiology. There is hypoproteinemia, 
especially of the albumin fraction. In the first few 
days of the disease the diet should be restricted— 
1 litre of water, 2 g. of sodium chloride, and 30 g. of 
protein per day. In the nephrotic syndrome loss 
of albumin leads to hypoproteinemia and severe 
dropsy ; a high protein diet (130 g. daily) causes 
disappearance of the dropsy and great increase in 
urine output. 
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Cardiac dropsy results from increased intracapillary 
pressure and is therefore maximal in the dependent 
parts, but hypoproteinemia is an additional factor, 
caused by malnutrition and loss of plasma protein 
into the serous cavities and in the urine. Fluid 
exchange and the circulation of the interstitial fluid 
is thus interfered with. The treatment of this type 
of dropsy is treatment of the failing circulatory 
system by rest, careful nursing, diet, and sleep. 
Digitalis is especially effective in auricular fibrillation 
with dropsy and a high ventricular rate. Restriction 
of sodium chloride and a liberal protein diet help to 
dissipate the edema. The mercurial diuretics are 
most effective in promoting the speedy disappearance 
of cardiac dropsy. 


THE PUPIL REACTIONS 


In a second Honyman Gillespie lecture, given last 
week, Emeritus Prof. Edwin Bramwell spoke on the 
pupil reactions, with special reference to contributions 
made by the Edinburgh school. Perhaps the earliest 
scientific neurologist, he said, was Robert Whyitt, 
who graduated from Edinburgh 200 years ago, held 
the chair of practice of physic, and, among many 
accurate observations on the reactions of the pupil, 
described the consensual reflex. In 1863 Sir Thomas 
Fraser, professor of materia medica, discovered the 
myotic action of physostigmine. Dr. Argyll Robertson, 
who was lecturer in diseases of the eye at Edinburgh 
University, introduced the extract of the calabar bean 
to ophthalmic surgery. In 1869 he described in the 
Edinburgh Medical Journal the sign which bears his 
name, the case being one (obviously of tabes) in which 
there was extreme miosis and no reaction to light, 
but a reaction on accommodation for near objects. 
In 1870 he reported four similar cases in which 
miosis was again stressed, perhaps because of his 
interest in this subject. His sign was for long 
regarded as diagnostic of syphilis. 

The late Dr. Kinnier Wilson in 1921 maintained 
that miosis is not necessarily a part of the Argyll 
Robertson pupil, and gave examples of other diseases 
that cause loss of the light reaction. The most 
common site of lesions responsible for Argyll Robert- 
son pupils is near the aqueduct of Sylvius, and the 
condition is probably due to sclerosis of the fibres of 
Meynert’s decussation. Prof. Bramwell concluded by 
referring to yet another well-known Edinburgh 
alumnus, the late Dr. W. J. Adie, who described 
what may be called the Holmes-Adie syndrome in 
which there is loss of the light reflex and a “ tonic 
pupil ’’—i.e., a very slow contraction on accom- 
modation—sometimes associated with absence of 
tendon jerks. The syndrome is not due to syphilis 
and has been described more often in females; it is 
benign and has no associated symptoms. 


i IRELAND 
(FROM OUR OWN CORRESPONDENT) 


PENSIONS OF ARMY MEDICAL OFFICERS 


DESPITE the arguments put before the Dáil by 
Dr. O’ Higgins in the debate on the scheme for army 
medical pensions the Minister for Defence has refused 
to make any concession in the case of medical officers, 
and he has obtained the approval of the Dáil for the 
draft regulations. His attitude was, indeed, con- 
temptuous, and was expressed in his remark that 
even if more money were available for pensions he 
would not give it to the doctors, since the 20 per 
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cent. addition given to them was adequate. The 
position, as it is now, is serious, not only for the 
present medical officers—for whom it is tragic—but 
for the future of the Army Medical Service. The 
present officers cannot escape from the Service without 
the Minister’s consent, and if they are permitted to 
retire they cannot leave the Irish Free State without 
his consent. As regards the future of the Service 
it is impossible to suppose that men of energy and 
capacity will be induced to’ enter a service in which 
there is no adequate provision for the future, a 
service which leads to an old age of privation. With 
a degradation of the quality of the personnel of the 
Army Medical Service it is the men of the Army who 
will suffer. It will then be no satisfaction to the 
country that the present Minister for Defence framed 
his regulations without consulting anyone with a 
knowledge of the conditions and remuneration of 
the medical profession, that he refused to listen to 
representations on the subject, and that he was able— 
with the usual help of the party whips—to get the 
approval of the D4il. 

The whole question of salaries and pensions for 
medical officers in the Government service is likely 
to come much before the public in the near future. 
It is not only in the Army that medical officers have 
to look forward to an inadequate pension. In another 
branch of the Government service, formerly much 
sought by men of ability, it is found difficult to 
attract any candidates, and vacancies have had to 
remain unfilled. 


MEDICINE AND THE LAW 


A Curiosity of Dental Benefit 


In Bynoe v. General Federation of Trade Unions 
Approved Society the Court of Appeal observed that 
the appellant doctor had a very real grievance though 
the judges found themselves unable to help him. 
Mr. Bynoe, a registered medical practitioner, has for 
the last 30 years confined his practice to dentistry 
as he is clearly by law entitled to do. But, owing to 
the dental benefit regulations, he cannot treat panel 
patients. The insured person who requires dental 
treatment normally selects a duly registered dentist. 
The scheme of national health insurance provides 
that the practitioner obtains his remuneration from 
the patient’s approved society, not from the patient 
himself. The regulations prescribe that the dentists 
with whom the societies make arrangements for 
dental benefit shall be dentists whose names appear 
on the Dentists Register. Thus Mr. Bynoe, though 
qualified and legally entitled to practise dentistry, 
cannot receive remuneration from approved societies 
for giving dental treatment to insured persons ; and 
the insured persons, who can get free dental treat- 
ment under the approved societies’ arrangements, 
naturally do not indulge in the luxury of paying for 
private treatment. Mr. Bynoe’s only legal remedy 
was to ask the court to declare that the regulations 
were invalid as being ultra vires. Mr. Justice 
Simonds felt unable to take this view last June 
(see Lancet, 1937, 1, 1541) and the Court of Appeal 
is satisfied that he was right. The Master of the Rolls 
says there is no possible ground for suggesting that 
a regulation which confines dentists entitled to 
give dental benefit under the Insurance Acts to persons 
on the Dentists Register is ultra vires. He thought, 
however, that the effect of this legislation in Mr. 
Bynoe’s case was very unfortunate. Lord Justice 
MacKinnon, who concurred, remarked that counsel 
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had not offered the court any reason why those who 
are entitled to practise dentistry on private persons 
should be excluded from the definition in the 
regulations. | 


The Chiropodist’s Lamp 


In dismissing an action for damages for the alleged 
negligence of a chiropodist, Mr. Justice Greaves- 
Lord paid a rather left-handed compliment to the 
value of the services rendered. A diamond broker, 
living in Maida Vale, was treated by a chiropodist 
employed by Strand Hotel Ltd. at the Regent 
Palace Hotel. He had apparently complained of a 
swelling on the upper part of his left foot. The 
chiropodist said that he applied warm towels and 
put on about an ounce of soothing cream consisting 
of vaseline, white wax, rose water, and borax. He 
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then dipped a piece of cotton-wool in a weak tincture - 


of iodine and squeezed two or three drops on to the 
cream, smeared: it over the cream and applied a 
32 candle-power lamp for a minute and a half at a 
distance of 12 or 14 in. from the foot. The 
patient contended that either the iodine or the lamp 
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had caused his foot to become very painful and to 
There was medical 
evidence that the treatment could not have had this 
effect. The lamp, said one medical witness called for 
the defence, was “mere eye-wash.” The judge, 
after seeing the materials used by the chiropodist, 
the lotions and the lamp, was satisfied that they were 
not harmful. The lamp, he said, was simply part 
of the machinery of charlatanry used by some 
chiropodists, the use being due to the vanity of man- 
kind. This method of making money out of the 
weakness and foibles of other people could not exist 
if it was harmful in any degree. The people who used 
this method were sure to use the most harmless means. 
These judicial observations on the lamp treatment 
administered by chiropodists ascribed its vogue to 
vanity. But does not the customer believe it to be 
of therapeutic.value ? In London and elsewhere there 
are, by local Act, restrictions on unlicensed establish- 
ments for massage, electrical, and other special treat- 
ments. Do they cover the treatment from which the 
diamond broker had expectations of relief and to 
which he afterwards attributed his injury ? 


GRAINS AND SCRUPLES 
Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM A SALARIED SURGEON 
i | | 


AFTER accepting, with some hesitation and more 
pride, an invitation to contribute a month’s rations 
of “ Grains and Scruples,” I began to feel envious of 
the earlier contributors who were obviously men of 
great learning and experience. Like Vasco da Gama 
and Drake, they had the whole world before them— 
they could talk about anything they chose. And 
they were so thorough that the task of their smaller 
successors is like that of the present-day explorer 
who has to go a very long way before he can find 
what the old maps called terra incognita. There was 
really no need for the Editor of a centenarian journal 
to fire such big guns in the first round. We all 
know the new weekly that starts off with a big 
splash—articles by men of fame, a weekly contri- 
bution by some literary big-wig ; but THE LANCET 
has no need for such tactics, and indeed, on reflection, 
it seems unlikely that it actually used them. A young 
sniper like F.R.C.S. 1936 probably provides no more 
than an occasional interlude before heavy artillery 
fire starts again. 

While these thoughts were troubling me I 
approached, with due reverence, the Adelphic oracle, 
and told it what was in my mind. The answer that 
I received was both illuminating and reassuring, and 
I think I ought to give it for the encouragement of 
future contributors. It was something like this, 
“Don’t worry, we don’t expect you to be original. 
In any case, there is more than one way of saying 
the same thing, so don’t hesitate to talk about sub- 
jects that have already been discussed.” This is true 
enough ; the same subject may be discussed in any 
number of ways. We see it every day. Tom hits 
Dick; Dick responds in some more or less appro- 
priate way, and the onlooker, Harry, comments on 
the conflict and wonders whether he should hit 
anyone, and, if so, should it be Tom or Dick. The 
Times, the Telegraph, the News Chronicle, the Daily 
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Express, and the Daily Worker are all presented with 
one and the same set of circumstances, yet how 
different are the reporting and the editorial com- 
mentary in each paper. There is plenty of scope for 


-us still, even if we had only a limited range of subjects. 


* * x 


I choose Surgical Practice in England—because it 
concerns me, and scores like me, as much as anything 
else. We all know the system, or lack of system, 
peculiar to this country. The fun begins after the 
Fellowship has been passed and a _ registrarship 
obtained. The budding surgeon gets a good appren- 
ticeship working with his chief, and at the same time 
looks round for minor appointments at lesser urban 
hospitals and cottage hospitals. In due course he 
collects an odd assortment of appointments, generally 
too many—but there is no one to stop him. One 
man I know is reputed to hold thirteen appointments 
in all. The day is spent in dashing round from one 
hospital to another, with an odd hour to see a reduced 
fee patient at the consulting-room, another hour at 
a nursing-home with another precious private patient 
or, more often, attending to patients under the care 
of his chief. And occasionally there may be a couple 
of hours in the evening for reading or writing, and 
perhaps half an hour for that most precious thing— 
contemplation. | 

As the young surgeon progresses, the game con- 
tinues in much the same way. The smaller appoint- 
ments, like pawns, are discarded, and the game is 
continued with lafger pieces, with the main objective 
always in view—an appointment at the big teaching 
hospital where he is registrar. At about this time 
private practice begins to assume encouraging pro- 
portions, and, for the first time, the antinomy between 
the pursuit of surgery as a science as well as an art, 
and the allurements of consulting work becomes 
dangerous. Finally, if he is lucky, and almost 
always at well after forty, our hero is able to settle 
down to steady work in one or two good appoint- 
ments. Something like continuity is now possible— 
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but what years of frayed and dissipated energy may 
have been wasted on the way. | 


* æ * 


Some of those who have made this journey (and 
one of its charms is its recurring excitement and 
uncertainty) are satisfied, but others, equally suc- 
cessful, are by no means sure that it is the best way. 
The general impression left by A London Surgeon in 
those excellent Grains and Scruples written in 
August, 1936, is that this time-honoured system with 
all its faults is, like so many British institutions, the 
best in the world. At any rate, the men are simply 
splendid. 

I agree—they are—and it staggers me to see how 
they keep their balance and make useful contributions 
to medicine while working under such adverse con- 
ditions. Yet I am convinced that British medicine 
holds its high position in the world to-day, not 
because of, but in spite of this wasteful system. 
The junior man’s useful contacts with his seniors are 
all too few. What he really does, so far as training 
is concerned, is to work out what he has picked up 
in the higher centres at the smaller hospitals where 
he is an independent surgeon. This may develop 
courage and resourcefulness, but is it altogether a 
good thing? And what I have called the minor 
hospitals suffer, too. I shall never forget a question 
I was asked when I applied for an appointment at 
a deservedly well-known hospital in an outer urban 
area, “ If you are appointed, will you agree to remain 
for at least five years?” I said, ‘“ Of course, yes— 
but why do you ask?” It flitted across my young 
mind that perhaps the hospital had a skeleton in 
the cupboard—there seemed no other explanation 
for such a question. The real reason was that this 
hospital had learned the importance of continuity 
of service, and had no wish to see its medical staff 
continuing to come and go like domestic servants, as 
more attractive appointments fell vacant elsewhere. 

It is, of course, obvious that the best men will 
tend to go to what they consider the best hospitals, 
and it may well be argued that the smaller hospitals 
are better off with good junior men who remain for 
a short time than with second-rate men who stay 
for ever. I don’t know the answer to this riddle, but 
there probably is one, and I think the governing 
bodies of the smaller hospitals would like to learn it. 
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Until a man attains considerable seniority, this 
absence of continuity is the most distressing feature 
of our system. Take the simple example: of the 
recording of cases. The only method open to the 
enthusiast is to copy out the notes of all cases that 
he is following and keep them at home. It is impos- 
sible to rely on the various systems of indexing (when 
they exist) at all the hospitals where he works. Then 
that precious thing—time. What hours are dissi- 
pated careering across the town and around the 
countryside. An energetic friend of mine had a 
map in his study with his various hospitals marked 
on it. Each hospital was surrounded by circles 
representing the times taken to get from the hospital 
to other points. With the help of this map his 
dutiful wife was able to tell an inquirer how long it 
would take her husband to get from wherever he 
was to where he was wanted next, and to arrange his 
appointments accordingly. 

% x x 

In all but the most elementary surgery, a certain 
amount of team-work is necessary both in the theatre 
and the wards. Many of us think that team-work in 
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certain foreign centres has been carried too far, but 
it can never be anything but beneficial unless it 
diminishes the responsibility of the surgeon to the 
individual patient. Codperation of this kind is based 
on intelligence and practice, and the more time a 
man spends working under one roof the more likely 
is he to obtain that team-work in and out of the 
theatre that is essential to the best work. The simile 
of an orchestra may be wearing thin, but it is difficult 
to improve on it. Let us suppose that Sir Henry 
Wood divided his time between an orchestra at 
Queen’s Hall, another in Kensington, a brass band in 
Hackney, and an amateur orchestra in Croydon. 
He would probably get something good out of all 
of them, but he would not produce a series of concerts 
comparable with those that we have enjoyed during 
August and September. To carry the simile further— 
too many of us are compelled to perform in much the 
same way as these nimble artists who manage to 
appear at four or five cabaret shows in as many 
places in a single evening. 
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The element of competition is strong. This, human 
nature being what it is, is said to be the great strength 
of the system. At the centre there is a survival only 
of the fittest. The second-rate men stay, as they 
deserve, at the hospitals of lesser importance. The 
suggestion that whole time or nearly whole-time 
appointments would, by eliminating the waste that 
I have described, make for better or less hurried work 
is received with exclamations of horror. No, our 
physicians and surgeons would soon become lazy 
Whitehallian fellows, sinking into the intellectual 
torpor that an assured—even if modest—-income 
begets. But it is curious, and pleasing, to see how 
fond these critics are of the dear old professor of 
pathology for whose learning they have profound 
respect ; his youthfulness and energy have become 
a legend among the students. And the anatomist, 
too—a most useful man; the physiologist, well— 
perhaps he might be rather more useful if he remem- 
bered that physiology in a medical school should be 
essentially human, but a very good fellow all the 
same, 

These men lead the cloistered lives that the prac- 
tising surgeons and physicians abhor. Is there com- 
petition among these full-timers? Yes, lots of it, 
in a dignified academic way—and generally speaking, 
the best jobs go to the best men. 

The competition argument falls to the ground. 


INTERNATIONAL SOCIETY OF MEDICAL 
HYDROLOGY 


THE fourteenth annual meeting of this society was 
held from Oct. 17th to 22nd at Frankfurt-am-Main 
and Wiesbaden, with an attendance of over 150 
members and non-members representing 18 countries. 
At the opening ceremony at Frankfurt University 
Prof. H. Vogt, director of the Federal Institute of 
Medical Hydrology in Breslau, was elected president 
in succession to Prof. Alois Strasser of Vienna. The 
first discussion, on Bioclimatology, was opened at 
Frankfurt by Prof. F. Linke (Germany) and Dr. 
Milhaud (France), and the second, on Psychological 
Factors in. Health Resort Practice, by Prof. O. 
Veraguth (Switzerland) and Dr. R. G. Gordon (Bath). 
The third discussion, held during a visit to Bad Ems, 
was on the Natural History of Moors and Muds, 
described and illustrated by Dr. W. Benade (Ger- 
many) and Prof. C. Porlezza. Other papers on 
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peloids were read, and the committee which has 
been working on the standardisation of data con- 
cerning these semi-solid bath media presented its 
final report. This, with accounts of the meeting, 
will appear in the January Archives of Medical 
Hydrology. 

The participants stayed throughout at Wiesbaden, 
travelling by motor-coach to Frankfurt, Bad Nauheim, 
and Bad Ems for the meetings and visits there. At 
Nauheim both the State and the Kerkhoff research 
institutes were visited. At the former, listening-in 
to heart sounds, correlated with cardiographic records, 
by means of a microphone, amplifier, and loud- 
speaker, was demonstrated by Prof. Weber. Prof. 
Clothilde Gollwitzer-Meier lectured on the work per- 
formed by the heart in the bath, and Prof. Boehm 
followed with kymographic records of the movements 
of the heart and its variations in size in and after 
CO, baths. Other laboratories visited included the 
municipal research institute (at the same time a spa 
hospital) in Wiesbaden and the State institute for 
investigation and treatment of catarrhal and asthmatic 
conditions at Bad Ems. 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 


A NEw Order in Council sanctions the payment of 
specialist allowance to surgeon commanders, irrespective 
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of whether or not they are employed solely on specialist 


duties. 

Surg. Capt. E. MacEwan, O.B.E., to Boscawen for 
R.N. Hosp., Portland. 

Surg. Comdrs. G. E. Heath to Victory for R.N.B.; 
R. R. Baker to President for course; and A. de B. Joyce 
to Birmingham. 

Surg. Lt.-Comdrs. T. A. Cochrane and L. P. Spero to 
be Surg. Comdrs. 

Surg. Lt. G. S. Thoms to Faulknor. 

Surg. Lt. (D) H. C. Brewerton to Shropshire (on 
commg.). 

ROYAL NAVAL VOLUNTEER RESERVE 

Surg. Lt. K. E. L. Yuill to Resolution. 

Surg. Lts. to be Surg. Lt.-Comdrs.: J. C. Moor and 
R. D. Jenkins. 


ARMY MEDICAL SERVICES 
Col. J. P. Lynch, late R.A.M.C., retires on retd. pay. 
Lt.-Col. W. Mathieson, O.B.E., from R.A.M.C., to be Col. 
Col. Mathieson is medical officer at the Army Technical 
School for Boys at Beachley Camp. 
ROYAL ARMY MEDICAL CORPS 


Maj. J. R. N. Warburton, M.C., to be Lt.-Col. 
Maj. W. E. K. Coles retires on retd. pay. 
Capt. D. C. McC. Ettles to be Maj. (provl.). 


TERRITORIAL ARMY 


Lt. G. D. Stilwell to be Capt. 

Capt. F. K. Bush, R.A.M.C., to be Divl. Adjt., Lond. 
Div. and Sch. of Instruction, vice Capt. D. C. McC. Ettles, 
vacated. 

Lt.-Col. C. H. Budd, M.C., T.D., M.B., to comd. the 
Ist (Eastern) Gen. Hosp. 

H. J. Green (late Offr. Cadet, Aberdeen Univ. Contgt. 
(Med. Unit), Sen. Div., O.T.C.) to be Lt. 

Supernumerary for Service with O.T.C.: Capt. W. L. 


` Lamb to be Maj. 


ROYAL AIR FORCE 
Group Capt. F. N. B. Smart to Headquarters, Training 


Command, Market Drayton, for duty as Deputy Principal 
Medical Officer. 


Flight Lts. J. C. Blair to No. 223 (Bomber) Squadron, 


Nairobi, Kenya ; P. A. Cooper to Aircraft Depét, Karachi, 
India; and R. C. O’Grady to No. 31 (Army Codéperation) 
Squadron, Karachi, India. 

Flying Offrs. J. P. Brazil to No. 4 Flying Training 
School, Abu Sueir, Egypt ; and H. O’B. Howat to No. 47 
(Bomber) Squadron, Khartoum. 

Dental Branch—Flight Lt. A. J. S. Wilson to No. 1 
Flying Training School, Leuchars. 
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Flying Offrs. F. V. Frank is transferred to the Reserve, 
class D; N. L. Newman to No. 1 School of Technical 
Training (Apprentices), Halton; and G. W. Hargreaves 
to No. 1 R.A.F. Depét, Uxbridge. 


AUXILIARY AIR FORCE 


No. 605 (County of Warwick) (Bomber) Squadron : 
Squadron Leader J. S. Jerome, M.C., relinquishes his com- 
mission on completion of service and is permitted to 
retain his rank (substituted for notice in THE Lancet of 
Sept. 4th). 
INDIAN MEDICAL SERVICE 


Lt.-Col. S. A. McSwiney retires. 

Majs. to be Lt.-Cols.: S. N. Hayes and D. R. Thapar. 

D.A.D.P. (vacated).—Maj. W. H. Carter, R.A.M.C. 

D.A.D.P. (appointed).—Capt. B. Blewitt, R.A.M.C. 

Capts. to be Majs.: S. S. Bhatnagar, B. Chaudhuri, 
H. L. Batra, A. V. O’Brien, S. T. Davies, L. Dass, S. M. K. 
Mallick, T. C. Puri, C. Mani, R. R. Bakshi, E. S. S. Lucas, 
and H. W. Farrell. 

Lt. K. I. E. Macleod is restd. to the estabt. 

Lts. to be Capts. (Temp. Commn.): M. Akram, D. S. 
Raju, B. S. Bindra, M. S. Chadha, W. A. Mirza, and 
M. M. Gyi. 

. To be Capts. (on prob.): Patit Paban Chowdry, M.C., 
Shiv Parshad Bhatia, Man Singh, and Mir Naeem Mahmood. 

Indian Medical Department.—Lts. (Sen. Asst. Surgs.) 
to be Capts. (Sen. Asst. Surgs.): A. D. Campbell, G. W. 
Doyle, G. H. Lawrence, C. M. E. Warner, J. M. Rodrigues, 
M.C., and E. M. Cuzen. Asst. Surgs. (lst Cl.) to be Lts. 
(Sen. Asst. Surgs.j}: J. M. Richardson, M.B.E., J. E. 
Howard, J. C. Dyer, V. W. A. Emile, W. C. Ne’Roy, 
O. R. C. Freeman, M.B.E., E. R. Grant, and C. A. A. 
Emile. Lt. (Sen. Asst. Surg.) R. L. Dunn retires. 
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From a leading article. 


To our medical readers we need not present any observa- 
tions on the case of JAMES JEWREY. The facts speak for 
themselves. To the mind of the general reader we may 
briefly recall the circumstance of a man presenting him- 
self to an hospital, for the relief of an accident consisting 
in the rupture of the urethra, or of the canal through 
which the urine is discharged from the bladder, and of 
being dismissed from that hospital .without any attempt 
being made to relieve him. An accident of this kind often 
admits of prompt and easy relief; an instrument is passed 
into the bladder for the purpose of supplying, as it were, 
the place ‘of the injured canal, and of permitting Nature 
to effect a cure by closing up the wounded part; the 
action of the urine, a highly irritating fluid, upon the 
surrounding parts, is thus prevented, and, with a few 
additional precautions, a complete cure is, in very many 
instances, effected. This treatment is simple; it does 
not require the exercise of any superior surgical skill; it 
would not, in the case under consideration, have been 
attended with any great trouble, or loss of time to the 
surgeon, even were we to suppose that the time and talents 
of the medical attendant in an hospital are not, de jure, 
at the service of all the patients who are brought there 
under circumstances of pressing danger. But, instead 
of lending that aid which, though trifling in appearance, 
might probably have saved a human life, the surgeon 
only orders the application of a few leeches; .but there 
are no leeches in the hospital; so the unfortunate suf- 
ferer is dismissed, and left to his fate. The effects of this 
conduct are not long in manifesting themselves; the 
urine, which continued to escape through the ruptured 
part of the canal, produces, as it always does, violent 
inflammation of the surrounding parts, and the man subse- 
quently dies in another hospital, after having suffered 
excruciating torture for three-and-twenty days. This is 
a plain, unvarnished history of the case, divested of tech- 
nicality. We offer it, with little comment, for the reflection 
of the public, and those few individuals amongst our 
professional brethren who may still deny the necessity 
of reform in hospitals and other institutions destined for 
the reception of the poor and indigent sick. 
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CORRESPONDENCE 


ASSESSMENT OF PSYCHIATRIC TREATMENT 
To the Editor of THE LANCET 


Sır, —The article by Dr. D. Curran in your last 
issue is of great interest to all engaged in the practice 
of psychological medicine. He raises the question 
of the efficacy of “intensive psychotherapy” as 
compared with shorter and simpler methods of treat- 
ing the minor forms of mental ill health that present 
so large and difficult a problem to the medical 
profession. 

There exists at present a very wide divergence of 
opinion as to the relative value of these methods 
amongst practitioners of psychological medicine. 
It is, however, possible that this disagreement is 
largely due to the fact that the upholders of each 
school of thought tend to see the clinical failures of 
the other. Clinics and hospital departments where 
short methods are used receive patients who have 
derived little or no benefit from prolonged courses 
of intensive psychotherapy. On the other hand, 
institutions specialising primarily in intensive methods 
receive a number of patients dissatisfied with and 
unimproved by short methods of treatment. 

These facts, if looked at from a constructive point 
of view, show that the practice of psychological 
medicine might be advanced by pooling our know- 
ledge and codéperating in the interchange of patients 
between institutions organised for the provision of 
different forms of treatment. 

Dr. Curran very wisely emphasises the importance 
of careful selection of cases for different forms of 
treatment, and it is in this difficult matter that 
knowledge is at present inadequate. A great advance 
will have been made when we can arrive at some 
generally accepted criteria indicating that certain 
cases must of necessity receive intensive treatment, 


while others will respond to less laborious and expen- 


sive methods. Although there are undoubtedly a 
number of patients who do not respond to any of 
the methods at present known in psychological 
medicine, mistakes in selecting the right method for 
the particular case must be responsible for many 
of the ‘‘ failures.” The friendly exchange of informa- 
tion and opinions about such cases will help us to 
avoid a repetition of similar mistakes in the future. 
It is important that intensive psychotherapy 
should only be used when clinically necessary, just 
as major surgical procedures are not employed with- 
out definite indications. Dr. Curran’s encouraging 
results support the value of short methods in certain 
cases, but unfortunately he gives no description of 
the actual therapeutic measures used in his series of 
patients, and it is therefore impossible to compare 
them with those which are being tried elsewhere. 
With a view to increasing knowledge of the efficacy 
of these shorter methods the Tavistock Clinic has 
established the policy of giving certain selected cases 


a course of treatment not longer than six interviews. 


Some broad criteria have been tentatively laid down 
for the selection of suitable cases. 


1. The symptoms should represent reactions to definite 
emotional stress rather than an expression of abnormal 
character traits. They should arise from a single source 
of emotional conflict rather than a number of deep under- 
lying factors. 

2. The patient should exhibit an active rather than a 
passive pattern of reaction towards life. 

3. The degree of narcissism should not be pronounced. 

4. The patient should not show signs of psychosomatic 
immaturity. 


These criteria are regarded as more important than 
the duration or severity of the symptoms in selecting 
cases for ‘‘short”’ rather than ‘“‘ intensive’ psycho® 
therapy. The form of therapy chiefly used is straight- 
forward explanation to the patient of the mechanism 
of his symptoms together with deliberate reassurance 
and encouragement. 

In order to be successful in selecting cases and 
applying such treatment a sound knowledge of 
psychopathology and psychiatric experience are 
equally important. The former enables one fre- 
quently to form a quick and accurate estimate of the 
psychological mechanisms underlying the symptoms, 
and the latter to distinguish psychotic types .where 
lack of insight and incapacity. for coöperation pre- 
clude success from any form of psychological approach, 
and show that physical or environmental measures 
are indicated. | 

The points mentioned in this letter are not regarded 
as conclusive but are brought forward as a contri- 
bution towards the solution of difficult problems. 
Knowledge should rapidly increase if close coépera- 
tion could be arranged between workers in different 
institutions practising for the most part somewhat 
different methods. This type of codperatve inquiry 
is being applied with some success in the treatment 
of cancer, standard records and follow-up systems 
having been adopted by many hospitals. It would 
be of immense value if a number of institutions and 
hospital departments responsible for the treatment 
of minor mental illnesses could combine to work out 
a scheme on similar lines. I extend an invitation 
to Dr. Curran, if he thinks that such a plan would 
be worth while, to join in its initiation. | 

I am, Sir, yours faithfully, 

Tavistock Clinic, W.C.1, Nov. ist. MARY C. LUFF. 


THE ARCHES OF THE FEET 
To the Editor of THE LANCET 


S1r,—I must thank Mr. Wiles for his very courteous 
and interesting criticism of my views upon the arches 
of the feet; I am sure that many would have been 
much more scathing in their remarks. The article 
In question was but the briefest of summaries of a 
lecture which in itself was no more than a short 
résumé of the subject. It is not to be wondered at, 
therefore, that my arguments have failed to impress 
Mr. Wiles, and that he hopes to convince me of their 
falsity. In my book ‘The Foot” I have dealt 
with the subject more extensively than is possible in 
a single article or lecture and those who are interested 
will find the arguments laid out in greater detail 
there. I do not propose to occupy your space by 
repeating them now, but there is one important point 
which Mr. Wiles’s letter introduces that, I think, 
needs further discussion. It seems clear to me from 
the various opinions which I hear expressed that a 
considerable degree of misunderstanding arises from 
the fact that we have no definition of what we mean 
by the “arches of the feet” and, therefore, no 
criterion of what constitutes a flat foot. Thus 
Mr. Wiles speaks of the complicated rotary move- 
ment at the subastragaloid joint and says that when 
the foot is adducted and inverted the arch is 
necessarily raised. As a corollary one may add 
that when the forepart of the foot is abducted and 
everted the arch apparently falls. An arch, however, 
is no more (or less) an arch because it is raised (or 
lowered) upon pillars at its extremities, and that, in 
effect, is what inversion (or eversion) does. 
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I have for long thought that the discrepancy of 
opinion in this matter may to some extent be due to 
ambiguity in the meaning of the terms used, and that 
the two schools of thought may actually be referring 
to slightly different functions and structures. With 
my foot off the ground I can perform the various 
movements which Mr. Wiles describes, and the 
apparent curve of the inner border increases and 
decreases correspondingly. But, when I stand upright 


upon one foot I can perform none of these movements. | 


The gravitational forces are now so great that the 
ligaments are kept taut and the joints held so tightly 
together thatthe muscles are incapable of movingthem. 
Nevertheless I can still observe a well-marked arch 
along the inner border, and I know from trial in many 
- hundreds of cases that this arch cannot be obliterated 
by the abolition of all muscular activity’ under spinal 
anesthesia. ‘This is the arch which I believe to be 
an architectural feature of the foot, not dependant 
upon muscular tonus. 

I feel sure that if further discussion of this subject 
is to be fruitful we must distinguish carefully between 
the movements of adduction and inversion, and 
abduction and eversion, which are obviously postural 
in nature, and the curve which remains when these 
opposing movements are in perfect balance and the 
foot assumes a medial position. A study of the 
internal architecture of the bones of the foot shows 
that the lines of stress and strain run along this curve, 
and should convince anyone that it is a permanent 
structural feature. 

I apologise for occupying so much space over such 
a trivial point, but the misunderstanding is one 
which I think I can detect in many recent writings 
on this subject. | 

I am, Sir, yours faithfully, 

Welbeck-street, W., Oct. 29th. Norman C. LAKE. 


APLASTIC AND ACHRESTIC ANÆMIAS 
To the Editor of THE LANCET 


Sır, —In an article on bone-marrow in your issue 
of Oct. 23rd, Dr. A. F. Zanaty mentions “a group 
of aplastic anemias with hyperchromia, which ... 
corresponds with Wilkinson’s description of achrestic 
anemia,” and he states that this group shows marrow 
which is ‘“ macroblastic >” in contrast to the megalo- 
blastic marrow characteristic of pernicious anzmia. 

We described achrestic anemia as a moderately 
megalocytic anemia characterised by (1) the presence 
of free HCl in the gastric juice; (2) failure, often not 
at first complete, to respond to anti-anzmic liver 
treatment ; (3) the presence of adequate quantities 
of the anti-anæmic principle in the liver; and (4) a 
inegaloblastic hyperplasia of the marrow—the state 
of the marrow, both naked-eye and microscopic, was 
illustrated in our article in the Quarterly Journal of 
Medicine in 1936. We quite agree that the first three 
points may be found in several anæmias including 
Dr. Zanaty’s group, but only achrestic anemia shows 
the fourth point and if Dr. Zanaty’s cases do not show 
megaloblastic hyperplasia of the bone-marrow they 
do not correspond to our description of achrestic 
anemia. 

The megaloblast is a perfectly distinct cell which 
has been described by numerous writers and has 
recently been well illustrated in the monograph on 
sternal biopsy by Nordensen (1935) and by Dameshek 
and Valentine (1937); we are not certain what Dr. 
Zanaty means by “ macroblast ” but we assume that 
he means a large normoblast. Now in every hemato- 
logical clinic of any size some cases have been dis- 
covered which resemble aplastic anæmia of a chronic 


type but whose marrow is nevertheless active; they 
are described in recent hematological text-books and 
have been named ‘“ pseudo-aplastic °” or “ aregenera- 
tive ” Rag Wa seen several patients with 
this condition. Clinically they may resemble per- 
nicious or achrestic anzemia, but the marrow does not 
show the predominantly megaloblastic hyperplasia of 
the latter conditions; instead, normoblasts of all 
types of maturity are common and some earlier cells 
(erythrogones) may be seen, true megaloblasts are at 
the most infrequent. These patients have an anemia 
which is often hyperchromic at some point in their 
course, and we have little doubt that they represent 
Dr. Zanaty’s group of “ aplastic anæmia with hyper- 
chromia.” It is a somewhat heterogeneous group 
which cannot yet be satisfactorily. classified. 

In our experience a patient with a severe hyper- 
chromic anemia who does not respond to the treat- 
ment for pernicious anæmia has usually one of four 
conditions: (1) true aplastic anemia; (2) ‘“ pseudo- 
aplastic ” anemia; (3) aleukemic leukemia; and 
(4) achrestic anemia. Sternal biopsy distinguishes 
between these: in (1) the marrow is fatty and the 
cells relatively few; in (2) cells are numerous, the 
red cell types being mostly’ normoblasts of various 
types with perhaps a very few erythrogones or even 
megaloblasts ; in (3) the marrow is packed with 
immature leucocytes ; and in (4) there is a megalo- 
blastic hyperplasia like that of pernicious anæmia. 
Probably pseudo-aplastic anemia is the commonest 
and achrestic anemia the least frequent of these 
cases but all are very rare; in over 2000 patients 
with blood diseases, the number seen with any one 
of the above conditions did. not exceed 10. 

In discussing leukemias, Dr. Zanaty states that . 
the oxidase stain is essential to avoid confusion 
between myeloblasts and lymphocytes, and he regards. 
the presence of oxidase-positive granules as significant 
of the former. But it is 24 years since Prof. Shaw. 
Dunn pointed out that the most primitive cells of 
the myeloid series did not react to the oxidase stain, 
and subsequent investigators have confirmed this 
finding; along with others, our experience (see 
Israëls 1936) indicates that myeloblastic leuksmia 
with oxidase-negative myeloblasts is the commonest 
form of this leukemia. ; 

We are, Sir, yours faithfully, 
JOHN F. WILKINSON, 


| M. C. G. IsRAELS. 
University of Manchester, Oct. 28th. , 


To the Editor of THE LANCET 


Sır, —The article by Dr. A. F. Zanaty on Sternal 
Puncture of the Bone-marrow in your issue of 


Oct. 23rd seems to call for some comment, as the 


method is stated to be in routine use in some clinics. 
The first point that I would make is that blood is 
withdrawn and not as in some other procedures a 
portion of the marrow itself. It is, therefore, 
impossible in any given case to know whether a cell 
as observed in the film is free in the blood or detached 
from the marrow itself and the proportion of marrow 
cells—if any—in the mixture is unknown. The 
examples quoted bear this out. Furthermore, few 
hematologists of experience would, I think, agree 
that the bone-marrow is difficult to stain or that in 
sections it is ‘‘impossible”—I would add “or 
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difficult ’’—to distinguish between a myeloblast and a 
megaloblast or a lymphocyte and a normoblast. 
In practice it is, I submit, seldom necessary to examine 
the marrow, ‘as the necessary information can be 
obtained by repeated scrutiny of the peripheral 
blood, but when one does make a biopsy it is necessary 
to be sure that one is dealing with the marrow itself. 
I am, Sir, yours faithfully, 
A. KNYVETT GORDON. 
Bedford-square, W.C., Oct. 29th. 


CHRYSOTHERAPY 
To the Editor of THE LANCET 


Srmr,—I should like to confirm the results of Prof. 
Hartfall and his co-workers. Since 1931, at my various 
rheumatic clinics, I have used gold as a method of 
treatment ; originally with blood sedimentation as a 
criterion of cure but later this was found unnecessary. 
From this experience of seven years and several 


hundred cases I am certain that gold is the best 


single method of treatment. 

My colleagues and I were the first in this country 
to record results (in your own columns in January 
1934) and we then tried to differentiate the types 
for which we found it useful. These have remained 
substantially unchanged, but with new preparations 
our technique and dosage has been modified. The 
points to stress are: 

1. We never give more than 0:1 g. at a single dose. 

2. The sensitivity of patients is first ascertained by a 
trial dose of 0-02 g. 

3. 0-1 g. of a preparation such as Solganal B contains 
about one-third more gold than Oleosanocrysin. In 
estimating dosage with various salts this point must be 
emphasised. 

‘With regard to sulphur content, I am certain that 
it is gold and not sulphur that produces the effects. 
This was discussed in detail by Forestier, to whom 
this form of therapy is so much indebted, at the 
meeting of the Ligue frangaise in 1933. I have found 
that toxic reactions are less when colloidal sulphur is 
taken by mouth in drachm doses. In our series, 
which we hope to publish soon, we have had no 
deaths and very few untoward manifestations. With 
the new preparation, which is a calcium gold prepara- 
tion containing a lower amount of gold, so far we 
have had none at all. 

It is essential, as in ‘the case of syphilis, to insist 
on several courses. We use three courses with 
intervals of four to six weeks in between, and aim at 
giving threé grammes of gold. It follows that those 
preparations which contain a smaller amount of gold 
will need longer courses. As Prof. Hartfall and his 
colleagues point out, the fact that occasionally treat- 
ment with arsenicals or quinine has untoward results 
is no contra-indication for their general use. In this 
respect, it is worthy of note that where gold is used 
in the treatment of tuberculosis, the doses given are 
much larger and reactions seem to be less frequent. 

I endorse Prof. Hartfall’s and Dr. Hetherington’s 
view of vaccine therapy. It must be remembered 
that this is empirical also, as no organism has yet been 
discovered in association with rheumatoid arthritis 
that fulfils even one of Koch’s postulates. In my 
experience, they have been frankly disappointing. 
Like Prof. Hartfall, I have had cases to which they 
have been given long trial without effect, the same 
cases having later responded to gold. I think that 
Dr. Warren Crowe confuses the issue by combining 
the two treatments. It must be remembered that 
rheumatoid arthritis is a very common and disabling 
disease, Experience teaches us that physical methods 
tend to be alleviating rather than curative. 


From the large amount of experimental work, 
numbering many thousands of cases done here and 
on the Continent, the value of gold is proved clinically 
beyond doubt, Like that of the Wassermann reaction, 
its specificity, while certain, is difficult to explain. If 
given in small doses it has as little danger as an 
arsenical, while the relief obtained in a progressive 
disease is often great. Perseverance is essential, and 
an initial painful reaction must not deter from con- 
tinuing the course. Many of our best results have 
had exacerbations of pain during treatment. . 

I hope to publish soon a further series of cases with 
details of the pharmacology, but would say at once that 
I have found it of value in allaying pain even in osteo- 
arthritis. My best results have been obtained by 
combining gold with suitable physiotherapeutic 
treatment. I can emphasise this the more strongly 
as, in many cases, physical methods alone have 
been ineffective. 3 

I am, Sir, yours faithfully, 

Harley-street, W., Oct. 30th. GERALD SLOT, 


To the Editor of THE LANCET 


Str,—I must apologise for trespassing once more 
upon your space, but there are two points in the 
letter of Prof. Hartfall, Dr. Garland, and Dr. Goldie 
which call for further elucidation. The first of these 
is diagnosis and nomenclature. The classification 
used by them—that of the British Medical Association 
committee in 1933—was later modified by the sub- 
committee on classification and published in the first 
report (1935) of the British Committee on Chronic 
Rheumatic Diseases. Here (p. 33) a clear distinction 
is drawn between ‘focal arthritis” or ‘‘ chronic 
infective polyarthritis ” and “rheumatoid arthritis.” 

The essential and pathognomonic differences are 
found in the radiographic, biochemical, and patho- 
logical changes (pp. 35-36). Still greater precision 
is obtained by the standard radiogram of the hand 1 
and the differential sedimentation test (D.S.T.).2 
In fact with the routine use of these, no mistakes 
in diagnosis should be possible, since the differences 
between. rheumatoid and focal arthritis are clear- 
cut and distinct. © l 

Focal arthritis (the secondary rheumatoid of the 
earlier classification) is the disease to which I referred. 
in using the term “active infective arthritis”: 
‘infective ” because the expression is more commonly 
used and a focus is not invariably to be discovered; 
“active” since “infective arthritis”? unqualified 
would seem to imply that some forms of rheumatic 
arthritis are non-infective. I cannot subscribe to 
the view that there is any form which is entirely 
without an infective factor. 

It certainly makes for simplicity to combine 
rheumatoid and active infective arthritis in one 
group as is done by Prof. Hartfall and his colleagues, 
but the results of so doing may be disastrous. In 
rheumatoid arthritis, foci of infection must not be 
touched, for the disease may be made so much worse 
that ground thus lost may take years for recovery, or 
may never be recovered ; whereas in active infective 
arthritis, foci of infection should be radically treated 
at an early stage. | 

Secondly in regard to the question of a control 
series of cases, I entirely agree with Prof. Hartfall 
that the downward course of either rheumatoid 
arthritis or active infective arthritis under the usual 
haphazard treatment is in itself sufficient. It seems 


1 Radiological Atlas of Chronic Rheumatic Arthritis (The 


Hand). By S. Gilbert Scott. London. 1935, 
3 Charterhouse Rheumatism Clinic, Original Papers, Vol. I. 
London. 1937. 
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to me also to be ethically quite untenable to withhold 
from a number of people a treatment which will do 
them good. 

Far more important is the control. of the treat- 
ment during administration. The D.S.T. is an 
extremely delicate gauge. Its use in every case 
would go a long way to convince the profession of the 
claims of gold, as it has established without any 
doubt the success of vaccine. The blood sedimenta-, 
tion-rate is a very insecure guide as compared with 
the D.S.T., which enables one to decide with ease 
whether a case is improving or getting worse. 

One word as to the question of the sulphur con- 
stituent of the gold salts. This is being tried out at 
the Charterhouse Clinic where a preparation now in 
use has no sulphur, even in the acid radicle. It is 
the succinamide of gold prepared for us by British 
Colloids Ltd. That this has some effect is certain. 
It appears to differ only in degree from that of 
solganal B oleosum. 

In reference to Dr. Hetherington’s letter, I note 
that his gold dosage differs widely from that of 
Prof. Hartfall and his colleagues, just as the dosage 
recommended in vaccine therapy differs greatly 
between practitioners of that method. It seems a 
pity that workers in the same field cannot get together 
and, by pooling their results, establish the best 
methods and standardise the technique. Nor should 
anyone condemn as useless a form of treatment without 
making himself familiar with the method of those who 
have proved it successful. 

In conclusion, I would like to point out that the 
technique and the results of vaccine treatment, as of 
all methods in use at the Charterhouse Rheumatism 
Clinic, can be seen by any medical man who is 
sufficiently interested in the subject to attend the 
Sessions. I am, Sir, yours faithfully, 

H. WARREN CROWE. 
' Harley-street, W., Nov. ist. 


‘ MY POST-BAG ” ` 
To the Editor of THE LANCET 


SIr, —It is easy to sympathise with M.P.S. Honestly 
assured that his firm is doing its bit in the facilitation 
of efficient therapy he cannot understand why we 
do not welcome his representatives and circulars 
bearing the glad tiding of a new biochemical product. 
It is not his fault that we do not. His circulars, we 
may be sure, are as flawless as the manners of his 
representatives. The trouble lies much deeper, and 
it is this. 

His firm is only one of, say, ten, all “ specialising 
in biological products,” all pouring out’ hormones, 
organ and tissue extracts and vitamin concentrates 
(in vast profusion and in almost unbelievable combina- 
tions), antiviruses, vaccines (plain, detoxicated, 
dissolved and to be taken with a drink of water after 
meals), bacteriophages. and many other things. 
Not content with biochemistry many of the same 
firms diligently devise new barbiturates and ingenious 
modifications and ornamentations of Blaud’s pill. 
Each firm has satisfied itself (though their criteria 
of satisfaction vary a little) “ that the product will 
accomplish the purpose for which it is intended,” 
and it only remains to draw attention to it. So 
first each firm gives its product a name, hoping to 
distinguish it from the similar products of the other 
nine, but since ten names for one product are hard to 
invent and harder still to remember that hope is in 
vain, we cannot remember one of them. Next they 
give it some small distinguishing feature which they 
emphasise hopefully, but again ten small distinguish- 


ing features cancel out. Never mind. The research 
has been done, the distinguishing feature and the 
portmanteau name devised, the ammunition is ready, 
the bombardment can begin. And it does. 

There is firing on six days a week throughout the 
year. The light stuff comes through the letter box. 
Heavies in the shape of “our representative ” 
penetrate the defences at uncertain intervals. The 
target is struck iby one missile or another many 
hundreds of times a year. The reactions of individual 
targets differ, no doubt. Some may enjoy it, some, 
as men will in a bombardment, close their senses to 
it all and are only slightly bothered and confused. 
But some are exasperated. Factors in their exaspera- 
tion are (1) Humiliation. ‘‘ I suppose we have brought 
this on ourselves but I hate to admit it.” (2) A 
painful conflict between the duty of using the winnow- 
ing fan and the desire to burn the lot—grain, chaff 
and all, (3) An unpleasant shaking of the individualist 
creed. “If these are the fruits of commercial 
enterprise perhaps, after all, the State had better 
control the means of production.” (4) Simple anger 
at being caught up willy nilly in this tangle of 
fantastic names, incomprehensible formule, pre- 
tentious theories, and scientific jargon. ~“ 

The outcome is an almost insuperable reluctance 
to use any biochemical product and a tendency to 
return on every possible occasion to the unassertive 
and sober remedies of the British Pharmacopoeia. 

The remedy (if there be one, short of a revolution 
in the affairs of the State) lies with the manufacturers 
considered as a body. Meantime some of us wish 
that the P.M.G., while giving us back our penny post 
for letters, would recoup himself by charging three- 
halfpence at least for commercial printed matter. 

I am, Sir, yours faithfully, 
Oct. 27th. : G.P 


To the Editor of THE LANCET 


SR,—May I trespass once again on your space in 
order briefly to reply to Postman’s Friend, who so 
kindly answered my two questions and incidentally 


- asked seven himself. 


In my letter I attempted to justify the advertising 
of pharmaceutical specialties through the post. It 
was against advertising matter and “ bits of blotting- 
paper ” that Postman’s Friend originally protested. 
He now concentrates his attack upon samples for 
clinical trial and here I am in complete agreement 
with him. Such clinical samples are, except in a 
few special cases, worse than useless and I have 
never “let my firm in for the colossal cost” of 
sending them out. 

To return to printed advertising matter, however, 
Postman’s Friend says he has never met a. medical 
man “‘ who does not throw in the wastepaper basket ` 
all advertisements, of whatever kind, as soon as they 
are revealed as advertisements ” (the last few words 
are, perhaps, a tribute to cunning presentation, an 
advertisement for, say, synthetic senna pods—bigger, 
stronger, better—masquerading innocently as an 
income tax assessment form). He must move in 
medical circles of an austerity far above the average 
because I can assure him that every day my firm 
receives a number, and in the course of a year 
several thousands of letters from medical men 
ordering our products and making reference to our 
advertisements. 

This form of advertising is not a waste, it produces 
results and these letters are the proof of it. 

I am, Sir, yours faithfully, 


Oct. 30th. M.P.S. 
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KETONAZMIA IN INFANCY 
To the Editor of THE LANCET 


Smr,—Some sentences at the end of Dr. Gray’s 
interesting paper. published in THE LANCET last week, 
suggest that he has used Rothera’s nitroprusside 
test for detecting acetone in urine, and ferric chloride 
for detecting aceto-acetic acid. Rothera! did at 
first say that his test was not given by aceto-acetic 
acid, but Hurtley ? showed that this was due to an 
error in the preparation of the aceto-acetic acid and 
Rothera confirmed this. Actually acetone can be 
detected in a dilution of 1 in 20,000 whereas aceto- 
acetic acid can be found in a dilution of 1 in 400,000 
with Rothera’s test. Ferric chloride is much less 
sensitive as aceto-acetic acid can only be detected 
in a dilution of 1 in 14,000 and acetone gives no 
colour reaction. Embden and Schliep? and Folin ‘ 
have shown that acetone is either absent or only 
present in small amounts in freshly passed urine, but 
does appear in urine which has stood for some hours. 
The common expression acetonuria is therefore a 
misleading one and should be replaced by ketonuria. 

I am, Sir, yours faithfully, 

Harley-street, W., Nov. 1st. GEORGE GRAHAM. 


THE MEANING OF ‘* EXAMINED ”’ 
To the Editor of THE LANCET 


Smr,—-Your answer (p. 992) to my question is, of 
course, the one that in practice is accepted by all 
panel practitioners, for the simple reason that none 
other is possible. I mean to say that unless the 
number of doctors were multiplied by ten, and each 
supplied with a staff of assistants, nobody could get 
through his work. At the same time, I do not think 
that such latitude in the definition of the word 
examined would be found in any dictionary. 

Under the National Health regulations the authori- 
ties are sticklers for the letter. Why should not 
the same emphasis be laid on the fact of examination 
as on the date? If I see a man whose leg I have put 
up in plaster-of-Paris hobbling along on crutches in 
the distance on a particular day (on which his certi- 
ficate is due), I am satisfied he is unfit for work ; 
but does a distant view constitute examination? It 
is sheer humbug to say it does. 

The printed wording of the certificate forms should 
be altered. In a case under the N.H.I. Acts it is 
the letter, not the spirit, that counts in the decision 
whether a panel doctor has to be fined or not. 

I am, Sir, yours faithfully, 
Ledbury, Oct. 26th. LESLIE B. C. TROTTER. 


PUBLIC HEALTH 


The Dysentery Outbreak at Luton 


On August 18th last the attention of the public 
health department of Luton, Bedfordshire, was 
drawn by a local practitioner to a number of 
cases of enteritis which had characteristics of 
food poisoning. A circular letter addressed to local 
practitioners elicited information suggestive of a 
widespread infective enteritis, and they were 
reminded of their statutory obligation to notify such 
cases. Up to Oct. 9th 302 cases were brought to 


2 Rothera, A. C. H., J. Physiol. 1908, 37, 491. 
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the notice of the department, 189 of which were 
notified as dysentery. We are indebted to Dr. F. 
Grundy, medical officer of health for Luton, for 
details of the outbreak, which according to the 
results obtained from a random sample of the popu- 
lation affected a much larger number of cases than 
those actually notified. The peak of the outbreak 
occurred in the first 2 weeks of September, and by 
the second week of October the incidence had reverted 
to negligible proportions. The age-groups chiefiy 
affected were 1-5 and 20-40. 

The usual symptoms were vomiting and diarrhwa 
for two or three days, sometimes with abdominal 
pain, and generally with a brief pyrexia. Mucus 
and blood were seen in a few of the stools. The only 
death occurred in a child of 5 months, the diagnosis 
not having been confirmed -bacteriologically. Of the 
118 cases investigated by sampling, 64 were mild 
(ambulant), 44 moderate (bed for 24 hours or less), 
9 severe (bed more than 24 hours), and 1 intermittent. 

A non-lactose fermenting organism was demon- — 
strated in 87 out of 155 specimens of fæces received 
for examination. An organism giving the reactions 
of B. dysenterie Sonne was isolated in 45 out of 
56 non-lactose fermenters investigated. 

The sanitary action taken included the disinfection 
of soiled bedding and clothing, the ‘instruction of 
those in charge of patients on the disinfection of 
stools, advice to adult patients employed in handling 
food to remain off work, and the admission of four 
cases in all to the Borough Isolation Hospital. School- 
children were excluded until they were certified fit, 
and contacts of school age were excluded for a week. 
No specific article of food could be identified as 
responsible for the outbreak and no evidence of con- 
tamination of water was discovered. The prevailing 
condition in this outbreak did not conform to the 
accepted clinical picture of dysentery, and the result 
of agglutination tests with convalescents’ serum 
suggested that the outbreak was not bacteriologically 
homogeneous.. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
OCT. 23RD, 1937 


Notifications.—The following ‘cases of infectious 
disease were notified during the week: Small-pox, 0 ; 
scarlet fever, 2705 ; diphtheria, 1706; enteric fever, 
36; pneumonia (primary or influenzal), 734; puer- 
peral pyrexia, 191; cerebro-spinal fever, 17; acute 
poliomyelitis, 27 ; acute polio-encephalitis, 3 ; enceph- 
alitis lethargica, 5; dysentery, 69; ophthalmia 
neonatorum, 92, No case of cholera, plague, or 
typhus fever was notified during the week. . 

Tho number of cases in the Infectious Hospitals of the London 
County Council on Oct. 29th was 3414, which included: Scarlet 
fever, 918; diphtheria, 1237 (diphtheria carriers, 17); measles, 
93; whooping-cough, 267; puerperal fever, 14 mothers (plus 12 
babies); encephalitis lethargica, 282; poliomyelitis, 14. At 


St. Margaret’s Hospital there were 19 babies (plus 8 mothers) 
with ophthalmia neonatorum. 


Deaths.—In 124 great towns, including London, 
there was no death from small-pox, 2 (1) from enteric 
fever, 6 (0) from measles, 2 (0) from scarlet fever, 
8 (0) from whooping-cough, 33 (6) from diphtheria, 
54 (9) from diarrhcea and enteritis under two years, 
and 32 (9) from influenza. The figures in parentheses 
are those for London itself. 

Twickenham reported theonly death from entericfever outside 
London. Liverpool and Manchester each had 2 fatal cases of 
measles; Liverpool 2 of whooping-cough. Diphtheria was 
fatal in 25 great towns, Liverpool, Sheffield, and Leicester each 


reporting 2 deaths. Liverpool had 10 deaths from diarrhea, 
Middlesbrough 5, Birmingham 4. 


The number of stillbirths notified during the week 


was 248 (corresponding to a rate of 40 per 1000 
` total births), including 30 in London. | 
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FREDERICK WILLIAM BURTON-FANNING,. 
| M.D. Camb., F.R.C.P. Lond. 


THe death of Dr. F. W. Burton-Fanning on 
Oct. 23rd will be mourned by a wide circle. Born 
at Chertsey in 1863, he was educated at, Winchester, 
St. John’s College, Cambridge, and University 
College Hospital, London, where after qualifying 
in 1885 with the gold medal in medicine he served as 
-house physician and obstetric assistant. He was 
then: for three . years resident at Addenbrooke’s 
Hospital, Cambridge. In 1891 he was appointed 
physician to the Norfolk and Norwich Hospital and 

i 3 ’. when the Fletcher 
convalescent home 
was opened : at 
‘Cromer ‘five years 
later he soon dis- 
covered how well 
the patients with 
pulmonary tuber- 
culosisresponded on 
the balconies there 
in the Norfolk 
climate, Physicians 
generally still 


consumptives 
would die if they 


windows open. 
About this time 


‘late Dr. W. J. Fan- 


| ‘ning, he devised the 

' DR. BURTON-FANNING now: well-known 
E T revolving shelter. 

i | ' Mundesley Sana- 


of torium was built 
by him in 1899, the first specially designed sana- 
torium to be opened in England. But he regarded 
‘it ds his greatest personal triumph when he was able 
to open, in 1903, the Kelling Sanatorium.for Workers, 
eight miles from Cromer, where the less fortunate 
could obtain efficient treatment. During the war 
he served in France as medical officer in command 
of the 55th General Hospital, taking with him -an 
_ artificial pneumothorax apparatus which was used 
- for sufferers from gunshot wounds of the chest, 
in collaboration with his friends, John Rose Bradford 
and Michael Foster. | 


Though Burton-Fanning’s name was associated 
- fairly early in his -career with chest: complaints— 
it was in 1905 that his popular handbook on The 
Open-Air Treatment of Pulmonary Tuberculosis 
first appeared—his skill extended to general medicine. 
He soon established a great reputation as a diagnos- 
tician and built up a consulting practice beyond, 
often far beyond, the county of Norfolk. Throughout 
his life one of his outstanding characteristics was 
his keenness to render help to those who sought his 


advice, irrespective of their position in society ; and 


the older he grew the more he exercised himself in 
trying to help the under-dog. He read widely, 
published important articles in the medical press, 
and was always keeping himself abreast of advances 
in medicine. His unvarying courtesy, his pains- 
taking thoroughness, his skill and common sense, 
as well as his knowledge of the world and kindness 
of heart contributed to win the esteem and affection 


- ‘OBITUARY 


thought then that | 
slept with. their. 


` with his cousin, the | 
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of those with whom he came in contact. He appre- 


ciated the psychogenic factors producing ill health ; 
many of his patients improved quickly by unburdening 
‘themselves to him and sometimes they came to look 


upon him not only. as a physical healer but as a 
spiritual adviser as well. His perspicacity is manifest 
in an article ‘‘ Neurasthenia in soldiers ” contributed 
to our columns in 1917. After his formal retirement 
from hospital practice at 65 he continued to be 


consulted there about chest complaints, and up to 
_24 months before his death he worked regularly as a 
‘director of the Norwich Union Insurance Society. 


Amongst other appointments he held, besides those 
already mentioned, were those of consulting physician 
to the Children’s Sanatorium at Holt, and to the cottage 
hospitals at Wells, Swaffham, and Cromer, and he 
was a member of several committees of the Norfolk 


. county council dealing with health subjects. 


Dr. Burton-Fanning married in 1893 a daughter 


‘of the late W. Cooper-Brown, who with a.son and 


daughter survive him. He lost his two eldest children 
during the war: a son in the marines in France, and 
a daughter, who was acting as a.nurse, from burns 


at Cambridge. : i 


MAJORIE BLANDY, M.B., M.R.C.P. Lond. 


Majorie Blandy (Mrs. J. Purdon Martin) died'at her 
home at Hampstead on Oct. 26th, to the sorrow of 
her many friends and the heavy loss of the medical 
women of London. The younger daughter. of the 
late Richard Blandy of Madeira, she was educated 
at Newnham Collége, Cambridge, and the London 
(R.F.H.) School of Medicine for Women, qualifying 
in 1914. After serving in France and at the Military 
Hospital, Endell-street, she held resident posts at 
the Royal Free Hospital and the Hospital for Sick 


‘Children, Great Ormond-street, and at the National 


Hospital, Queen-square, where she was R.M.O. and 
then medical registrar. Here she gained the wide 
experience of nervous disease that led her to specialise 
in neurology. She was admitted M.R.C.P. Lond. in | 
1922, and was soon afterwards appointed to the staff 
of the Bermondsey Medical Mission Hospital and the 
Elizabeth Garrett Anderson Hospital, where she was 
senior physician at the time of her death. One of her 
major interests was infant welfare, and her early 
training in the diseases of children made her a valuable 
medical officer to the clinics of the Hampstead 
Committee of Social Welfare. | 

In her professional work Dr. Blandy was, as in 
everything else, unusual. Her knowledge was ortho- 
dox but her approach to her cases was individual, 
unconventional, with an immense regard for the | 
human factor. Her bedside manner was her natural . 
manner, sparing of words almost to bluntness, 


- humorous, shrewd, infinitely kind. She was emphatic 


that she was no psychiatrist, but her clinics were 
crowded with patients for whom five minutes talk 
with Dr. Blandy made the difference between health 


' and despair. She had their confidence and somehow 


she kept them going. As a diagnostician she was 
outstanding, and she put her gift most generously at 


‘the disposal of her colleagues. - 


A colleague writes : “‘ Friends of her youth remem- 
ber Majorie Blandy as a lovely vivid creature, 
witty, with an acute sense of the comic, and 
a gaiety easily sobered by pity. She was successful 
without effort and careless of success ; rich in friend- 
ships and indifferent to-popularity ; hospitable yet 
solitary in spirit. Always one felt in her something 
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incalculable, an unending capacity to surprise and 
delight. With her happy marriage to Dr. J. Purdon 
Martin the centre of her life changed, and she gave 
herself up with passion to the ordering of her home 
and the upbringing of her two sons. Her professional 
work absorbed no less of her energy than before, but 
nevertheless she contrived to give to her children 
untiring companionship and thought. For the last 
four years of her life she faced the deepening shadow 
of disease with high courage, working until a few 
weeks ago with apparently undiminished vigour. 
Her diverse experience and original mind made her 
a rare companion whose loss will cast a shadow over 
the lives of her friends.” 


CLAUDE WILSON, M.D. Edin., F.R.C.P. Lond. 


Dr. Claude Wilson, who died on Oct. 3lst at 
Tunbridge Wells, had been in practice there for fifty 
years and his loss will be keenly felt by a wide circle 
of patients and by fellow practitioners with whom he 
worked in harmony. Born at Liverpool in 1860, 
son of Charles Wilson, sometime hon. treasurer of 
Liverpool Royal Infirmary, Claude Wilson was 
educated at a private school in Somerset and later at 
Owens College, Manchester, taking the medical 
course at Edinburgh University where he qualified 
with honours in 1884. Before he left he had been 
assistant to the professors of clinical medicine and 


pathology and resident at the Royal Infirmary, 
laying a foundation for the scientific outlook which 
he was to exemplify in practice. After taking his 
M.D. Edin. in 1887 he settled in Tunbridge Wells 
where he built up a large practice with a bias towards 
cardiology. Having studied, Schott’s methods at 
Nauheim he was one of the first to rescue the victims 
of rheumatic carditis from the life of invalidism to 
which they were then consigned; and his oppor- 


. tunities were enhanced when appointed consulting 


cardiologist to the Kent and Sussex Hospital, to the 
staff of -which he had long been attached. His 
success was well deserved for, as a lifelong colleague 
writes, no man could have had a greater sympathy 
for the pains and ills of humanity, and his attention 
to those who suffered was unremitting, whatever the 
cost to himself. It owed nothing to a good bedside 
manner, for there was no unreality in his make-up 
and he never paid a visit except when it was needed. 
He disliked any sort of emotional display and his 
obvious sincerity appealed especially to the young 
who could detect the affection through a rather serious 
exterior. Dr. Wilson had many recreations including 
music, tennis, and golf, but he will be remembered 
as a notable mountaineer who became president of 
the Alpine Club, 1929-31. He married in 1886 
Annette, eldest daughter of the Rev. D. Guthrie, D.D., 
of Liberton, Midlothian, and she survives him with 
one daughter. | . 


PARLIAMENTARY: INTELLIGENCE 


DEBATE ON THE ADDRESS 


In the House of Commons on Oct. 27th in the 
debate on the Address, Mr. A. GREENWOOD criticised 
the King’s speech for making no reference to the 
distressed areas, or to malnutrition. 7 

Sir KINGSLEY Woop, Minister of Health, said tha 
there were visible signs of great improvement in the 
distressed areas on which the Government were 
committed to spend some £18 million. Proceeding 
to defence of his own department, he said that no 
country since the war had done more to deal with the 
problem of housing than our own country. Since the 
armistice more than 3,350,000 houses had been 
completed in this country. For the first eight months 
of this year there were some 58,000 approvals in 
local authority housebuilding, as against some 
46,000 in 1936. Over 70,000 houses were under 
construction at the end of September. As regarded 
slum clearance the five years’ programme had more 
than kept its promise. Already some 650,000 slum 
dwellers had gone to better homes. With regard to 
overcrowding, practically all the local authorities 
had fixed their appointed days when the provisions 
were to operate; but in many areas the fixing of the 
appointed day had not postponed the abatement of 
overcrowding. He would point out to hon. Members 
who would like to see the statutory definition of 
overcrowding improved that the obvious first duty 
must be to achieve the elimination of overcrowding 
as at present laid down by Parliament. He was not 
satisfied with the progress which was being made so 
far as rural housing was concerned. He would pro- 
pose to Parliament to give Exchequer assistance 
towards the general provision of cottages for agri- 
cultural workers to be let at low rents. He was more 
than ever convinced that if agricultural workers 
were, to be kept on the land considerable improve- 
ments must be made, including the raising of the 
standard of housing accommodation. (Cheers.) He 
would sooner renovate a cottage, if it could be turned 
into a good healthy home, than pull it down. (Cheers.) 

In the quarter ended June last, the number of 
applications for grants under the Housing (Rural 
Workers) Act were one-third more than for the 


previous highest quarter ending in December last. 
Up to date they had received altogether applications 
for 12,000 dwellings and the total number of dwellings 
in respect of which grants or loans had been promised 
since the Act came into operation was now over 
15,000. No one could say that that figure was 
satisfactory and a good deal more had to be done. 

In reference to nutrition he pointed out that it had 
only been under the ain Government that the 
nutrition problem had been seriously considered.. 
The Government’s policy on nutrition and public 
health was ahead of that of any other country. 
On receiving the report of the Advisory Committee 
attached to the Ministry of Health on this matter, 
he had made suggestions to local authorities about 
the supply of milk and other foodstuffs which were 
being seriously considered, and progress was being 
made. Already 47 local authorities had improved 
their income scales; 62 authorities had already 
increased the amount of milk-supplies per case, and 
a number of them had extended the period of supply 
of milk for expectant mothers and a number had 
arranged for the pasteurisation of milk. As to 
maternal mortality schemes under the new Midwives 
Act were now in operation over the greater part of 
England and Wales, and he expected that the whole 
of this new service would be in operation next. 
Jan Provision was being made for the employ- 
ment of about 2700 midwives by the local authorities 
mad some 4850 midwives by the voluntary organisa- 
ions. 

In reply to a question from Viscountess ASTOR 
about the 14 per cent. of the maternal mortality 
attributed to attempted abortion, 

Sir KINGSLEY Woop said that a committee was now 
sitting, under the chairmanship of Mr. Norman 
Birkett and would, he hoped, report at a very early 
date, and he would consider the conclusions reached 
and the recommendations, 

In connexion with the new midwifery service, 
he was glad that, incidentally, the remuneration and 
status of the midwifery profession had been consider- 
ably improved. The House would share the hope 
that it might be possible to do the same sort of thing 
for the nursing profession, and he was just about to. 


1110 THE ban 


PARLIAMENTARY INTELLIGENCE 


[Nov. 6, 1937 


set up a committee of a similar kind to examine 
into the conditions of recruiting and service in that 
great profession. This was not only of importance to 
hospitals and institutions of that kind, but also to 
millions of people in their own homes, 

Sir F. ACLAND, dealing with the question of milk, 
said that the very minimum which the House would 
accept was a scheme to provide milk for all nursing 
and expectant mothers, children below school age, 
and wherever possible the extension of the milk in 
schools scheme to Saturdays and Sundays. 

Mr. ELLIS SMITH raised the question of the treat- 
ment of ex-Service men, pleading that an investiga- 
tion should be conducted by a select committee of 
the House of Commons into the position of these, 
and more particularly into the bureaucratic policy 
pursued by the Minister of Pensions. He had had 
complaints from medical men in Newcastle claiming 
that they had done all that was humanly possible to 
get justice for a man whose spine was badly affected, 
but that they had failed in spite of all their efforts. 
Mr. Ellis Smith cited another case in which radio- 
grams showing shrapnel in the leg of a man unable to 
follow his employment; a letter from the Ministry 
of Pensions about this case said that the presence of 
foreign bodies did not necessarily mean that material 
disablement was resulting therefrom and that the 
question of the payment of disablement pension did 
not depend upon whether foreign bodies are or are 
not retained. He asked for an immediate investiga- 
tion into the policy of the Ministry of Pensions, 

Mr, ERSKINE HILL hoped that when the Govern- 
ment outlined their plans he hoped they would see 
that the protection against air raids was adequate 
in every locality. Every hospital should be protected 
against the risk of incendiary bombs as was the 
extension recently built to the Hospital for Sick 
Children, Great Ormond-street. | 
' Sir FRANCIS FREMANTLE drew attention to the 
reference in the speech from the Throne to questions 
of health and housing. It was a pity that the infer- 
ence was drawn from stories of cases of distress that 
it was necessary to legislate, instead of simply admin- 
istering more closely the powers that already existed 
with regard to pensioners. Medical opinion tended 
naturally to be in favour of the patient. His own 
view was that the specialists attached to the Ministry 
of Pensions were an extraordinarily able set of men 
skilled in making the decision many years afterwards 
to what extent one could trace an illness or a lesion 
to an injury suffered 20 years before, or to what 
extent it had been aggravated by that injury. He 
was quite certain that there was no idea in the minds 
of the medical officers of the Ministry of trying to 
bolster up any financial or economic requirements 
of the Government by any recommendation. 

Referring to housing, Sir Francis hoped that a 
definite line of action, which must mean legislation 
this session, would be taken on the subject of rural 
housing. The work of the Central Housing Advisory 
Committee should be extended. One of its sub- 
committees had already investigated and reported 
on vermin infestation and had inquired into the type 
and the efficient furnishing of the new houses. The 

rovision of some houses with four bedrooms for big 
families was most desirable, for the country would 
not make headway with a declining birth-rate. 
If other countries reduced their population there 
might be something to be said for reducing ours, but 
Sir Francis did not believe that a unilateral depopula- 
tion would lead to prosperity. He believed that 
with an improved economic position for the working 
classes, people would again go in for large families, 
and would require houses of a size to accommodate 
them. The Government deserved the great credit 
for initiating a campaign for national fitness, but 
it should not be forgotten that personal effort had 
got to be at the bottom of making individuals and 
nations healthy. 

Dr. HADEN GUEST said many people in this country 
had never had enough milk, fruit, vegetables, eggs, or 
‘other food and in consequence they did not grow 


properly. The best way perhaps to enable them to 
purchase their requirements would be to raise every- 
body’s wages, but in the meantime prices could be 
reduced, espécially of milk. In Scandinavia and in 
Germany milk could be obtained at threepence a 
quart. Something like a million head would have 
to be added to the dairy cows in England and Wales 
if the supply of milk was to be increased to the 
amount required, according to the standard of 
experts on nutrition. If children had the amount 
of milk which they ought to have daily there would 
be an enormous diminution in sickness. 

Mr. H. RAMSBOTHAM, Minister of Pensions, replying 


to the request for an investigation into the treatment 


of ex-Service men, said that the report of the investiga- 
tion being undertaken by the British Legion would 
probably be published next year and would be care- 
fully considered before’ action was taken. He 
deprecated the remarks. made by Mr. Ellis Smith. 
Rheumatism and weak heart were the diseases 
specially concerned in the case about which complaint 
was made and unfortunately these diseases were 
common in civil life and could not be attributed 
altogether to war service. The problem was becom- 
ing increasingly acute as the men concerned became 
older. When doubt arose he had the cases referred 
to an independent medical specialist outside the 
Ministry altogether, a man appointed from a panel 
chosen by the president of one of the Royal Colleges 
and what the specialist said went as far as he (the 
Minister) was concerned. | l 

Mr. STEPHEN expressed disappointment that the 
Minister of Pensions was not willing to set up a 
committee of inquiry, and gave examples of cases 
where independent medical evidence had been set 
aside by the Ministry. l 

Replying to the debate, Mr. ELLIOT, Secretary 
of State for Scotland, said he hoped soon to intro- 
duce a Bill relating to rural housing in Scotland. 
It would not be possible to include water-supply, but 
he had not lost sight of the pledges given in that matter. 

Sir S. Hoare, Home Secretary, gave figures in 
support of his contention that the present position of 
the workers generally showed a substantial improve- 
ment as compared with the period preceding the 
depression of 1930 to 1932. 

Referring to the Government’s programme of air- 
raid precautions he said that he had never found a 
more baffling problem of defence. There was the 
question on what sort of scale they should make their 
plans; what should be the exact relations between 
the central government and the local authorities ; 
and what were the risks against which they were 
trying to protect the country. It would be a great 
mistake to dash into these questions without very 
careful consideration, but he would soon be able to 
introduce a Bill for allocating duties connected with 
air-raid precautions, and generally coédrdinating the 
various activities that had to be mobilised in this 
new field of defence. He believed that it would be 
possible to prevent panics taking place in great 
centres of population and to ensure that the essential 
services, upon which a highly developed civilisation 
depended, should not be brought to an end. He 
also hoped at no distant date to be able to introduce 
proposals for dealing with young delinquents. 


NEW BILLS 


In the House of Commons on Oct. 27th Sir KINGSLEY 
Woop, Minister of Health, presented a Bill to amend 
the National Health Insurance Act, 1936, so as to 
make certain persons under the age of 16 eligible 
for medical benefit, to facilitate the provision of 
medical benefit to such persons and to other young 
persons; and also a Bill to lower from 50 yeags to 
40 years the age which blind persons must have 
attained in. order to be entitled to old age pensions 
under the Old Age Pensions Act, 1936 ; and to amend 
the law with respect to the provision of assistance in 
relation to such persons by local authorities. 

On Oct. 28th Sir KINGSLEY presented the 
Population (Statistics) Bill. The measure, which is 
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also supported by Mr. Elliot, Secretary of State for 
Scotland, provides for supplementary inquiries upon 
birth, &c., registration which are additional to the 
particulars required for entry in the register. The 
additional information will be given in strict con- 
fidence for statistical purposes only, and not entered 
in the register. It will primarily relate to the ages of 
the parents, the duration of their marriage, and the 
number of their children. 


QUESTION TIME 
THURSDAY, OCT. 28TH 
Unemployment Assistance 


Mr. JAMES GRIFFITHS asked the Minister of Labour the 
number .of cases in which a reduction of the unemploy- 
ment allowance had been made by the Unemployment 
Assistance Board in the past three months ; what was the 
weekly amount of such reductions; and whether, in view 
of the hardships caused by such reductions at a time when 
the cost of living was rapidly rising, he would make repre- 
sentations to the Board with a view to the restoration of 
the cuts and the prevention of any cuts in the future.— 
Mr. ERNEST Brown replied: The number of applicants 
for assistance at the end of June receiving allowances 


which had been reduced by way of adjustment of the 


standstill arrangements, otherwise than on account of 
personal earnings, was approximately 6000. The corre- 
sponding figure at the end of September was approxi- 
mately 18,000. The great majority of the total adjust- 
ments made since the beginning of the year are of less 
than 5s. As regards the last part of the question I would 
refer to the replies which I gave on this subject on 


Oct. 21st. 
Non-inflammable Films 

Mr. Ropert Morrison asked the Home Secretary 
whether he had any statement to make on the use of 
so-called non-inflammable films; and what was the 
present position.—Sir SAMUEL HoaReE replied: I intend to 
refer this question to the new Advisory Committee on the 
Cinematograph Act, 1909, the constitution of which will, 
I hope, soon be completed. 


Magistrates and Factory Acts Decisions 

Mr. Rosrert Morrison asked the Home Secretary 
whether his attention had been called to recent comments 
made by the Lord Chief Justice, supported by Mr. Justice 
du Parcq and Mr. Justice Atkinson, on the frequent 
mistakes made by benches of lay magistrates when dealing 
with cases under the Factory Acts; and whether he 
proposed to take any action.—Sir SAMUEL HoARE replied : 
Yes, Sir. I am aware that the Divisional Court has, on 
more than one occasion recently, commented on the 
mistakes which have been made by magistrates as to the 
meaning and application of the provisions of the Factory 
Act relating to the fencing of machinery. These comments 
have received wide publicity and the new Factories Act 
should assist in clarifying the law on the subject. In the 
circumstances, I do not think any action on my part is 
called for; -but if difficulties continue to arise I will 
consider whether I can help magistrates by arranging for 
a note of the legal decisions to be prepared and circulated. 


Housing Subsidies _ 

Sir Francis FREMANTLE asked the Minister of Health 
whether he was in a position to make ‘any statement in 
regard to Exchequer grants for housing. 

Mr, DE LA BÈRE asked the Minister of Health whether, 
owing to the low rents which the agricultural workers 
were in a position to pay, the Government would consider 
increasing the amount under the Housing Act, 1936, 
Section 108, Exchequer contribution, in order to decrease 
the overcrowding which had taken place in rural districts. 
—Sir KinasLEy Woop replied: Yes, Sir. I hope to 
introduce in the near future a Bill dealing with the grants 
for slum clearance and overcrowding. The Bill will carry 
out my promise that contributions at the present rates 
shall be payable for houses completed between March 31st 
and Dec. 31st, 1938, and will make new provision for 
grants for this purpose. I am at present in consultation 
with the associations of local authorities as to the form 
and amount of these grants. I propose also to include in 
the Bill provision to give effect to a recommendation 
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recently made to me by the Central Housing Advisory 
Committee that Exchequer assistance should be made 
available towards the erection of houses for the agricultural 
population. 
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Birching of Boys 


Mr. McGovern asked the Secretary of State for Scot- 
land if his attention had been drawn to the recent 
sentences in Airdrie sheriff court where three boys, one of 
whom was only nine years of age, were sentenced to be 
birched ; and if he would take steps to abolish this growing 
form of punishment.—Mr. ELLIOT replied : The answer to 
the first part of the question is in the affirmative. The 
sentence of birching was not carried out in the case of the 
boy of nine years of age in view of the certificate of the 
police surgeon. With regard to the second part, the 
whole question of corporal punishment is at present under 
investigation by a committee which was appointed in May 
last by the Home Secretary and myself. 


MONDAY, NOV. ls? 
Medical Aid for China 


Mr. Exvxis Smira asked the Secretary of State for 
Foreign Affairs what attitude was adopted by the repre- 
sentative of the Government towards the proposal that 
the League of Nations should provide anti-epidemic and 
medical aid to the civilian population of China ; and what 
was the policy of the Government towards the suggestion 
for the opening of a League voluntary fund for the purpose 
of providing the Chinese civilian population with anti- 
epidemic and medical aid.—Mr. EDEN replied: At the 
meeting of the Council of the League of Nations held on 
Oct. lst, the representative of H.M. Government in the 
United Kingdom agreed that the League’s Health Com- 
mittee should be asked to prepare a plan to advise and 
assist the Government of China in dealing with this prob- 
lem. He further agreed that not only should the existing 
fund for technical collaboration with China at once be 
made available for the purpose, but that the Assembly 
should be invited to augment their annual grant under 
this category in order to meet the present special situation. 
Resolutions to the above effect were adopted by the 
Council and Assembly of the League respectively. H.M. 
Government expressed general sympathy with the sug- 
gestion to open a voluntary fund but reserved their 
position as regards Government contributions thereto. 


Relief Scales and the Cost of Living 


Mr. THORNE asked the Minister of Health how many 
public assistance committees had decided to increase the 
relief scales because the cost of living had risen, and by 
what percentage.—Mr. BERNAyYs, Parliamentary Secre- 
tary to the Ministry of Health, replied: Public assistance 
authorities are not required to report to my right hon. 
friend any scales they may adopt as standards to guide 
them in the administration of relief, but he is aware of 
6 public assistance authorities who have recently decided 
to increase their guiding scale. The increases vary from 
5 to 15 per cent. 


TUESDAY, NOV. 2ND 
Nursing Profession Inquiry 


Mr. LEONARD asked the Secretary of State for Scotland 
whether any woman with nursing qualifications had been 
appointed to the committee of inquiry into the recruit- 
ment for and conditions obtaining in the nursing profession ; 
and whether inquiries through the usual channels took 
place as to the composition of the committee prior to its 
appointment.—Mr. ELLIOT replied : Two members of the 
committee—Miss Smaill, the Superintendent of Nurses 
at Edinburgh Royal Infirmary, and Miss Whyte, the 
Matron of Robroyston Hospital, Glasgow—have nursing 
qualifications. With regard to the second part of the 
question, I decided to invite the members of the Scottish 
Committee, which inquired into the training and registra- 
tion of nurses in 1935, to extend the scope of their investiga- 
tions to cover questions of recruitment’and conditions of 
service. The only new member of the committee is 
Lord Alness, who has agreed to act as chairman in place 
of Sir Archibald Black, now Sheriff of Lanarkshire and 
unable, on account of the duties of his office, to undertake 
this further work. 


1112 THE LANCET] 


| [Nov. 6, 1937 


MEDICAL NEWS 


University of Cambridge 
On Oct. 30th the following degrees were conferred :— 


M.D.—J. D. Sim aon and J. ayn i sone 
M. P re Chir.—. wshaw, R. S. Stevens, R. F. Tred- 
old, R A. Andrews, x T, Westlake, A . V, Mackenzie, G. C. D. 
ttaker, T. M Banham, H. G. Dowler, 


oberts, Norman Whi 

.C. A. D. Paul, and *G. R. Hawkes. 

M.B.—R. V. F. Mercer, G. C. Tooth, C. M. Barker, T. F., Fox, 
J. C. Marklove, A. W. Abramson, J. R. J. Winter, R. T. Gabb, 
Frank Stansfield, and *E. M. Darmady. 


*By proxy. 
University of London 


Sir Ernest Graham-Little, M.P., has been re-elected 
chairman of the council for external students. 


Three lectures on the artificial transmutation of matter 
will be given at King’s College,. Strand, by Prof. James 
Chadwick, F.R.S., who holds the Lyon Jones chair of 
physics in the University of Liverpool, on Dec. 2nd, 7th, 
and 8th, at 5.30 P.M. Admission without ticket. 


Society of Apothecaries of London ` 
At recent examinations the following candidates were 
gai :— 


—E. R. Brown Leeds; K. J. Higham, Murai 
LE Guy's Hosp.; G. Macbain, Shefiield; ana J F. Mason, 
London Hosp. 
Medicine.—J. B. Alexander, Westminster Hosp.; A. W. Box, 
Camb. and body ’s Hosp.; E. R. Brown, Leeds; O. I. Green, 
. W. P. Morgan, St. Mary’s Hosp. ; G. S. Parker, 
anch, ; . N. Paremoro, Charing Cross Hosp. ; A. W. B. 
Perren Sheffield ; W. A. Royds, Manch.; F. Schwartz, Oharing 
prons Hosp. ; and W. E. Young, Guy’s Hos 
' Forensic Medicine.—J. B. Alexander, estminster Hosp. 
A. W. Box, Camb. and mye Konp i Satis Lee 
O. I. Green, Guy’s Hosp.; I. dail’ hin J. W. 
Morgan, St. Mary’s Hosp.; G. S. Parker Manon? H. A. N. 
Passmore, Charing Cross Phi W. B. Perren, hemala; 
W. A. Royds, Manch. ; Evata, Charing Cross Hosp. ; 


and W. E. Young, Guy’s H 

Midwifery. —EF. B. Akeroyd, Camb. and Leeds; V. M. en 
borough, Roy. Free Hosp. ; unkerley, Manch. ; 
Galloway, Ro; al Colleges Edin.; G. Howell, Welsh National 
School of Me S. Lancaster, Camb. and St. George’s 
Hosp.; and J. C. B. Nesfield, Camb. and St. "Mary’s Hosp. 

The following candidates, having completed the final 
examination, are granted the diploma of the society 
entitling them to practise medicine, surgery, and mid- 
wifery: J. B. Alexander, A. W. Box, E. R. Brown, O. I. 
Green, K. J. Higham, G. Howell, J. F. Mason, J. W. P. 
Morgan, G. S. Parker, A. W. B. Perren, W.A. Royds, and 
W. E. Young. 


Royal College of Physicians of London 


At a comitia of the college held on Oct. 28th, with. 


Lord Dawson, the president, in the chair, Prof. F.S. Lang- 
mead, Dr. A. M. H. Gray, Prof. L. G. Parsons, and Prof. 
G. S. Wilson were elected councillors, Sir Raymond 
Crawfurd was re-elected representative of the college on 
the committee of management of the Conjoint Board, and 
Sir Comyns Berkeley representative on the Central Mid- 
wives Board. It was announced that Dr. Donald Stewart 
had been appointed Milroy lecturer for 1939, and that the 
Jenks memorial scholarship had been awarded to Robert 
John Evans, late of Epsom College. 


The following candidates were admitted to the member- 
ship of the college :— 


El Sayed Mohammed Taha Abdel Bar, M.D. Cairo, poe h 
Warwick Bigger, M.D. Dubl., Norman Vogelsang Birrell 
Glasg., Kenneth Oscar Black Ca omas era 


Boon, M.B. Durh., John Frederick Bromley, M.B. 


ch., 
Eric George Lapthorne (o7 water, M p oon » Eli Davis, M. D. 
Manch., Gervais Joly Dixon, M.B. Dubl., Frank Abercrombie 
Elliott, ’ M.B. Cape Town, Badio Gime ' Hanna, M.B. Cairo, 


Benjamin Gottl ebi M.D. Durh., Ronald Stanley ne worth, 
M.D. Leeds, Hildebrand Hamilton Jacob, e 
Eric Charles Oliphant orab Barlor E M.B. Oxon, en e 
walla, M.B. anan oon, Sorab Barjor Karani, M.B. Bomas A fan 
Kekwick, amb., Thomas Wigram Lloyd, M.B. Oxon, 
Vincent wea Lloyd- -Hart, L.R.C.P. Lond., Edna Florence 
Mackenzie, M.B. Sydney, Ian Macpherson, M. B. Leeds, Basil 
Oswald Quin, M.B.N.Z., Walter Frederic Richards, M.B. 
Camb., Robert Donald Teare, L.R.C.P. Lond., Charles Mathurin 
Vaillant, M.B. Oxon., Eric Roads Van Langenberg, L.R.C.P. 
Lond., and Isabel Grace Hood Wilson, M.D 


Licences to practise were conferred upon 129 candidates 
(118 men and 11 women) who have passed the final 
examination of the Conjoint Board and have complied 


ieee 


with the by-laws of the college. The following are the 
names and medical schools of the successful candidates :— 


Enid I. M. Addenbrooke, Birm. ; ; I. j lock, Charing Cross 4 
d St. Bart.’s 


D. N. Camb. an . R. Ascott, St. Thos. 
H. F. 8S. Badio Camb. and Univ. Gon: G psd St. Bart.’s : 
J. M. y, Camb. and St. Thos.: ©. Ber sae g 
K. G. Bergin, Camb. and Brist.; S. M. Bieber, Liv: 

p R. Bilimoria, St. Bart. *3; A. K. Borland, Guy’s; k Phy a 


pararet G Bowie, Roy. Free; R. 
. B . Bart? 8; E. B. 

L. Bressloff, Westminster ; 

J. D. pu Guy’ 85 J. fr, H. Bales Camb. "and St. Thos. 5 


M. M. A. Cader, King’s Co C. J. Carey, St. Bart.’s ; Dorothy 
R. Clarke, Roy. Free; H. Coates, St. Bart.’s ; A. H. M 
Coombes ap: gand Lond.; A E. Cooper and H. P. F. 
orbin, St F. C. Courtice, Sydney and „Lond. ; G. A. 
Craig, Belfast : C 0-5. aay Camb. and St. Bart.’s; P. A. Ə» 
Westminster ; pe d, Andhra ¢ and Lond. ; D. BH H. Dawson, 
Manch.; J. K. Dalan Camb. and St Thos. ; R. L. J. S. 
Derham, Brist.; W. D. Doey, Camb. and Lond.: J. M. M. 
Drew, Sydney and St. Thos. ; va M. Drown Roy. Free > 
S. Ershadi, St. Bart's; D Evans and ¢ Farris, 


Guy’s: i G Flavell, Otago and St. Bart.’s ; ; Anne O. Fletcher, 


West L H. A. Freeman Liverp. ; ` Frewen, St. 
Bart.’ Pra J. B. Framin LMSS ; A. Garces, Camb. and 
St. Thos. ; a E. Gardiner, St. Bart.’s ; P. Geoghegan 
Leeds; A. H. Grant, St. Bart.’ 8; A. C. F. Oren, b. an 

St. Dans J. L. rifith, Camb. and St. Thos.: B. PE B. 
Gulliver, Univ. ; F. E. D. Hallon, St. Mary’s; L. A. T. 
Hamilton, St. Bart.’s; N. H o niv. Coll. ; Š. D. AS 
Guy’s; A. Har eaves Manch. ; A. Hayes, A Middx C. 
hae ao Lon J. Hoadley, St. ‘Bart? 8; Ho 
Univ. Coll.; J. . Howe Ae £: Bio ows Male? 
and St. Bart.’s . R. M. , Hugo, ba ox anc: 
ean . James, Manitoba and er rag Por reg N: 
o 


R. T. hnson, Camb. and St. Bei B83 
E. E’ Jones, Univ. ‘Coll. ; Olwen B.J 

Manch.: V. N. Krishna Iyer, 

D. Landsborough, Lond. ; A. 


ones, Roy. Free; D. Kay 
Madras and West. Lona” 5 
Leese, Camb. and Leeds; J. W. 

Lillico, Camb. b. and St. Thos.; S. Mackenzie, Camb. and Lond. : 
R. W. Mason, Camb. and wddx, E. Moore, Leeds; G. S. 
Charing Cross; Mary C ‘Mott, 8 Coll.; F. D. 
Mowat, Brist. ; is A D. Myb Camb, and St. Thos.; N. B. 


nEn e and Guy’s; ; S. K. 
orman, Camb. and 

Middx. ; G. B.N orthcroft ae aaa Lond. ; Oliver, 
Camb. and Guy’s; T. L. Oliver, Camb. and Lond. ; Gwendoline 
r: Orlebar, Darb; M .Parikh, Bombay and Univ. Colle; ; 
- Patterson ela Ae G. R. C. Peatfeld Camb. and Lond. ; 

. A.T T. Phibbs amb. and St. Thos. ; I. B. Pirie, Oxon and 
ax. ; F. Poll lley, King’s Coll. ; F. Ramsay, St. Bart.’s ; 

. W. R. Rari e-Davis Oxon and Middx. ; p F. gee. § St. 
a ae E. a R 


W. A. H. Rushton, Camb. and Univ. Col ` 
Charing Cross: L. Segal, Durh. ; a. S 
Sheers, Camb. and St. Thos. ; . G, S 
St. Bart.’ 8: I. Singh, Ra: 
Thos.; K. ©. P. Smith, A. M. 
S encer, € Cardiff and Brist. ; k palan e, Lond.; T. H. 
Camb. and Gu Me : tevenson, Camb. and 
St. Thos. : Cecil M. M. Stewart, Hing’s Coll.; F. J. E Gao: 
ham, Guye > W. S. Sutton, E n L. P. ’ Sym ons, Guy's 

N. Tribe, Brist. : Waring, St. Bart 
s Co ML. Wiltebive. Middx. ; ut: 
Woodhouse, Camb "ana St. whos R. Woolstencroft, V West- 


, Ds 3, Specter, Cardiff ; 


Diplomas in anesthetics and child health were conferred 
on the candidates named in our report of the meeting of 
the Royal College of Surgeons of England (Oct. 23rd, 
p. 997). Diplomas in public health were also conferred 
jointly with the Royal College of Surgeons as follows :— 
. D, Ahmad, Julia C. H, Avery, Ilma B. S. B 


T 
G. KE. Breen, C. "A. McPherson, B. Rao, M. Sendak, 
Shakespeare, Muriel H. Steven, and A. C. Stevenson. 


mann, 
J. H, 


Scottish Conjoint Board 


At recent examinations of the Royal Colleges of Physi- 
cians and Surgeons of Edinburgh, and the Royal Faculty 
of Physicians and Surgeons of Glasgow, the following 
candidates were successful :— 


LECI L.R.C.S., and L.R.F.P. Eo J. Alexander, 
H. . Armstrong, L. V. “mal Ws C. Beckett, J. M. A. 


Bio EE ‘M. S. Boardman, J. Boita: John Boyd, W. G. 
Carson, Walter cnundun, D.L a J. R. , Connelly, Basi? 
Cota, Marcel Daniels 6: Deverell, C. L. Eidam, Otto 


Einstein, Reuben Rma Ludwig Frank, Wy. W. Frank, 
Goldblatt, Hans Goldmann, G. B. Gordon, 2 . T. H, 
Graham, David Gray, R. E. Gunning, J. G. Hahn ©. 
. Horne STR Hyman, E Lan À. a Tank 
Macrae, D. D. Maitland, Yahia Marzo 


J. 8. ‘Mehlman, Ethel M. Miller, Daniel Mound, I. R. MeN eish, 
Ureana rr, J. W. A. Peron, D. S. Prichard, J. W. Reid, 
E. D. Riner, A. L. Robertshaw, A. L. Pe ae Ibrahim Sadek, 


Gerhart Schoenewald, R. F. Setlogelo Shul ulman, C. WwW. 
Stegel, Ernst Sklarz, Charles Spiegel, So} Wachtel, E. R. Winkler, 
Jobn ‘Winning, Harry Yonace, and Irving Zuckerberg. 
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University of Edinburgh 


At a graduation ceremony held on Oct. 23rd the degree 
of M.B., Ch.B. was conferred on Eileen E. Ross. 


University of Aberdeen 

Dr. Douglas R. MacCalman, general secretary of the 
Child Guidance Council and psychiatrist to the London 
Child Guidance Clinic, has been appointed lecturer in 
-psychopathology in the university. The lectureship, 
which will be known by the name of Crombie-Ross, was 
founded through an anonymous benefaction, and one of its 
conditions is that the lecturer shall treat cases of mental 
ailments—as distinct from established mental disease— 
at the Royal Infirmary. The local authorities will give 
a grant towards a clinic to be set up by the university 
at Forresterhill, and will send patients to Dr. MacCalman 
there. 


E Faculty of Physicians and eer of 
Glasgow — 

At the annual meeting of the faculty on Now: lst the 
following were elected office-bearers for the coming year : 
president, Dr. John Henderson; visitor, Dr. J. Souttar 
McKendrick ; hon. treasurer, Dr. James:H. MacDonald ; 
hon. librarian, Dr. W. R. Snodgrass ; ; representative to the 
General Medical Council, Mr. G. H. Edington; other 
councillors, Mr. J. Douglas Brownlie, Dr. Carstairs C. 
Douglas, Mr. A. G. Faulds, Mr. John Gracie, Mr. A. J. 
Hutton, Dr. H. L. G. Leask, Mr. Wiliam J. Richard, 
Mr. John Rowan, and Mr. Archibald Young. 


National University of Ireland 

Travelling studentships in pathology have been awarded 
to Dr. P. C. Bresnihan, in physiology to Dr. Oliver Fitz- 
Gerald, and in anatomy to Dr. Patrick FitzGerald. 

Prof. H. F. Moore has been appointed representative 
of the University on the Medical Research Council, Saorstat 
Eireann, for four years. 


British College of Obstetricians and Gynæcologists 

At the meeting of the council held on Oct. 22nd, with Sir 
Ewen Maclean, the president, in the chair, Dr. George 
Gray Ward of New York was admitted to thé honorary 
fellowship, and the following were admitted to the 
membership :— 

Eric Bailache, S. C. Bose, Marjorie R. E. Boyd, F. J. Burke, 
Hugh Callagher, epee eae Camaron ‘Jagadispada Dutt, P.J 
Ganner, *Edith Ghosh, Grafton, C C. K. Hamilton, 
M. R. W. Hart, Jobn owkins, *Mary John, J. G. H. Ince, 
J. W. Johnstone, *Mary P. Lukose, *Anna P. Martin tase 


L. C. de Menezies, *D. N. Mitra, *Olive Monahan, *Una 
. D. Mania *A. N. Palit, e 


Dr. T. F. Corkill of Wellington, New Zealand, was 
appointed a member of the New Zealand reference 
committee. 

The following candidates have been awarded the 
diploma of the College after examination :— 


Bl unt, S. G. Brook, W. J. Candlish R.G. Co 
pe Cuthbert, C. 8. 


Hill ninga, A. 
Magdi, 6 a Peet pe 

Ross, ‘Mohamed Salleh, 
Dorothy C. R. Vethavarnam, S 


©, ce, J. 
a Suron J. 
D. Vora. and J. M. Watt. 


Nervous Disorder and Industry 

On Oct. 27th the Duke of Kent presided over a aeta 
in London at which industrialists were asked for help in 
extending the Tavistock Clinic (Malet-place, London, 
W.C.1). Sir Farquhar Buzzard said that statistics showed 
that 1 in 14 of the working population suffered from 
nervous disorders to the extent of needing treatment, and 
the loss to employers from this cause amounted to 
10,000,000 weeks’ work each year. Lord Hollenden, hon. 
treasurer of the clinic, stated that the cost of providing 
accommodation for an adequate medical school, hospital, 
and out-patient department would be £300,000, plus an 
assured £20,000 annual income. To raise this sum, he 
suggested that employers throughout the country should 
give one shilling per employee and pay an annual sub- 
scription at the rate of one penny per employee. 
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Harveian Society of London ~ 

The Buckston Browne prize for 1937 has been awarded 
to Mr. R. T. Payne, M.S., of St. Bartholomew’s Hospital, 
for his essay on phlebitis. 


British Institute of Philosophy 


Lord Samuel will give his presidential address on civilisa- 
tion to this institute on Tuesday, Nov. 16th, at 8.15, at 
University College, Gower-street, London, W.C. Cards of 
admission may be obtained from the director of studies at 
University Hall, 14, Gordon-square, W.C.1. 


International Society of Surgery 


The eleventh congress of this society will be held in 
Vienna from Sept. 19th to 22nd next year under the 
presidency of Prof. R. Matas of New Orleans. The sub- 
jects selected for discussion are the surgical treatment of 
hypertension, bone-grafting, and the surgical treatment 
of cysts and tumours of the lung. The general secretary 
of the society is Dr. L. Mayer, 72, rue de la Loi, Brussels, 
Prof. Grey Turner (British Postgraduate Medica] School, 
Ducane-road, London, W.12), and Prof. Lambert Rogers 
(Surgical Unit, Royal Infirmary, Cardiff) are the British 
representatives on the international committee. 


Florence Stoney Prize 


A Florence Stoney prize of £25 will be awarded to a 
present student of the London (Royal Free Hospital) 
School of Medicine for Women, or a past student of not 
more than ten years’ standing for an essay or published 
paper on one of the following subjects: the treatment 
of cancer by methods primarily not surgical; laboratory 
work associated with the influence of radiations (X ray, 
radium, ultra-violet light) on neoplasms; the treatment 
of hyperthyroidism by methods primarily not surgical. 
The essays should be sent to the warden and secretary at 
the medical schoo) not later than May Ist. 


Rheumatism in Relation to Death and Disahlement 


On Monday last Lord Horder addressed the Insurance 
Institute of London on the aims of the Empire Rheumatism 
Council, which, he said, has already organised the scientific 
and administrative resources of the home country and of 
the Dominions for a relentless war. It was very probable 
that the incidence of rheumatic disease had risen of recent 
years ; for the expectation of life had been extended and 
the strains of life had greatly increased. More and more 
people were subjected to the bombardment of the din of 
the factory and of the city, and to long periods of travel ; 
the meals of thousands were hurried and defective (either 
in quantity or in quality or in both); a proper amount 

of physical exercise became more and more difficult for 
large masses of the people to obtain ; and industry imposed 
on many a constant routine of ‘small and frequently 
repeated movements which called for the over-use of a 
few muscles and the neglect of the rest. These were the 
predisposing, and, at times, even the determining, causes 
of rheumatic disorders, and the extent of rheumatic 
morbidity was now serious not because of the mere presence 
of pain and stiffness but because of the incapacity of 
rheumatic persons to carry on their work. In 1922 the 
Ministry of Health had investigated a sample of 90,000 
persons coming under National Health Insurance, and 
concluded that rheumatic disease was probably respon- 
sible for 16 per cent. of the total of industrial morbidity 
in England and Wales, and that in the course of a year 
about 372,600 insured persons sought medical advice 
because of it. This took no account of the sufferers 
outside the insured class. Moreover, though rheumatism, 
in the narrow sense, was not often directly lethal, a 
Ministry of Health report for 1924 stated that “‘ organic 
disease of the heart is for the most part rheumatic in 
origin ” and that “ organic heart disease is the cause of 
over one-third of all deaths in England and Wales.” 

The Empire Rheumatism Council, which may be 
addressed at 1, Mitre Court Buildings, Temple, London, 
E.C.4, proposes coérdinated research into the causative 
factors, and concurrently into the treatment, of all the 
various diseases coming within the rheumatic group, 
and Lord Horder concluded his address by referring to 
the “ propriety ” of approved societies supporting its work 
financially. 
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Royal College of Physicians and Surgeons of Canada 


Dr. George S. Young of Toronto has been elected 
president of the College. 


Lectures on Tropical Hygiene 

A course of lectures on tropical hygiene for men and 
women outside the medical profession proceeding to the 
tropics will be given by Dr. H. B. Newham and Prof. 
R. T. Leiper, F.R.S., and Mr. H. H. Clay at the London 
School of Hygiene and Tropical Medicine, Keppel-street, 
W.C., from Nov. 29th to Dec. 10th, at 4 p.m. Further 
information may be had from the secretary of the school. 


Memorial to Sir Robert Jones 


At the annual medical service at Liverpool Cathedral 
on Oct. 17th Lord. Derby unveiled a memorial to Sir 
Robert Jones. The memorial, which marks the resting 
place of his ashes in the wall of the cathedral, is a low- 
relief showing a surgeon operating on a crippled child. In 
the background are some of the instruments which Sir 


Robert Jones designed. It is the work of Mr. E. Carter 


Preston. 


Green Cross Society 

Lord Horder will be the chief speaker at a ‘‘ luncheon 
for nature lovers ° which will be held by this society at 
the Criterion Restaurant, Piccadilly Circus, on Wednesday, 
Nov. 17th. Lord Dufferin and Mr. Frank Salisbury, R.A., 
wil also speak and the subject will be Our Green and 
Pleasant Land. Further information may be had from 
the secretary of the society, 47, Victoria-street, London, 
S.W. ! 


Further Help for Orthopædic Treatment 


Lord Nuffield has given a further £150,000 to trustees for 


the development of an organised plan of specialised ortho- 
pædic treatment throughout the country. 
gave £86,500 for this purpose which has been administered 
through the Central Council for the Care of Cripples. 
Of the new gift he has allocated £70,000 to Scotland and 
£26,000 to Northern Ireland. 


Psychiatric Clinic at Guy’s Hospital 


Guy’s Hospital has received a gift of £43,000 from 
“ five friends ”’ for the provision of a psychiatric clinic. 
' The new building will be erected within the grounds of 
the ‘hospital and will provide 42 beds for patients of 
moderate means in addition to the six beds which are 
already assigned to the department of psychological 
‘medicine in the general wards. The clinic will contain 
divisions for major as well as for minor mental disorders, 
for psychotic as well as for psychoneurotic conditions. 
In addition to the sectional accommodation there will be 
a laboratory, an occupations room, a reading-room, 
dining-room, lounge, gymnasium, games room, roof garden 
and solarium. In the division for more acute illness there 
will be provision for special forms of treatment, including 
continuous baths. It is intended to have a full-time 
clinical staff of four doctors whose duties will combine 
both treatment and research. They, and the laboratory 
staff, will have access to the laboratories of other depart- 
ments of the hospital and medical school, in which a large 
new pathology block is in course of congtruction. It is 
intended that the clinical and research staff shall engage 
in treatment, teaching, and instruction in the clinic and 
in the rest of the hospital. Students at the hospital will 
take part as clinical clerks in the individual care of the 
patients and will have ready access to lectures and demon- 
strations given in the clinic and the hospital by the clinic 
staff. ' 

While the clinic will be under the general direction of 
the physician for psychological medicine to the hospital, 
it will be available for the treatment of patients under 
the care of any doctor of consultant standing in psycho- 
logical medicine in coöperation with the full-time staff, 
and it is thought that patients are likely to come for treat- 
ment earlier and more willingly to a clinic which is a 
department of a general hospital. The special beds in the 
general wards will continue to be available for the poorest 
patients; but it will be necessary at first, pending the 
accumulation of funds for endowment, to make a charge 
for clinic patients ranging from three and a half guineas 
a week upwards. Building is to be begun shortly, and the 
clinic should be open for patients early in 1939. : 


In 1935 he. 


Children’s Convalescent Home — 

The Duchess of Kent on Oct. 27th opened the Children’s 
Rest of the Friends of the Poor at Twickenham. Children 
between the ages of two and five will be received and the 


work begun 40 years ago at Roehampton by Mrs. Grey 


will be carried on here. 


London School of Hygiene and Tropical Medicine 

The trustees of a fund raised to commemorate the 
late Sir William Simpson have, through Mrs. Alec- 
Tweedie, offered this school a fund for the establishment 
of a prize. The offer has been accepted and a Simpson 
prize of books will be awarded annually to the student 
obtaining the highest marks at Part I of the January 
examination for the diploma in tropical medicine and 
hygiene. 


Fellowship of Medicine and Post-Graduate Medical 
Association 


Courses have been arranged during November and 
December as follows: dermatology St. John’s Hospital 
(afternoons, Nov. Ist to 30th); medicine, surgery, and 
gynecology, Royal Waterloo Hospital (all-day, Nov. 8th 
to 20th); proctology, St. Mark’s Hospital (all-day, 
Nov. 8th to 13th); thoracic surgery, Brompton Hospital 
(all-day, Dec. 6th to llth); and dermatology, Hospital 
for Diseases of the Skin, Blackfriars (afternoons, Dec. 6th 
to 18th). Week-end courses will be given in surgery at 
the Princess Beatrice Hospital (Nov. 20th and 21st); and 
in chest diseases at the Brompton Hospital (Nov. 27th 
and 28th). Courses especially suitable for M.R.C.P. 
candidates will be held in neurology at the West End 
Hospital for Nervous Diseases (afternoons, Dec. 6th to 
18th); in chest diseases at the Brompton Hospital (5 pP.m., 
twice weekly, Nov. 22nd to Dec. 17th); in heart and lung 
diseases at the Victoria Park Hospital (Wednesdays and 
Fridays, 6 P.M., Nov. 24th to Dec. 17th); and there will 
be a clinical and pathological course at the National 
Temperance Hospital (Tuesdays and Thursdays, 8 P.M., 
Nov. 16th to Dec. 2nd). Application for admittance to 
these courses must be made to the secretary of the Fellow- 
ship of Medicine, 1, Wimpole-street, London, W.1. The 
courses are open only to members and associates. . 


Leprosy in Great Britain To-day 


In a Chadwick lecture given in London on Nov. 2nd 
Dr. J. M. H. MacLeod said that in most of the cases of 
leprosy now in this country the disease was contracted 
abroad, but he had reported three in which it was con- 
tracted in this country by prolonged contact with infected 
persons. It was impossible to éstimate the exact number 
of cases in Great Britain and such numbers as 75 or 100 
which were usually given were simply guess-work. Cases 
were liable to be concealed both by the patients them- 
selves and their relatives ; they were not always recognised 
by doctors; and the disease had not been made notifiable. 
When it ceased to be endemic here the remaining cases 
came to be regarded as negligible; but in view of the 
serious nature of the disease and the possible danger of 
unrecognised cases in an active phase infecting children 
it was surprising that the health authorities should persist 
in this ostrich-like policy. As a rule lepers hid themselves 
in their own homes tended by their relatives, and apt to 
be neglected by them when they became helpless, Lodging- 
houses and hotels naturally refused to accommodate 
them, the general hospitals were averse from admitting 
them, and the last resort was the county council hospital 
of their district, where they were unwelcome guests. 
‘When cases became mental the difficulties of finding a 
home for them were further increased. Though there 
was no embargo to the admission of lepers into this 
country, there were endless difficulties in arranging their 
return to the colony whence they came. At the present 


.time lepers could travel freely in public conveyances, 


could sit with their neighbours in places of entertainment, 
and might even live with their families in close asso- 
ciation with young children unless the medical officer of 


health became cognisant of their existence and somehow 


managed to provide suitable accommodation for them. 
In 1913 a few philanthropic people had founded the Home 
of St. Giles for British Lepers, and though at present it 
could house only 12 cases it could be extended when 
funds permitted. . 
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Appointments 


BoLAND, ©. R., M.D. Belf., F.R.C.S. Irel, Senior Assistant 
Medical Officer (Grade I) at the Mile End Hospital (L.C.C.). 

CLARKE, L. P., M.R.C.S. Eng., D.P.H., Assistant in the Patho- 
logical Department of the Hospital for Consumption and 
Diseases of the Chest, Brompton. 

CROWE, C. L. C., M.D. Aberd., Resident Medical Superintendent 
of the Nottingham City Hospital and Medical Officer of the 
City Institution. 


peal C. .D.S., Hon. Dental Surgeon to King George 
2a ital, Tord. 
T. B M.R. C. S. Eng., D.P.M., First Assistant Medical 


noncer ie Caterham Hospital (L. C.C ae 
LOUDEN, MARGARET M. C., M.B. Lond., Surgical Registrar at 
the South London Hospital] for Women. 
MACLEOD, CAMERON, F.R.C.S. Eng., Surgeon to Out-patients 
= tas Hampstead General and North-West London 
osp 
MrrcHELe, J. S., M.B. Camb., Resident Medical] Officer at the 


Christie Hospital and Holt Radium Institute, Manchester. 


NopINE, A. M., M.R.C.S. Eng., L.D.S., Consulting Dental 
Surgeon to ae ag be Hospital, Ilford. 

PEARSON, R. S. xon., M.R. C.P. Lond., Physician to 
Out- -patients a the Hampstead General and North-West 
London Hospital. 

Riou, Louis, M.B. Manch., Second Assistant Medical Officer at 
the Out: -patient Department, Royal Manchester Children’s 

o al 

STRING: N ATHAN, M.B. Glasg., Deputy Medical Superintendent 
at the South Shields General Hospital. 

TAYLOR, HERMON, M.D., M.Chir. Camb., F.R.C.S. Eng., Assis- 
tant Surgeon tothe Queen’ 8 Hospital for Children, Hackney. 

WEI, J. H., M.D. Durh., B.Hy., D.P.H., Deputy Medical Officer 
of Health for Ilford. 


David Lewis Northern Hospital.—The following appointments 
are announced :— 
HUNTER, v R., M. Oe Surglon Registrar and Tutor ; 
F.R.C S. Eng., Surgical Registrar and Tutor ; 
M. D. Camb., M.R.G.P. Lond., Medical Registrar 


TONG, RE a 'B. rata , Medical Registrar and Tutor; and 
GARDEN, , M.Ch.(Orth.) Aberd., Orthopsdic Registrar. 


Cortiiying oe under the Factory and Workshop Acts: 


R. MITCHELL (Newquay District, Cornwall); and 
Dr. J. H. VERWEY (Brynmawr District, "Brecon). 


V acancies 


poles Surther information refer to the advertisement columns 


r, Seafield Maternity Hosp.—H.P., at rate of £200. 
Burking Borough.—Asst. M. f.O., £500. 
raided Beckett Hosp. and Dispensary.—Cas. O. and H.P., 
£250 and £200 respectively. 
Bedford County Hosp.—Third H.S., at rate of £150. 
B , Kent, National Sanatorium.—Res. Asst. M. O., £350. 
Also H. P., at rate of £150. 
Blackburn Royal Infirmary.—Res. H.P., £175. 
Blackpool, Victoria Hosp.—Pathologist, £600. 
Bolingbroke Hosp., Wandsworth Common, S.W.—Cas. O., at rate 
oO 
Brentwood, Essex County Mental Hosp.—Jun. Asst. M.O., £510. 
Bristol, Winford Orthopedic and Heart Hosp.—M.O., £325. 
Cambridge, Addenbrooke’s Hosp.—Res. Ansesthetist and 
Emergency O., at rate of £130. 
Cardiff, King Edward VII Welsh National Memorial Assn. 
rea.—Asst. Tuber. O., £500. 
aaa yt and North Derbyshire Royal Hosp.—H.S., at rate 
o 
Croydon General Hosp.—H.P., £125 
cr hero Coy Council. —Consultant in Gynæcology and 
S 
Dewsbury Staincliffe County Hosp .—Deputy Med. Supt., £350. 
apa eens King Edward Memorial Hosp.—Cons. Orthopedic 
urgeo 
Boina Hosp. f for Sick. Children, Southwark, S.E.—H.S., at 
rate o 
Farringdon General Dispensary, 17, Bartletts Building, E.C.— 
Part-time M.O. 
Dee General and North-West London H 
ai on N.W.—Cas. Surg. O. for Out-patient 
o . 
Harrow U.D.C.—Asst. M.O.H., £600. 
Hastings Royal East Sussex Hosp .—Three Hon. Anesthetists. 
Hospital for Sick Children, Great Ormond-street, W.C.—Res. 
rey Ti eles Reg., at rate of £150. Also Res. "HH. S., at rate 
o 
HORDA GIJON Women, Soho-square, W .—Pathologist and Registrar, 


Hult” ity Hosp. for Infectious Diseases, 
M.O., £350. 


Ilford Tsolation Hosp.—Res. M.O., £600 

Ilford, King ng George Hosp.— Two Clin. Assts. to Anesthetic Dept. 

Indian Med ervice.—Officers. 

Infants H PF noai eauure, Westminster. —Hon. Clin. Assts. 
Also H.P., at rate of £100. 

Inverness, Royal Northern Infirmary.—Med. Consultant and Hon. 
Charge-Physician, £1200. 

Kent County.— Asst. County M.O.H., £700. 

Leeds, Menston Mental Hosp.—Sen. Asst. M.O., £650 

Leeds, St. Mary's Infirmary, Armley.—Res. M. O., £250. 


Hosp Haverstock 
ept., at rate 


Cottingham.—Res. 


London County Council .—Asst. M.O.’s, Grade I, each £350. 
Also Asst. M.O.’s, Grade II, each £250. 
Jewish Hosp., Stepney Green, E E.—Res. H.S. and Res. 
Cas. O., each at rate of £100. 
Louth Public Health Hosp.—Med. Supt., £800. 
Manchester, Ancoats Hosp.—Asst. Pathologist, £350. 
mers 7 Can ae Hosp. for Infectious Diseases,—Second Res. 
8 Ss 
Margate, Royal Sea-Bathing Hosp.—H.S8., at rate of £200. 
Middlesbrough Education Committee. —Asst. School M. O., £500. 
Middlesex Hosp. and Medical School, W.—Med. and Surg. 
Registrarship, each £300. 
Mildmay Mission Se pn ener, Bethnal Green,—Asst. 
Cas. O., at rate of £12 
Miller General Hosp., Greene EES S.E.—Res. Surg. O. and 
Reg., £250. Also H.P. and H. S., each at rate of £100. 
National Hosp. for Diseases of the H eart, Westmoreland-street, W. 
Hon. Physician to Out-patients. 
Northumberland County Council.—Maternity and Child Welfare 
Sper an and et Supervisor of Midwives £750. Also Temp. 
ASS 
Nottingham Genero Hosp.—Res. Cas. O., at rate of £150. 
Pi h, Prince of Wales’s Hosp., Devonport.—Sen. H.S., at 
rate of £130. 
ymouth, Prince of, aoe s Hosp., Greenbank-road.—Res. Surg. 
O., at rate of £ 
Portsmouth, St. Janes Hosp. gr Nervous and Mental Diseases.— 
Locum Tenens Asst. 7 guineas a week. 
diar tr ii ington om ay Ras Bridge.—Jun. Asst. M.O., 


Queen’s Hosp. for Children, oceney 700d, E.—H.P., H.S.,and 
Cas. O., each at rate of £100 

Rotherham Hosp.—Sen. H.S., £200. 

Royal Air (Force Dental Branch.—Commissions. 

Royal Chest Hosp , City-road, E.C.—Res. M.O., at rate of £150. 

Royal Naval Medical Service.—Medical Officers. 

Royal Northern Hosp., Holloway, N.—H.S., at rate of £70. 

St. Mary’s Hosp., Institute of Pathology, &c., Paddington, W.— 
Research Studentship. 

Sheffield Royal Hosp.—Clin. Asst. to Ophth. Dept., £300. 

Sheffield Royal Infirmary.—H.S. to Ear, Nose, and Throat Dept. 
and Ophth. H.S., at rate of £80 and £120 reapecti yoly, 

Sleaford, Innes, Rauceby Mental Hosp.—Asst. M.O. £350. 

Smethwick, St. Chad’s Hosp.—Res. Obstet. Officer, 6360. 

Soun. i London Hosp. for Women, Clapham Common, S.W — 

in. Ass 

South Shields County Borough.—Asst. M.O., £500. 

Stafford, Soren Hall Orthopedic Hosp-—H.S., £200. 

Swanley, Hosp. Convalescent Home, Parkwood.—Res. M. O., at 
rate of £200. 

Sydney Hosp—Pathologist to Kanematsu Memorial Instiiute 
of Pathology, £900. 

est London Hosp., Hammersmith-road, W.—Neurologist. 
paler ceva Royal Hampshire County Hosp —H.S., at rate of 


Welch nibs Royal Hosp.—Res. Ancesthetist, at rate of £200. 
Woolwich and District War Memorial Hosp., Shooters Hill, S.E.. 
H.P. and H.S., each at rate of £100. 


The Ohief Inspector of Factories announces a vacancy for a 
Certifying Factory Surgeon at Newcastle (Northumberland). 


= Medical Diary - 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear tf it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
TUESDAY, Nov. 

Therapeutics and ` Pharmacology. 5.45 P.M. Dr. E. P. 
Poulton and Dr. W. L. Watt: Treatment of Exoph- 
thalmic Goitre by Deep X Ray Therapy (demonstra- 
tion of cases at 5 P.M.). 

Psychiatry. 8.30 P.M. Dr. D. N. Parfitt: Neurological 
and Psychological Effects of Hypoglycemia. 


FRIDAY. 

Clinical. 5.30 Kear (Cases at 4.30 P.M.) Dr. F. Parkes 
Weber and Dr. A. Schlüter: 1~2. Chronic Gidema of 
Legs with High Blood Pressure. Mr. Philip Turner : 
3. Diverticulitis, Sixteen Years after Operation. ‘Dr. 
Richard Ellis and Mr. David Levi: 4. Tuberculous 
ele hae in a Boy of Nine. Mr. Preskeil (for Mr. 
Levi): 5. Ununited Epiphyses in a Man of Forty-five. 
Dr. N. i. Jacoby: 6. Pick’s Disease. Dr. Andrew 
Morland: 7. Congenital Bronchiectasis treated by 
Pneumoncctomy. Dr. Ernest Fletcher: 8. Spondy- 
litis of von Bechterew. Mr. J. E. H. Roberts: 9-10. 
Total Pneumonectomy. 

Ophthalmology. 8.30 P.M. (Cases at 8 P.M.) Mr. S. T. 
Parker: Plasmocytoma of the Lacrymal Gland. Mr. 
Arnold Sorsby: British Ophthalmology in the Six- 
teenth and Seventeenth Centuries. 

MEDICAL SOCIETY OF LONDON, 11, Chandos-street, ue 
Monpay, Nov. 8th.—8.30 P.M., Sir J oseph Barcroft, F.R 
ree Burghley, M.P., Dr. Adolphe palin and Mr. 
E. Porritt: National Physical Trainin 
HARVELAN SOCIETY OF LONDON. 
THURSDAY, Nov. 11th.—8.30 P.M. rae College 
el Sir Thomas Lewis will show the Harvey 
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MEDICAL SOCIETY OF INDIVIDUAL PSYCHOLOGY. 
TAUEADAT. Nov. 11th.—8.30 P.M. (11, Chandos-street, W.), 
Cuthbert Dukes : Organ. nferiority. 
PADDINGTON MEDICAL SOCIETY 
TUESDAY, Nov. 9th.—9 P. n (Tuberculosis Dispensary, 
20, Talbot-road, W.), Dr. A. E. Carver: Chronic 
Alcoholism. (N E A invited.) 
WEST KENT MEDICO-CHIRURGICAL SOCIETY, Miller 
General Hospital, S.E. 
AY, Nov. "12th. —8.45 P.M., Mr. J. M. Wyatt: The 
Gore ro Endocrines in Disturbances of the Female 


Ge 
SOUTH-WEST iT LONDON MEDICAL SOCIETY, Bolingbroke | 


Hospital, Wandsworth Common, 


WEDNESDAY, Nov. 10th.—9 P.M., Prof. J. Paterson Ross : 


Before and, After Operations on the Bile Passages. 
NORTH LONDO MEDICAL AND CHIRURGICAL 
SOCIETY, Soral Northern Hospital, N 
FRIDAY, Nov. 12th.—9.15 P.M., clinical evening. 
BIOCHEMICAL SOCIETY 
Frmay, Nov. 12th. —3 P.M. (London Hospital, E.), Com- 
munications and demonstrations. 


‘ 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


UNIVERSITY OF LONDON. 
TUESDAY, Nov. 9th.—®5.30 P.M. (Middlesex Hospital), Eor 
I. Snapper: Human Pseudotuberculosis. (First of 
three lectures. ) 
ROYAL COLLEGE OF PHYSICIANS, Pall Mall East, S.W. 
TUESDAY, Nov. 9th, and THURSDAY.——5 P.M., Dr. Harold 
Scott : Conquest of Disease in the Tropics. (Fitz- 
Patrick lectures: ) 
TAVISTOCK CLINIC, Malet-place, W.C. 
baal ea T, Nov. 11th. ae 30 P.M., Dr. J. L. Livingstone 
spiratory Neuros 
BRITISH, POSTGRADUATE MEDICAL SCHOOL, Ducane- 
road, W. 
TUESDAY, Nov. 9th.—4.30 P.M., Sir Arthur, Hall: Menin- 
gitis and Encephalitis. 
WEDNESDAY.—Noon, Prof. I. Snapper (Amsterdam): 
Diseases of the Bone. 2 P.M., Prof. en Peptic 
Ulcer and Gastric Carcinoma. 3 P , clini and 
7e 30° P.M., Mr. A. 


pathological conference surgical). 

radford Hill, D.Sc.: Planning and Interpretation 
of Experiments in Medicine. 

THURSDAY.—2.15 P.M., Dr. Duncan White: Radiological 
Demonstration. "3, 30 P.M., Prof, F. J. Browne: 


Hemorrhage of Late Pregnancy. 

FRIDAY.—2 P.M., clinical and Painologicn oc conference 
(obstetrics and gyneecology). 30 P.M., Mr. V. Zachary 
Cope: Actinomycosis, 

Daily, 10 a.m. to 4 P.M., medical clinics, surgical clinics 
an nporaiTonp, obstetrical and gynæcological clinics 
and opera 

WEST LONDON T OSPITAL POST-GRADUATE COLLEGE, 
Hammersmith, 

MONDAY, Now "8th.—10 A. M., Dr. Post: X Ray Film 
Demonstration, skin clinic. 11 a -M., Surgical wards. 
2 P.M., operations, surgical and gyneecological wards, 
. medical, surgical, and gynecological clinics. 4.15 P.M., 
Mr. Green- -Armytage : The Preservation of the Festus. 

TUESDAY.—10 A.M., medical wards. 11 A.M. . surgi 
wards. 2 P.M. , operations, medical, surgical, and throat 
‘clinics, 4.15 P.M., Mr. Woodd Walker : ’Abdominal 
Emergencies—W hen Not to Operate. 

WEDNESDAY.—10 A.M., children’s ward and clinic. 11 A.M., 
medical wards, 2 P.M., gynecological operations, 
medical, surgical, and eye clinics. 4.15 P.M., Dr. 
Redvers Ironside : : The ‘Cerebral Complications of 
Pulmonary Disease. 

THURSDAY.—10 A.M., “neurological and gynecological 
clinics. Noon, fracture cl 2 P.M., operations, 
medical, surgical, genito-urinary, and eye clinics 

FRIDAY, —10 A.M., medical wards, skin clinic. No oon, 
lecture on treatment. 2 P.M. ‘és operations, medical, 
surgical, and throat clinics. 4.15 P.M.: Mr. Batchelor : 

- lecture on surgical subject. 

SATURDAY.—10 A.M., children’s and surgical clinics. 11 A.M., 
medical wards. 

The lectures at 4.15 P.M. are open to all medical practitioners 
without fee. 

FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 

Monpbay, Nov. 8th, to SATURDAY, Nov. 13th.—StT. JOHN’S 
Hosprrau, 5, Lisle- street, W.C., afternoon course in 
dermatology (open to non-members). —ROYAL WATER- 
LOO HOSPITAL, Waterloo-road, S.E., all-day course in 
medicine, surgery, and gynecology. —ST. MARK’S 
HosPITAL, City-road, £.C., all-day course in procto- 
rate FP ree aaah aie stated, these courses are open 

o members 
LONDON SCHOOL OF DERMATOLOGY, 5, Lisle-strect, 

TUESDAY, Nov. 9th.—5 P.M., Dr. H. MacCormac: Malig- 
nant Growths of the Skin. 

WEDNESDAY.—-5 P.M., Dr. I. Muende : Histopathology of 
Chronic Granulomata. 

THURSDAY.—5 P.M., Dr. G. B. Dowling: Seborrhca and 
Seborrheic Dermatitis. (Chesterfield lectures.) 

CENTRAL LONDON THROAT, NOSE, AND EAR HOSPITAL, 
aGray’s Inn-road, W.C. 
shearer aoe "12th. —4 P.M., Mr. W. A. Mill: 
8 
NATIONAL HOSPITAL, Queen-square, W.C. 

MoNnDAY, Nov. 8th. —-3.30 P.M. . Dr. Hinds Howell: 

creased Intracranial ue 
P. Martin: Affections of the 


Diagnosis of 


In- 


TUESDAY.—3.30 P.M., Dr. 
Cranial Nerves, 


WEDNESDAY, —3. 30 P.M., Dr. F. M. R. Walshe: Clinical 
Demonstration, - 

THURSDAY. —3.30 P.M., Dr. Denis Brinton: Convulsions 
and Fits. 


FRIDAY.—3.30 P.M., Dr. Bernard Hart: Psychopathology 
and the Psychoneuroses. 
HOSPITAL FOR SICK CHILDREN, Great Ormond-street, 


THURSDAY, Nov. 11th.——2 P.M., Dr. W. W. Payne: Blood 
oe mistry in Simple. Everyday Laboratory Tests. 
ave at Dr. Alan Moncrieff: The Ansmias of Infancy. 
Out-pa ent clinic daily at 10 a.m. and ward visits at 2 P.M. 
ST. gars HOSPITAL, S.W. 
THURSDAY, Nov. 11th. 5 P.M., Dr. Anthony Feiling: 
Neurolo oc Demcustation. 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION, 
St. James’ Hospital, Ouseley-road, S.W. 


WEDNESDAY, Nov. 10th.—4 P.M., Dr. Eua D. Lawrence : 
The Moacrn, Treatmont of Diabete 
ST. JOHN CLINIC AND INSTITUTE. "OF PHYSICAL 


MEDICINE, Ranelagh-road, S.W. 
AY, Nov, 12 th.—4.30 P.M., Sir William Willcox : 
eae cal Medicine in the Rheumatic Disease (General 


ST. MARY'S HYD) erate, Whitworth-street West, Manchester. 
TUESDAY, Nov. 9th.—4.15 P.M., Prof. Miles H. Phillips : 
The Prevention of Puerperal Fover. (Lloyd Roberts 


lecture.) 
ANCOATS HOSPITAL, Manchester. 
THURSDAY, Nov. 11th.—4.15 P.M., Mr. Diggle: Ear, Nose, 
and Throat Cases, 
LEEDS GENERAL INFIRMARY. 
TUESDAY, Nov. 9th. T 30 P.M., Demonstration of ou cee 
qasen. ME. L. N. Pyrah: Gastroscopy as an Aid to 


LEEDS Diagnoos DISPENSARY AND HOREITALS 
WEDNESDAY, Nov. 10th.—4 P.M., Mr. Pyrah : 
Gastroscopy as an Aid to Diagnosis (with p PU 


l tion 
UN IVERSITY OF SHEFFIELD. 


SUNDAY, Nov. 7th, and FRIDAY, Nov. 14th.—Post-graduate 
Clinics at the p oyal Hospital, Royal Infirmary, and 


Jesso Hornen 
GLASGOW POST RADUATE MEDICAL ASSOCIATION. 
WEDNESDAY, Nov. th.—4.15 P.M. (Ro 


yal Infirmary), 
Prof. James Hendry: Traumatic Lesions following 
Childbirth 


p Births, Marriages, and Deaths 


BIRTHS 


HUMFREY.—On Oct. 26th, the wife of Dr. S. H. G. Humfrey, 
Northam pton—a daughter. 

JONE —To Marian, wife of E. Idris Jones, M.D., M.R.C.P., 
at King’s College Hospital, S.E.5,—a son, on Oct. 22nd. 

LONGFORD.—On Oct. 25th, at Devonshire-plaos, the wife of 
Dr. W. U. Desmond Longford, of nham, Kent— 
a daughter. 

OWEN-FLOOD.—On Oct. 21st, at Welbeck-street, the wife of 
Dr. J. H. Owen-Flood, Berkhamsted—a daughter. 

RADFORD.—On Oct. 24th, at Upper Richmond-road, Richmond, 
the wife of Dr. W. J. E. Radford—a son. 

RoBINSON.—On Oct. 30th, at Slough, the wife of Dr. Allan B. 
Robinson—a son. 

SHAPLAND.—On Oct., 25th, at Stoke Poges, the wife of Dr. 
R. R. Shapland—ea daughter. 


MARRIAGES 


ANKS—CRADON.—On Oct. 28th, at St. John’s Wood Presby- 
Toran Church, Jobn Sutherland Banks, M.B., to Mary 
adon. 

FRANKLIN—BALNER.—On Oct: 30th, at St. Columba’s Church, 
Pont-street, John Lewis Franklin, M.D., to Katharine 
Mary Raeburn Balmer. 

NUTTALL—WELOH.—On Oct. 28th, at the Con 
Church, Rhos-on-Sea, Harold Nuttall, M.D., to 
daughter of Stanley Welch, J.P., of Hy de. 


DEATHS 


Cowan.—On Oct. 21st, at sea, John Archer Cowan, M.B. Lond., 
. D.T.M., Government Pathologist, Singapore, and of Formby, 


Lancashire. 
GUTHRIE.—On. Nov. list, at Parie «street, London, W., 
MoBripz.—On Oct. 28th, at Brighton, Charles Arthur McBride, 


egational 
iolet, only 


Archibald Cowan Guthrie, M.B 
M.D. Toronto, L. R.G.P. Edin., aged 81. 
MAYBURY.—On Oct. 29th, at Southsea, Lysander Maybury, 
M.D., M.S. R.U.I., in his 83rd year. 
Warwick, Richard 


Prrr.—On Oct. 31st, at Wellesbourne, 
Joseph Pitt, L.R.F.P.S. Glasg., L.S.A. 

REoErrT.—On Oct. 29th, at Guy’s Hospital, Walter Francis 
Reckitt, L.S.A., of Carshalton. 

WavuaH.—On Oct. 27th, at Broadstairs, Kent, John Waugh, 
M.D. Edin., in his 82nd year. 

Witson.—On Oct. 31st, at Tunbridge Wells, Claude Wilson, 
M.D. Edin., F.R.C.P. Lond., in his 77th year. 


N.B.—A fee of 18. 6d. is charged for the insertion of Notices of 
Rirths, Marriages, and Deaths. 
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NOTES, COMMENTS, AND ABSTRACTS 


THE REYNOLDS PORTRAIT OF JOHN HUNTER 


Sir Joshua Reynolds’s portrait of John Hunter, in 
the Royal College of Surgeons of England, is gradually 
disappearing. This means the loss of a great artist’s 
record of the man who has had perhaps the greatest 
individual influence on the scientific study of animal 
physiology and pathology. 

The fading of many Reynolds portraits has been 
attributed to his use of pigments and media in which 
he was experimentally interested and which time has 
shown to be unstable. Fortunately in Jackson’s 
copy and in Sharpe’s engraving of the picture we have 
accurate records of the best known of all medical 
portraits while yet it was fresh and bright. The 
latter, in its faithfulness, gives a vivid impression 
that it is Sir Joshua’s very portrait in all save its 
colour. Prints of it have long hung in countless 
waiting- and consulting-rooms and so have, become 
familiar to generations of patients and their friends. 

The picture was painted and exhibited in 1786, 
when Hunter was 58 years of age. Two years later 
Sharpe’s engraving was published. In 1816, while 
yet the picture was undimmed, John Jackson, R.A., 
commissioned by Sir Charles Bell, painted a copy 
whose colours, unlike those of the original, are still 
quite fresh. It hangs in room 25 in the National 
Portrait Gallery in Charing Cross-road, and in it we 
can see to-day John Hunter as Reynolds saw and 

inted him, and find a measure of the deterioration 
that has overtaken Reynolds’s picture. 


In 1817 the picture was presented to the College. 
Twenty years later its condition led to an inspection 
by the conservator of the National Gallery who 
advised that nothing should be done ‘‘for the 
present.” Deterioration progressed. In 1854, at the 
council’s request, Mr. Muller made a copy in oils. 
This, although not a very happy effort as a portrait, 
is a record of the colouring of the original as it was 
at that time. The obvious difference between this 
copy and Jackson’s of 38 years before marks the 
progress of decay. In 1863, on the advice of Sir 
Charles Eastlake, the picture was repaired by Mr. 
Farrer. Of its state at that time Leslie wrote: 
“ In the careless custody of the College of Surgeons 
the picture appeared . . . irretrievably ruined... . 
Thanks, however, to Mr. H. Farrer the picture... 
now looks as . . . when fresh from the painter’s easel.” 
So deep decay and such complete restoration suggest 
the hasty expression of an ill-considered judgment. 

From that time fading has gradually advanced 
unchecked. The change is greatest below. The sur- 
roundings of the figure are so dim as to be unde- 
cipherable ; the legs are almost indistinguishable, 
the pendent right hand resembles a shapeless pudding, 
the pen that it held is gone. The face, the least 
affected part, has lost its once sharp outline—a change 
that enhances its absorbed, far-away expression. The 
colours generally are now dim, dull, drab, and the 
whole picture is progressing toward extinction. 

Of the painting of the picture there is a story that 
Leslie gives thus. “ The story goes that after... 
several ineffectual attempts of securing a pose Hunter, 
fatigued, fell into a train of thought and Sir Joshua 
at once fixed him while thus absorbed.” Groves and 
Cronin, not content with quoting this passage, add : 
“ It seems probable that ... Sir Joshua turned his 
canvas upside down and recommenced the picture. 
This is somewhat confirmed by the picture which 
shows a thick cake of paint in a large patch between 
the legs, indicating where the first commenced head 
_was painted out.” There is no cake of paint, large or 
small, to be seen between the legs or elsewhere, and 
as the legs overlap each other, there is no room 
between them for a head to be painted either out or in. 

_ Ottlet tells the tale the other way round: ‘‘ Reynolds 
... turned the canvas upside down, and made a fresh 
sketch with the head between the legs of the former 
figure.” Old head and new legs, old legs and new 


‘physical training ; 


. Association of 


head, make up a pictorial topsy-turvydom in which a 
silly story fitly ends. The picture is now once again 
in the cleaner’s hands; for how long is still uncertain. 


PUBLIC HEALTH RESEARCH IN CALCUTTA 


THE All-India Institute of Hygiene and Public 
Health in Calcutta, apart from its teaching activities, 
has been engaged during 1936 in research into the 
reasons for and methods of forecasting cholera 
epidemics, into the causes of epidemic dropsy and 
blackwater fever, into the problems of tuberculosis 
and syphilis in India, and into maternal mortality and 
malnutrition. Cholera research is made more 
difficult by the absence of an experimental animal 
which will reproduce the classical disease and by the 
impossibility of experimenting upon human beings 
with an organism as virulent as the cholera vibrio. 
A discovery that may be of considerable importance 
was that vibrios which by chemical tests were found 
to belong to a non-pathogenic group could be changed 
to a type which resembled a pathogenic group by 
passing them through flies. This finding suggests 
that the fly may play a part in causing outbreaks by 
activating organisms in water-tanks or in carriers. 

inquiry into 300 maternal deaths occurring in 
Calcutta showed that childbearing was directly 
responsible for 80 per cent. of them, and that of these. 
sepsis accounted for 33 per cent., the toxæmias for 
25 per cent., ansemia for 19 per cent., haemorrhage for 
14 per cent., and shock and accidents of labour for 
5 per cent. Disproportion and difficult labour are. 
comparatively rare in Calcutta, but in the district 
in which the institute lies the maternal mortality- 
rate is 28°6 per 1000 live births; on the other hand, 
of the 215 mothers who received antenatal care only 
1 died. The infant mortality-rate is also high— 
196 per 1000 live births—but supervision by the 
institute’s clinic and home visitors reduced the 
figure in their cases to 121 per 1000. 


RELATION OF POSTURE TO HEALTH 


Way is posture important, and in what way does 
it affect health? These are questions difficult to 
answer in precise terms. As far as women are con- 
cerned a thorough and detailed study recently made 
of 300 girls under the auspices of the Ling Association 
yields useful data.? Four groups of girls between the 
ages of 18 and 21 were examined: (a) students from 
physical training colleges; (b) girls undergoing 
regular periods of physical training; (c) students 
playing voluntary games, but with no regular 
(d) factory girls playing hardly 
any games and living a life of physical inactivity. 
Each group contained an unselected mixture of 
types; the only big sections of the community not 
represented or analysed were the office and shop 
girls. The controversial opinions held on what signs 
constitute a “good posture” made it difficult to 
decide on a standard. Dr. Hoffa refers to many 
authorities in this connexion, and also analyses the 
four Brown types, which she uses as a means of 
classification. Her examination consisted of a com- 
plete medica] overhaul after taking a full clinical 
history, and was followed by measurements of limbs, 
thorax, abdomen, pelvis, and pelvic tilt. A ratio 
giving the “ index of body-build ” avoids the fallacies 
associated with attempts to judge health from weight 
and height per se, ignoring the type of build. Flexi- 
bility, balance, and endurance were also tested. At 


_ the end of the report all findings are displayed in 


graphs: pelvic tilt, vital capacity, type of menstrua- 


1Annual Report of the All-India Institute of Hygiene and 
pute Health, Calcutta, 1936. Calcutta: Govt. of India Press. 


e 48. 
È Report of Investigations carried out on behalf of the Ling 
Teachers of Swedish Gymnastics. By Dr. 
Elisabeth Hoffa. Obtainable from the Ling Association, 
Hamilton House, Bidborough-street, London, W.C.1, for 2s. 6d. 
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tion, measurements, and so forth, in relation to the 
posture adopted by the four different groups of girls. 
The results most definitely demonstrate the effect of 
regular physical activity in assisting good posture, 
and of good posture in fostering good health. To 
take one example only, dysmenorrhcea was common 
in the factory group, which had a low standard of 
posture, and its incidence varied inversely with the 
amount of physical activity and resultant pelvic 
mobility. There are of course many other factors 
which it was not. possible to take into consideration 
in this report, such as nutrition or working condi- 
tions; nor have the sedentary workers on the one 
hand, and leisured classes, with their opportunities 
for natural sport and long holidays, on the other, 
been subjected to comparative analysis. The facts as 
here recorded are striking, and Dr. Hoffa deserves 
credit for a painstaking contribution to the cause of 
healthy physical activity. 


AN ADVENTUROUS PRACTITIONER 


Born in the -Karoo and of Anglo-Dutch descent, 
Dr. A. C. Alport received his medical education at 
Edinburgh and returned to practise his profession in 
South Africa. Like his father, who at the age of 17 
had sailed from London to Vancouver on a wind- 
jammer, the Fusi-Yama, to seek his fortune, he had 
an adventurous spirit. He tried several methods of 
getting rich quickly. Speculation and horse-racing 
having failed, he tried his hand at gold-mining and, 
in this, very nearly made a fortune—but not quite. 
His, mature view is that the only way to amass 
wealth is by the slow and painful one of hard work, 
thrift, and careful investment. His passion for taking 
a chance did not, however, distract him from his 
work, which at the period with which this book deals, 
was that of a general practitioner ; on the contrary, it 
made him work all the harder at it if only to recoup 
his losses. All this, and much more, is enter- 
tainingly set forth in a book! whichis packed with 
stories of medical and extra-medical adventure. 
The author is no hero to himself; in these pages 
he reveals his own strengths and weaknesses with 
perfect frankness and, in contrast to the egoism of 
some other autobiographers, both medical and 
non-medical, his humorous self-depreciation is 
refreshing. 


CONSCIOUSNESS AND THE ANAESTHETIST 


THE precise nature of consciousness is a topic that 
gives the psychologist, the physiologist, and the 
philosopher plenty to talk about. The anesthetist is 
even more directly concerned, for his practice may be 
influenced by a fuller understanding of what he is 
really achieving. The intricacy of the problem is 
readily appreciated when we reflect on dreams, 
occurring when consciousness as ordinarily under- 
stood is in abeyance, and on that ill-defined state of 
mind, during the induction of anesthesia and during 
recovery from it, when actions apparently conscious 
are performed by a person entirely unaware of them 
at the time and incapable of recalling them after- 
wards. Writing on a “ biological approach to the 
study of psychic changes in anesthesia,’’ Lodholz 2 
starts by dividing behaviour into three categories : 
(1) sentient, the conscious or psychic kind, (2) the 
biological, and (3) the physiological. The last includes 
the reactions of the various parts of the organism, 
such as tissues and organs, and involves various body 
mechanisms, such as circulation, secretion, and 
reflexes. ‘‘ Biological ” behaviour includes reactions 
that are those of the organism as a whole; these are 
directed towards self-maintenance, self-protection, 
growth, and race-preservation. Sentient behaviour 
possesses the distinctive feature of manifesting 


1 The House of Curious. The Odyssey of a Father and Son. 
By A. Cecil Alport. 


London: utchinson and Co. 1937. 
Pp. 320. 10s. 6d. 
3 Lodholz, E. Anesth. & Analges. Sept.-Oct. 1937, p. 283. 
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consciousness ; it is a later development in evolution 


and increases in importance from the lower to the 


higher forms of animal life. The physiological and 
biological behaviour with which conscious manifesta- 
tions appear are biological need, injury, activity of 
certain physiological effectors, response to environ- 
mental conditions, and reproductive drive. The 
conscious result of biological need is exemplified by 
hunger, thirst, fatigue, and suffocation. There is a 
great family of sensory mechanisms in which the 
conscious phase of response is very active—namely, 
the surface reacting systems. Pain, however, has 
comparatively poor evolutional development ; stimuli 
must be strong to reach the physiological threshold 
and below this level simply produce refiex action. If 
it were not for this providential arrangement conscious 
life would be increasingly painful. Anesthesia, by 
removing psychophysiological function, which is its 
dominant effect in the early stages, is capable of 
providing much information about the biological 
importance of sentient behaviour in the human being. 
Those mechanisms that appear late in evolution and 
become most highly developed are the first to suffer 
from anesthetic depression. Anatomically considered, 
aneesthesia involves the regions of the nervous system 
that are of recent development before those that are 
primitive. Two seats of conscious behaviour may be 
anatomically differentiated, the region of the optic 
thalamus and the cerebral cortex. The former may 
be regarded as the main seat of what is termed palæo- 
consciousness, the latter of neo-consciousness, and 
Lodholz discusses the distinguishing characteristics of 
these two forms, 


THE MEMOIR OF A CONCILIATOR?! 


Henry T. Hodgkin was born of Quaker parents in 
1877, went up to Cambridge in 1895 where he con- 
sorted with Leonard Doncaster and took the natural 
sciences tripos, and qualified with honours from 
St. Thomas’s Hospital in 1902. After holding a 
resident appointment at the Mildmay Hospital he 
volunteered for student work in China, believing that 
missionary effort was particularly needed there. 
His medical knowledge gave him the intimate contact 
he desired with Chinese students, and although he 
gradually gave up medical work, he retained the out- 
look of the conciliator and was successful in building 
up an indigenous Christian church. More and more 
he became the adviser and leader of men of his own 
age in China, and later in England and America. 
Dr. Wood’s memoir is the story of a singularly whole- 
hearted personality. The author opens with an 
endorsement of Ian Maclaren’s suggestion that if 
new truth is to win a hearing it should be proclaimed 
by a physically big man. Hodgkin stood 6 ft. 3 in. 
and although he did not think better of himself 
than he should, he had the commanding presence 
which inspired confidence in others. A brief record 
of his life appeared in THE LANCET of 1933, 1, 726; 
the four years which have elapsed since his death have 
not dimmed the impression he made on his 
contemporaries. 


SEX INSTRUCTION FOR GIRLS 


WE have received a pamphlet on sex instruction 
for girls? which can be read with profit by parents, 
teachers, and girls approaching adolescence. It is 
written simply, setting forth the facts of fertilisation, 
growth of the fœtus, and birth without either senti- 
mentality or undue hedging. A short description 
of the changes occurring at puberty and some sound 
advice on sublimation are included. Doctors and 
nurses should find it a useful publication to recom- 
mend to inquirers. 


1 Henry T. Hodgkin. A Memoir by H. G. Wood, D.D. 
London. Student Christian Movement Press Ltd. 1937. 
p 


: ‘ S. i 
3 Sex Instruction for Girls. By Dr. Flora Shepherd. London 
STT of Maternity and Child Welfare Centres. 1937. 
D. e. ° 


2 ' xi 2 . ‘ 3 , a 
€ x s Rte ya ' ss à we om te 
‘ 3 ; 
s ai 


_ ADDRESSES AND O 


SURGICAL ANATOMY OF THE ANAL 
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Ir is the main purpose of this paper to describe an 
operation for the removal of hemorrhoids based on 
anatomical study of the component: parts of a 
hemorrhoid and of the related muscles, = 

Though, embryologically, the rectum and anal 


canal join at the level of the valves of Morgagni— 


‘the: anocutaneous line—it is suggested for clinical 
reasons and for purposes of description that the 
junction of the anus and the rectum be regarded as 


corresponding with the easily identified anorectal ring. 


LINING OF THE ANAL CANAL 


-In a previous study (Milligan and Morgan 1934) of 
the anal musculature in its relation to fistula-in-ano, 
it was. pointed out. that certain underlying anatomical 
landmarks—the anorectal ring and the anal inter- 
muscular septum—could be identified by palpation. 


FIG. 2 


Longitudinal 

Ane i muscle 
A superior 

hemorrhoidal | 

i vein fx 

gs paa 

P Puborectalis 
Region of ano- | muscle 

rectal ring Bo 
Subm 

with internal Deep and super- 

hemorrhoidal ~ ficial external 

plexus sphincters - 
eee reinal i Subcutaneous 

externa 

aeee - sphincter 
Perianal space / 

with external ' Corrugator 

hemorrhoidal’ cutis ani 

plexus . sae aie f 

i "203. Skin of anus 
5959 ' 


. liesubjacent: 
to the rectal 


of the anal 


-heemorr hoid 


- Circular muscle 


Since the ` 
composite 
portions ofa . 
hemorrhoid 


mucosa and 
to the vari- . 
ous linings . 
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these cover- 
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cessary for 
the identifi- 
cation of the ` 
underlying | 
component 
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(Figs. 1 and 
2). 7 i p = E 3 . 3 
Rectal mu- F1IG.1.—Drawing of linings of rectum and'anal 


se canal, showing (A) rectal mucosa ; (B) plum- 
cosa. — This: coloured anal mucosa ; (C) anal E en: : 
is columnar, (D) skin of anus, | x ae 
pale pink in 


`~ 


colour and RNA a y: 
semi-transparent, allowing the branching veins drain- 
ing the internal hemorrhoidal plexus: to be seen. 
This type of epithelium covers the ‘pedicle of the 
hemorrhoid in which lies the’ pedicle artery: to each 
primary hemorrhoid.. The vessel cannot be seen through 
a mucous membrane but its pulsations may be readily 
felt. | 


Anal mucosa.—In the region of the anorectal ring, the 


pink epithelium of the rectum becomes thinner and then 


_ plum coloured, probably owing to the colour of the venous 


blood lying in the subjacent internal hzmorrhoidal plexus. 
This plum coloured mucosa is the anal mucosa and is 
formed of several layers of cuboidal epithelium. The 
level of the junction ofthe rectal and anal mucosa may 
be detected by the practised eye as an irregular line at the 
level of the anorectal ring, though this is not constant and 
depends obviously on the degree of mobility and redundance 
of the mucous membrane. The anal mucosa ends below 
at the anocutaneous line (the valves of Morgagni). 


Anal canal skin.—The skin-like lining below ‘the valves, | 


as far distally as the skin of the anus, is dull white, smooth, 
adherent to the subjacent tissues and extremely sensitive. 
It has the structure of skin but there are no hairs and 
sweat glands and it consists of modified squamous or transi- 
tional'epithelium. It is not seen until the anal verge is 
everted. The anal canal skin passes into the pigmented 
skin of the anus. The external hemorrhoid plexus is- 
subjacent to these two linings. 


{ 


The first portion of a hemorrhoid to prolapse is 


the portion covered by the anal canal skin, followed 


by the plum-coloured anal mucosa covering the 

internal. hemorrhoid (Fig. 3). The portion of pink 

rectal mucosa: above the prolapsed hemorrhoid - 
becomes redundant owing to the daily downward 

drag. in its longitudinal axis, so that a longitudinal 

fold is formed. This fold is palpable and contains 
the main artery, it may be appropriately called the 
“ pile pedicle.” It. rarely prolapses far enough to 

be visible externally, — 


MUSCLES OF ANAL CANAL IN RELATION TO 
: HZMORRHOIDS l 
Only two of the four muscles that make up the 
anal sphincter mechanism need be described—the: 
U 
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FIG. ATE olapsed. right ' 
posterior hæmorrhoid. T 

skin of anal canal with. 
external ‘hemorrhoid™ is- 
first prolapsed; then fol- ` ' 
-lows,the anal mucosa with 
subjacent internal heemor- 
rhoid. The artery forceps 

are applied to s tags 
‘which correspond to each 
primary heemorrhoid. 


subcutaneous external sphincter and the long gitudinal 
muscle and its extensions. 
‘Subcutaneous external. sphincter —This is the annular 


‘muscle which alone surrounds the lower end of the anal 


canal and orifice (Fig. 4.) Above, this muscle is separated 
by an intermuscular septum from the superficial external 


sphincter and from ‘the lower end of the internal sphincter, `- 


by the insertion of the longitudinal muscle of the anal 
canal, On its inner and superficial surface lies the external 
hemorrhoidal plexus, covered by skin and a fibromuscular 
extension from the longitudinal muscle, the so-called 
corrugator cutis ani. The muscle may be exposed at the 


outer border of the external hemorrhoidal: plexus by cut- 


ting through the skin and the corrugator cutis ani (Fig. 5.). 


Reflex spasm of the subcutaneous external sphincter 


muscle, together with the other sphincters; occurs. in 
cases of anal fissure and in some cases of thrombosed 
external hemorrhoids. Contraction of the muscle causes 
the anus to become cone-shaped, lengthened, narrowed, and 
prominent.: On the other hand, when prolapsed internal 
hemorrhoids gradually occur and there is no pain, the sub- 
cutaneous external sphincter relaxes and swings outwards 
from the anal canal.. The anal canal is ey shortened 
and the prolapse aggravated. hs 


Longitudinal muscle and extensions. —This is the continua- 


tion downwards of the longitudinal muscle coat of the 
rectum. Passing downwards from the level of the ano- 
rectal ring, it envelops, the internal sphincter and passes 
‘between it and'the external sphincter. Between the 
. lower border of the internal sphincter and the upper border 
of the subcutaneous external sphincter, it gains a firm 
attachment to the skin of the anal canal, producing a 
depression called the anal intermuscular septum. This 
attachment varies, but it is usually broad and fan shaped. 
Levy (1936) has pointed out, that ‘the longitudinal muscle 
terminates, not as 4 tubular structure attached in a circle 
to the anal lining and elsewhere, but in a series of slips of 
various thicknesses. This'we have confirmed by clinical 
observation ‘and: at- operation. It may be that the 
absence of these slips or. their relative thickness and 
strength may contribute to the occurrence of the pro- 
lapse of hemorrhoids. ‘Many of the. fibres of the longi- 
tudinal muscle pass outwards under the skin of the anal 
canal and the skin of the anus superficially to the sub- 
cutaneous external sphincter: - 
ment to the peri-anal skin and are. finally lost in the skin 
over the ischiorectal: fossa as the so-called corrugator 
cutis ani. As the main sheet of the longitudinal muscle 
passes downwards between the internal sphincter and the 
subcutaneous’ external sphincter, it also sends inter- 
muscular fibres outwards between the superficial external 
sphincter and subcutaneous external sphincter. These 


fibres are lost in the ischio-réectal fossa in the region of the. 


outer border of the subcutaneous external sphincter. 


The attachment of the longitudinal muscle at the 
anal intermuscular septum explains the presence of a 


FIG. 4.—The subcutaneous external í 

SP hincter encircling 

ane external hemorrhoidal plexus 

is not apparent. because it is not 
‘distended in the resting anus.’ 


These fibres gain attach-: 
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FIG. 6.—Distension’ of the external 
heemorrhoidal plexus by obstruction to 
. the main upward venous return pro- 
duced by exposure of ‘the internal 
hemorrhoids. The outer boundaty of 
the plexus is marked by the scissors, 
the inner boundary by the groove 
corresponding to the itec of the attach- 
ment of the sonetagae muscle. 


the anus. 


aspresaion or groove on the surface of. a prolapsed 
pile (Fig. 6). This attachment, of variable thickness 
and strength, becomes elongated. by the traction of 
the prolapsing hemorrhoid. ` In hemorrhoids of the 
third degree; it has , been overstretched and its 
retaining powers are lost. It is then’ sometimes 
difficult to identify and the groove is much less 
distinct ‘or absent. 


Corrugator cutis ani.—This mudale was first described 
as a sheet of involuntary muscle attached to and radiating 


- under the skin of the anus, to become lost in the skin cover- 


ing the ischiorectal fossa. Investigations have shown that 
it is probably an expansion under the skin of the termina- 

tion of the longitudinal muscle. It is a very definite 
structure | surrounding ‘the anus immediately under the 
skin to which it is attached. Internally it ends at the 
attachment of the longitudinal muscle to the lining of the. 
anal canal. Externally, it becomes lost in the skin’ over the 
ischiorectal fossa. It forms, with the skin, the outer 


: covering for the peri-anal space (vide infra). Miċroscopical , 


section shows that the sheet is usually fibrous but 
occasionally involuntary muscle appears. 


Corrugator © 
cutis ani. sf 
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FIG. 5.—Peri-anal L epace opened by division ote skin and lower : 
of sorrugator cutis ani. ' 
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PURMUOOUS AND PERI-AN AL 
SPACES 


In relation to the anal canal 
and peri-anal regions there are . 
two anatomical “spaces °- that 
are of clinical wapotee (see 
Fig. 2). 

Submucous ponte This space is | 
situated. in the anal canal, lying 
between the mucous membrane 
and the internal sphincter. Above, 
it becomes continuous ` with the 
submucous layer of the rectum. 
Below, the space is hounded by | 
the longitudinal muscle at its 


FIG. 7.—The pedicles of the three 
primary hemorrhoids held and 
retracted by the pedicle forceps— 


insertion at the anal intermuscular “triangle of exposure.” ‘Note FIG. 9.—O 
re - 9. peration on the left lateral 
t a h mor- obstructive distension of both | hemorrhoid showing the first skin 7 
septum. The internal eemor hemorrhoidal plexuses. cut. The dotted line TOPES GOIR the a 


rhoid plexus lies within the sub- 
mucous space. 


In the treatment of internal hemorehoids: by means of 
sclerosing solutions, the injection is made into this space. 
Owing to the presence of the longitudinal muscle dividing 


the spaces, subcutaneous and most low anal fistule are 


not complicated by submucous extensions. It is only 
when the fistulous track passes into the anal canal above the 
insertion of the longitudinal muscle that submucous 
extensions of the track are common. A fissure-in-ano 
rarely reaches high enough to open this space. 
a submucous abscess or Sorila may result. 


Peri-anal space.—As its name implies, this space 
surrounds. the anus. It is limited above by the 
longitudinal muscle at its insertion at the anal inter- 
muscular septum, and by the lateral extension of the 
longitudinal muscle between the subcutaneous and 
superficial external sphincters. Superficially the 
space is bounded by the skin and the M. corrugator 
cutis ani. Externally the space becomes continuous 
with the ischiorectal fossa, but its outer limit may be 
taken to correspond with the outer edge of the 
subcutaneous external sphincter. Contained in the 
space are the external hemorrhoid plexus and the 
subcutaneous external sphincter. 


If it does 


External] 


second skin cut. 


Pathological lesions in this space are common, and 
unlike such in submucous space are characterised by pain. 
Peri-anal hematomata, both spontaneous and those 
associated with primary internal hemorrhoids, lie within 
this space. - Fissure-in-ano is an-ulcer situated in the skin 
overlying the peri-anal space, and may extend down to or 


through the M. corrugator cutis ani. If extension through 


the corrugator occurs the subcutaneous external sphincter 
is laid bare. 


fistula. 
THE BLOOD-VESSELS. 
Tt is now possible to consider the blood-vessels 


concerned in the formation of each of the three. 


primary hemorrhoids. The blood-vessels supplying 


both the internal and its corresponding external 


hemorrhoid lie in the submucous layer under the 
fold of pink rectal mucosa forining the “ pile pedicle.” 
Here a pulsating artery can be palpated and the 
large returning vein seen through a proctoscope. 


Subjacent to the anal mucosa (in the submucous 


ste 4? 


‘Infection in the peri-anal space produces a: 
peri-anal abscess and resulting subcutaneous or low anal. 


heemor- 
fas. rhoidal 
Pedicle g plexus 
forceps p 


. forceps. | 


FIG. 10.— —Ligature rT to podicle of. left 


FIG. 8—Skin cut with dissection of external hemorrhoidal plexus completed. lateral hemorrhoid, ` i 
The method of holding skin and pedicle forceps is shown. E ee oe Me 
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FIG. 11.—Diagrammatio coronal section of anal canal. 


Á. Normal (on the left). and a aes hemorrhoids. 


amount of fibrous tissue, make the internal ican: 
rhoid. This plexus is limited below by the attachment 


of the longitudinal muscle through which, vascular 


channels communicate with the external hemorrhoidal 
plexus below. 

The external hemorrhoidal . plexus lies entirely 
within the peri-anal space. When its blood return is 
obstructed during surgical exposure or prolapse of 
the internal primary hemorrhoids, or on straining, 
its vessels become distended and its boundaries and 
extent defined (Fig. 6). When the. anus is at rest, 
the plexus may not be apparent. It may therefore 
be fairly assumed that nearly all the blood from the 
external hemorrhoidal plexus passes upwards and 
drains’ into the superior hemorrhoidal veins through 
the internal plexus: It will be noted that the 


fortunes of the internal pile and the corresponding 


segment of the external hæmorroidal plexus are 
thereby closely bound together. Some evidence of 
this is seen in the frequency with which there are 


three tags of skin corresponding in position with © 


the three primary internal piles (Fig. 3). These are 
relics of daily engorgement or past thrombosis, asso- 
ciated with repeatedly prolapsing internal piles. 
the upper and the outer margins. of the external 
hemorrhoidal plexus are well defined. ‘It is therefore 
possible to make an almost avascular cut with a pair 


distended but normal vessels. 


Both 


B.. Skin cut and ligation of pile pedicle. 


‘ 


of scissors énvoagh the skin at these es A: deep 
cut at the upper margin causes the plexus to collapse 
because the supplying vessels that pierce the longi- 
tudinal muscle. are thereby opened. An incision at 
the outer margin exposes and defines the dis- 
tended edge of the plexus and at operation ensures 
its complete removal (Fig. 6). 

The internal hemorrhoid is covered. by insensitive 
fragile anal mucosa so that the submucous: hemor- — 
rhages in this region are uncommon and painless. 
A similar hemorrhage from the external hemor- 
rhoidal plexus into the subcutaneous ` tissues is 
extremely painful because it is covered; by‘ the 
sensitive tough anal canal and peri-anal skin. These 
subcutaneous hemorrhages and thromboses from the 
external hemorrhoidal plexus may be of.two distinct 
types. The first type is associated with prolapsing 
internal hemorrhoids and situated in relation to the 
primary hemorrhoid involved. They are the result 
of straining or blockage of blood return in over- 
. The second type is 
due to spontaneous hemorrhage and thrombosis 
which may occur at any point round the anus in 
the external hæmorrhoidal plexus even in the inter- 
hæmorrhoidal area. Friable blood-vessels are probably 
the cause, since the accident is not associated with 
prolapsing internal hemorrhoids and often occurs 


_ FIG. 12—The “triangle of complete 
removal of piles?’ The three primary 
piles dissected and pedicles ligated. 


areas. 


' Note’ the intact interheemorrholdai — a 


FIG. 13.—Appearance of 


enue and the three radiat- 
ing skin incisions after the 
ligated and removed prim- 

. ary piles have been re- 
duced by inserting gauze 
into the anus. Each skin 

_ wound ip now mT to 

.-prevent post-operative 
ikin, tags. :` ` i 
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FIG. 15,—OCompletion of 
operation. Appearance of 

- anus with the three skin 
wounds dressed with EnS 
and “ae mauler. S 
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; hemoihoida (Fig. 7). 
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apart from straining. The blood clot in this type 


muscle septum but is confined to the peri-anal space 
and the complete clot may be easily excised, 


The Operation 


- Application of the surgical anatomy to the opera- 
tion of jhemorrhoidectomy makes it now possible to 
present a clear and accurate description of technique. 


EXPOSURE OF THE HÆMOREHOIDS 


With the anesthetised patient in the lithotomy position 
one or more of the primary hemorrhoids tend to prolapse. 
The tag of skin corresponding with the hemorrhoid 
showing the greatest tendency to prolapse is grasped with 
dissecting forceps and drawn laterally, away from the 
anus. This tension causes the anal mucosa covering the 
internal hemorrhoid to appear outside the anal canal. 


The hemorrhoid is now grasped and further traction brings © 


into view a longitudinal fold of rectal mucous membrane. 
This rectal fold is caught with artery forceps—the “ pedicle 
forceps.” (Fig. 7). (It is only when the forceps is applied 
to the anal mucosa that the hemorrhoid is delivered and its 
pedicle seen. If a forceps be placed on either the skin 


of the anus or the attachment of the longitudinal muscle, 


the pile is not fully delivered. In the former instance 


line 
j Cae ‘anus : 
FER a AA Anal E canat Sin 


FIG. 14.—Flat open wound HA after cutting away redundant 
skin. 


\ 


` i i 

its force is transmitted to the insertion of the longitudinal 
muscle and in the latter case to the anal musculature only.) 
These forceps are handed to an assistant, who retracts 
with tension in the radial axis of the hemorrhoid. The 
remaining two hemorrhoids are delivered in a similar 
manner, 80 that now all three pedicles are seen emerging 
y in positions corresponding with the three primary 

Passing from each ‘pedicle to its 
neighbour there willbe seen a connecting fold of rectal 
mucous membrane recognisable by its colour. The three 
folds form a triangle with the pedicle at each angle. This 
le is known as the “ triangle of exposure ” because 

only when it is present have all the hemorrhoids been 


. fully exposed in oye for the further meee of the 


operation. 
DISSECTION 


With the tip of an index-finger i in the anal canal exerting 
steady pressure outwards at the level of the subcutaneous 
external sphincter, the pedicle forceps of the first 
hemorrhoid to:be dissected is held in the palm of the same 
hand. (The left index-finger is used for the left lateral 
and right anterior hemorrhoids, the right index-finger for 
the right posterior hemorrhoid. ) An artery forceps— 
the “skin forceps ’’—is now applied to the skin over the 
distended external hemorrhoid. The skin forceps is also 
placed in the palm of the hand together with the pedicle 
forceps and traction exerted inwards on the skin forceps 

ig. 8). 

ea scissors, two cuts are now made in the skin of the 
anus, one on either side of the skin forceps and extending 


~ _ pedicle forceps. 


from .the anocutaneous line to. the outer border of the. 
does not extend upwards through the longitudinal distended external hemorrhoidal plexus (Fig. 9). . 


The 
incisions are made to meet at their outer extremities, thus 


outlining a V-shaped section of tissue over the external 


FIG. 16.—The three healed skin cuts 14 days after iemoral of 
i heemorrhoids. - 


hemorrhoidal plexus. `The incisions are extended through 
the corrugator cutis ani until the circular band of the 
subcutaneous external sphincter is laid bare (see Fig. 5). 
Starting at the apex of the V the tissues are dissected away. 
from the subcutaneous external sphincter until the inner 
border is exposed, where the fibres of the longitudinal 
muscle may be seen. Included in the tissue dissected 
away will be skin, fibres .of corrugator muscle, and that 
part of the external hemorrhoidal plexus corresponding 
with the hemorrhoid poo removed (see Figs.. 8 and a 


LIGATURE OF THE PEDICLE 


‘The dissection having been . completed, the - entire 
hsmorrhoid—that is, the internal. and external hæmor- 
rhoidal plexuses with their coverings of anal mucosa and 
skin of anus—swings free on its pedicle. | 
sists of rectal mucous membrane, submucosa containing & 


‘This: pedicle con- 


branch of the superior hemorrhoidal artery and vein, and . 


part of the longitudinal muscle. An assistant now 


' exerts traction on both pedicle and skin forceps directly 


outwards from the anus, while a No. 16 hollow-woven silk 
ligature is tied very tightly around the pedicle ‘above the 
The knot is tied on the mucous membrane 


(Fig. 10). A ligature thus applied cannot slide upwards 


` because it is fixed by the included longitudinal ‘muscle 


(Fig. 11 A and B). The forceps and ligature are now. 
taken by an assistant and held i in tho rędial-axis'of the 
hæmorrhoid. 


Dissection and ligature of the first hæmorrhoid having : 


been completed, the two remaining hemorrhoids are dealt 
with in a similar manner (Fig. 12). In making the cuts 
for dissection of these latter, care must be taken to leave 
intact át least a quarter of an inch of anal mucous ‘membrane 
and skin between the wound of each hemorrhoid for 


purpdses of regeneration. 


\ FINAL STAGES. 


The excess tissue distal to the ligature is now excised and 
the ligatures cut short. By inserting a length of gauze 
into the anal canal, the ligated pedicles are returned to their 
places in the anal canal, and all that is to be seen are three 
radiating narrow wounds in the anal skin (Fig. 13). 
These wounds have loose overhanging edges which are 


cut. away to make a flat open wound without rodungani, 


skin (Fig. 14). 

_ The operation is completed by inserting `a vaseline 
coated rubber tube into the rectum. This tube is half an 
inch in diameter and about three inches in length. Squares 
of wet gauze are tucked into the anal canal beside the tube 
in relation to each wound (Fig. 15): Over these dressings 
is placed a pad of wool kept in place by a T-bandage. 


SECONDARY HEMORRHOIDS 


All except the anterior and posterior secondary 
hemorrhoids can be included in the ligatures of the 
primary hemorrhoids. These secondary hemorrhoids, 
if present, are found directly anteriorly. and posteriorly 


~ 
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and lie below the triangle of exposure between the left 
and the right hemorrhoids. A skin cut is made, leaving 
intact skin on either side as in primary hemorrhoids. 
The strangulating ligature does not go higher than 
the triangle of exposure as a secondary hemorrhoid 
has no rectal pedicle. 


COMMENT 


The advantages claimed for the removal of hæmor- 
rhoids by the method described are ; 

l. The ligature is definitely applied above the 
hemorrhoid and therefore the whole is removed—a 
distinct safeguard against recurrence. 

2. The ligature is held down by being applied 
round both the longitudinal muscle and the pile 
pedicle, below the internal sphincter. This avoids 
retraction of the pedicle upwards with resulting 
extensive “raw ”’ areas in the anal canal which may 
lead to stricture formation at the site of the ano- 
rectal ring. 

3. Areas of anal mucosa and skin are left intact 
between each wound from which regeneration success- 
fully takes place. This is essential in order to 
prevent the more painful and difficult stricture 
formation at the anus. 

4, Accurate removal of portions of the external 
hemorrhoidal plexus, together with trimming of the 
resulting wounds, considerably minimises post- 
operative skin cedema and the formation of skin tags 
(Fig. 16). 
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BLOOD TRANSFUSION IN THE 
TREATMENT OF BLACKWATER FEVER 


By W. K. Bracreæ, M.D., Ph.D., M.R.C.P. Edin., 
D.T.M. & H. 


- DIRECTOR OF THE PASTEUR INSTITUTE, SALISBURY, 
SOUTHERN RHODESIA 


IN assessing the value of any line of therapy in 
blackwater fever due attention must be paid to the 
average mortality-rate from the disease in any given 
area. Fortunately in Southern Rhodesia, where 
blackwater fever has been the subject of considerable 
investigation, statistics relating to the fatality-rate 


associated with the disease are readily available. . 


Thus Thomson (1924) records an average rate of 
23-53 per cent. in a series of 1058 cases, while Ross 
(1932) estimates a 22-20 per cent. death-rate in 679 
cases. A closer study of the figures quoted by 
Thomson and Ross reveals the fact that significant 
fluctuations in the fatality-rate occur from year to 
year, a fact which complicates still more the statistical 
evaluation of any method of therapy. The following 
discussion, therefore, makes no claim to be a statistical 
study of the value of blood transfusion in the treat- 
ment of blackwater fever but constitutes a simple 
clinical study (which has extended over a period of 
five years) of the application of blood transfusion 
to the therapeutics of this disease. 

While facilities are not available for a study of 
all that has been written on the subject, it appears 
that blood transfusion has been employed in black- 
water fever in various parts of the world. The 
procedure is referred to by Scheffer (1919), Coenen 
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(1919), Manson-Bahr and Sayers (1927), Low, Cooke, 
and Martin (1928), and others, but it is still felt 
that workers in the tropics could with advantage 
make more extended use of blood transfusion in the 
treatment of blackwater fever. . l 
It may be said at the outset that blood transfusion 
is not indicated in every case of blackwater fever and 
in no instance does it warrant the neglect of those 
other therapeutic measures such as rest, warmth, and 
a sufficiency of alkaline fluids which are essentially a 
feature of all forms of blackwater fever therapy. 


CLINICAL TYPES 


In order to simplify the discussion relating to the 
indications for transfusion it is proposed. at this 
stage to deal with the clinical types of the disease 
as met with in Southern Rhodesia. Ross (1932) 
recognises four clinical types: (1) the mild to 
moderate uncomplicated type; (2) the fulminating 
and toxic type; (3) the anuric type; (4) the con- 
tinued and intermittent type. While this classification 
can be justified readily enough on clinical grounds, 
it is felt that for the purpose of arriving at the 
clinical indications for blood transfusion a simpler 
classification may be postulated. For this purpose 
blackwater fever may be classified as follows :— 


1. The mild type. 
2. The toxic type : (a) polyuric, (b) anuric. 
3. The relapsing type. 


The mild type shows a well-marked initial hemo- 
globinuria associated with a mild pyrexial reaction, 
occasional vomiting, slight icterus, and no tendency 
to anuria. The hemoglobinuria, most pronounced 
at the onset of the attack, gradually. clears with each 
successive specimen of urine and complete recovery 
is the rule. : 

In the toxic type the attack is ushered in by a 
severe rigor, the temperature rises to a high level, 
while vomiting, tachycardia, shallow, rapid breathing 
with general restlessness and anxiety are charac- 
teristically present. The urine is heavily pigmented 
from the onset and icterus soon becomes very 
pronounced. In other words there is abundant 
evidence of severe hemolysis in association with a 
severe toxemia. — 

The subdivision of thé toxic type into a polyuric 
and an anuric group is of fundamental importance, 
from the viewpoint of blood transfusion therapy. In 
the former large quantities of urine are passed at 
frequent intervals, each specimen remaining heavily 
pigmented and charged with acetone, and in this 
type of case the massive hemolysis may result in 
death within the first 24 hours. In the anuric group 
the volume of urine passed rapidly diminishes until 
a state of complete or almost complete anuria 
supervenes. 

Finally in the relapsing type the urine clears and 
darkens alternately over a period of a week or more 
as a result of recurring bouts of hemolysis. Pyrexia 
persists throughout the attack, icterus is well 
developed, but there is seldom evidence of severe 
toxemia. There appears to be no tendency to 
suppression of urine in such cases, but the recurrent 
hemolytic attacks may reduce the red cell counts to 
dangerously low levels. | 


INDICATIONS FOR BLOOD TRANSFUSION 


The mild type of blackwater fever is readily 
recognised by reason of the freedom from severe 
systemic disturbance in conjunction with a rapidly 
clearing urine, In ‘such cases the prognosis is good 
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and recourse to blood transfusion unnecessary. In 


the toxic type of case the procedure to be followed is 
largely determined by the presence or absence of 

It may be said at once that, in my opinion, blood 
transfusion is definitely contra-indicated in the anuric 
case. In these the transfusion appears to aggravate 
the condition and certainly has never been found to 
improve the urinary secretion. In the toxic polyuric 
type of case, on the other hand, with its associated 
severe hemolysis, blood transfusion is always of 
value. While there is no evidence to show that 
transfusion has any material effect in reducing the 
period of hxmolysis, it not only counteracts in great 
measure the tendency to the development of a severe 
grade of anemia but inter alia gives the patient a 
feeling of confidence and well-being which proves 
invaluable in dealing with a disease possessed of such 
sinister reputation. In the relapsing type the 
recurring hemolysis may lead to an anemia of such 
gravity that death results from asthenia. In such 
cases blood transfusion has repeatedly proved a life- 
saving measure even when, as on one occasion, the 
red cell count had fallen to 975,000 cells per c.mm. 
with a hemoglobin of 22 per cent. (Newcomer) and 
a reticulocyte count of 4-4 per cent. 

Finally in some cases a state of asthenia follows 
an attack of blackwater fever. The patient feels 
weak, exhausted, and languid, and appears indifferent 
to the question of ultimate recovery. The effect of 
one or more small blood transfusions in such cases 
is to produce a striking improvement in the patient’s 
general condition and a rapid return to health. _ 


HEMATOLOGICAL GUIDES 


Full hematological data not only supply useful 
supplementary information in determining when to 
transfuse but they also serve as a guide to how much 
blood to give and how often it need be given. Thus 
blackwater fever may occur in a patient whose blood 
is already in a subnormal state through some other 
anzmising influence, and in such a case the hemato- 
logical data would reveal a need for transfusion not 
necessarily suspected on ordinary clinical grounds. 

In the toxic and relapsing types of case the main 
value of the blood findings is to indicate when the 
transfusions may be discontinued. It has been found 
(Fairley 1934, Blackie 1935) that during the period of 
active hemolysis the erythropoietic activity of the 
marrow is depressed and the red cell count may 
continue to fall without any effort being made to 
restore it to normal values. But when the 
hemolytic phase of the disease is over an active 
reticulocytosis occurs and once established the 
regeneration of the blood may safely be left to the 
erythropoietic marrow, which as Fairley (1934) has 
shown is usually hypertrophied from recurrent 
attacks of malaria. Slavish adherence to actual red 
cell counts as a guide to transfusion is, however, not 
advocated, but the broad principle may be adopted 
that a count of 2,500,000 to 3,000,000 with a reticulo- 
cyte count of 5 per cent. or less warrants blood 
transfusion in blackwater fever, while a rapidly 
increasing reticulocytosis in association with an 
improvement in the count serves as an indication 
that transfusion may be discontinued. In all cases 
of course the hematological findings are interpreted 
in conjunction with the clinical condition of the 
patient. 

TECHNIQUE 


The method I use consists in the administration of 
citrated blood by means of a tube ang funnel and a 
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Keynes’s blood transfusion needle. While it is some- 


times stated that the administration of citrated blood 
is contra-indicated in conditions associated with 
intravascular hemolysis, on account of a tendency to 
increase the fragility of the red cells, there is no 
evidence that the hemolysis in blackwater is associated. 
with an increased fragility of the red cells nor is 
there evidence to suggest that the transfusion of 
compatible blood serves in any way to prolong the 
hemolytic phase of the disease. Furthermore, in the 
toxic polyuric type of case there is commonly evidence 
of a lowered alkali reserve, hence the transfusion of 
well-citrated blood is theoretically preferable to whole 
blood, although no opportunity occurred in the course 
of the present study of comparing the relative 
efficacy of the two methods of transfusion. Under 
tropical conditions the simplicity of the apparatus 
required for indirect transfusion is another important 
factor in determining the preferential use of this 
method and finally the citrate method permits of 
blood being collected at a central hospital and trans- 
ported to some remote part of the colony where it 
can be administered to cases too ill to be moved. 
While this procedure is open to criticism on theoretical 
grounds the success with which it has been attended 
in this country has been so impressive that the 
majority of practitioners have come to look upon 
blood transfusion as an essential part of the treat- 
ment of every severe case of blackwater fever. It 
may be added that where blood transfusion was 
carried out at some distance from a hospital 
centre blood from a universal donor was invariably 
used. 7 

The rules that govern the technique of blood trans- 
fusion must be rigidly followed in the treatment of 
blackwater fever if severe and distressing reactions 
are to be avoided. 


The practice here is to employ sterile tap water in 
preference to distilled water in making up the sodium 
citrate solution. The solution is used in a strength of 
3-8 per cent., 10 c.cm. being added to every 100 o.cm. of 
blood. Direct compatibility tests are also insisted upon in 
addition to routine grouping of donor and recipient. 
Elaborate care is taken to prevent cooling of the blood after 
collection and during the transfusion process, and the patient 
is maintained in a warm and comfortable condition. While 
cold-agglutinins have not been demonstrated in blackwater 
fever the fact that auto-agglutination of the red cells has 
been observed suggests that these precautions may serve 
to minimise this danger. The blood is given slowly and 
the total volume of citrated blood administered at any one 
time varies between 350 and 450 c.cm. 


It was soon found that a volume of blood much in 
excess of this amount tended to give rise to evidence 
of circulatory strain and on one occasion a trans- 
fusion of 600 c.cm. of blood given to a moribund case 
precipitated an acute odema of the lungs. The 
number of transfusions necessary is largely deter- 
mined by the hematological findings. As already 
stated a vigorous reticulocytosis in association with a 
rising red cell count serves to indicate when the 
transfusions may be discontinued. 
By careful observance of the foregoing technique 
post-transfusion reactions have been few and insig- 
nificant, consisting in an occasional mild rigor 
occurring within a few minutes of the cessation of 
transfusion and readily controlled by the subcutaneous 
injection of m 5 of 1/1000 adrenaline, supplemented 
with a few hot-water bottles. It is of interest 
to note that the reactions have been mainly in 
cases transfused with blood collected and citrated 
at a central hospital and transported several mil 
afterwards. : 
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RESULTS 


The foregoing comments are based on an experience 
of blood transfusion in approximately 50 cases of 
blackwater fever, but in 22 cases only was the treat- 
ment controlled personally throughout the whole of 
the illness. It is not proposed to make an elaborate 
statistical analysis of these 22 cases, but by separating 
them into their clinical types the value and the 
limitations of blood transfusion in this disease becomes 
more apparent. 

In the Table the cases have been placed in two 
main categories—those treated in hospital and those 
treated under the conditions that prevailed in the 


EFFECTS OF BLOOD TRANSFUSION 


Capel | Ser ee, | as, | me 
Hospital Oases 
1 2°7 0:8 3 Recovery. 
2 2.4 6:0 2 5 
3 3°9 1 ” 
4 2-5 m 1 Š 
~ Polyurte. : 7 a ° 
6 3°5 1-4 1 ò 
7 1:8 2.4 3 » 
8 3°5 3-1 1 j 
9 3-0 1-0 1 » 
10 2-1 2-2 3 = 
11 1-1 - 09 3 e 
nant | 12 2-6 1:2 4 » 
13 1-6 1-0 2 b 
. 14 3°1 . 12 1 Death 
Anuric. { . 
' 15 l 3-2 1-0 1 » 
Oountry Cases | 
16 1 Recovery. 
17 1 9 
Polyuric.. 4| > : ° 
19 1 ” 
20° 1 a 
(| a: SE 
Anuric. 22 1 Death. 
patient’s own home in a country district. Under 


hospital conditions blood transfusion was supple- 
mented by those routine measures employed in all 
cases of blackwater fever, but in many of the country 
cases the blood transfusion was very inadequately 
supported by such measures. In the hospital cases 
the initial red cell counts have been inserted in order 
to indicate in some measure the severity of the 
attack. In the country cases, however, such evidence 
cannot be supplied, although it may be said that 
one was never called except to severe cases of the 
disease. | 

The cases have all been classified in accordance 
with the grouping given at the beginning of the 
paper and it will be seen that 16 have been placed in 
the toxic polyuric group, 3 in the anuric group, and 
3 in the relapsing group. When the results of treat- 
ment are considered the striking fact emerges that 
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whereas all the polyuric and the relapsing cases 
survived each of the anuric cases died. Indeed the 
deterioration in the anuric patient’s condition fol- 
lowing blood transfusion soon led to the discon- 
tinuance of this measure in the treatment of such 
cases. 

It is also of interest to note that the recovery rate 
amongst cases treated by blood transfusion under 
country conditions compares very favourably with 
the recovery rate amongst hospital cases. This fact 
serves in great measure to reflect the intrinsic value 
of blood transfusion in this disease, since as already 
indicated accessory therapeutic measures can seldom 
be carried out in detail in the more remote country 
districts. 

CONCLUSIONS 


Blood transfusion has been systematically employed. 
in the treatment of blackwater fever in Southern 
Rhodesia over a period of five years. Even after 
due allowance has been made for the fluctuations in 
the fatality-rate from year to year, it is felt that 
blood transfusion is an important life-saving measure 
in this disease. 

It is important to realise, however, that if full 
value is to be derived from this line of therapy it 
must be instituted in the early stages of the disease 
and not delayed until the patient is moribund. 
During the hemolytic phase the body may be in 
considerable need of an emergency supply of red 
cells and, since there is evidence to show that the 
erythroblastic activity of the marrow is in abeyance 
at this time, the necessity for early transfusion is 
apparent. 

Secondly, the transfusions must be repeated until 
there is hematological evidence of active erythro- 
poiesis. While there is no evidence to show that 
blood transfusion shortens the hemolytic phase of the 
disease there is equally no indication that it serves 
in any way to aggravate or prolong the hemolysis. 
On the other hand, the demonstrable benefits 
accruing from blood transfusion are such that the 
immediate effect on the active phase of the disease 
need not be regarded as a major consideration. 

Finally, while blood transfusion is not indicated in 


every case of blackwater fever it is predominantly 


useful in the toxic polyuric and in the relapsing type 
of case and in post-blackwater asthenia, whereas it is 
definitely contra-indicated in toxic anuric blackwater. 
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RoYAL NORTHERN Hosprrat, LONDON. — On 
Oct. 26th the Duchess of Gloucester opened the new 
pathological, bacteriological, and biochemical department _ 
at this hospital which is to be known as the Beecham 
laboratories. The new department has cost £14,200, 
Last year the Duke of Gloucester appealed for £350,000 
to erect an extension to the hospital and so far £120,000 
has been received in gifts and promises, 
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THE interpretation of dicctiocadiiogtaths indicating 
bundle-branch block has become confused because of 
disagreement on the form of the curve that allocates 
the lesion to one branch or the other. In 1914 deduc- 
tions from experiments on dogs (Lewis and Rothschild 
1914, Lewis 1915) were applied to the abnormal 
electrocardiogram in man and a curve typifying 
delayed conduction in the bundle of His (the auriculo- 
ventricular bundle) was specified for each branch. 
As records accumulated it became evident that faulty 
conduction ascribed to the right branch was more 
frequent than that ascribed to the left. The anatomical 
distribution of the main divisions of the bundle was 
held to explain the preponderance of right over left 
branch involvement because the right branch is long 
and thin and does not divide early, while its blood- 
supply is derived from a single arterial twig; the 
left branch is short and broad, it branches early 
and has a more liberal blood-supply. 


NOMENCLATURE 


It was Fahr (1920) who first doubted the accuracy 
of the nomenclature applied to bundle-branch block. 
Using the equilateral triangle. method devised by 
Einthoven, he attempted to analyse the propagation 
of the wave of electronegativity in the human heart, 
and concluded that the diagnosis of right and left 
bundle-branch block as hitherto described was 
incorrect. He said that in left bundle-branch lesion 
a tall R -wave was expected in lead I and a deep S 
wave in lead III; and that in right bundle-branch 
lesion the S wave should be deep in lead I and the R 
wave tallinlead III. Wilson and Hermann (1920) after 
dividing the separate branches in dogs were able to 
obtain tracings which supported Fahr’s contention. 
A patient in whom pericardiostomy had been per- 
formed for suppurative pericarditis gave Barker and 
his co-workers (1930) the opportunity of studying the 
form of the electrocardiogram obtained from direct 
electrical stimulation of different parts of the heart. 
Their careful and valuable work led them to conclude 
that the electrocardiogram hitherto ascribed to inter- 
ruption in the right branch of the bundle, indicated 
interruption in the left branch, and vice versa. Wilson, 
Macleod, and Barker (1932) observed the effects of 
division of the branches of the bundle in the dog, and 
they also studied human electrocardiograms obtained 
by serial precordial leads in cases with bundle-branch 
block. They concluded that the new left bundle- 
branch block curve was the common one and that 
the new right bundle-branch block curve was rare. 

Although the new nomenclature is now dominant, 
it has not yet received universal acceptance because 
the alleged higher incidence of left bundle-branch 
lesion cannot be explained by the peculiar anatomical 


course and blood-supply of the separate branches of 
the bundle. Wilson, Johnston, Hill, Macleod, and 
Barker (1934) reminded us that our ideas regarding 
the frequency of the two varieties of bundle-branch 
block depend largely on the criteria set up for the 
graphic diagnosis of these lesions, and that right and 
left bundle-branch block are far more common than 


believed. 


For the last five years I have noticed a distinctive 
electrocardiogram among patients attending the 
Cardiac Department of the London Hospital, I found 
reports of comparable curves, but there appears to 
be no agreement on the significance of the tracing ; 
thus it has been variably referred to as intraventricular 
block (White 1937), incomplete bundle-branch block 
(Willius 1929), and atypical bundle-branch block 
(Pardee 1933, von Deesten and Dolganos 1934). 

Pezzi (1933) has made the novel suggestion that it is 
inversion of a P wave following the R wave that gives 
the tracing a false appearance of a bundle-branch 
block curve. Recently Battro and others (1936) by 
synchronously recording the apex-beat, the venous 


` pulse, the heart sounds, and the electrocardiogram, 


found evidence of the left ventricle contracting before 
the right ventricle in one of three cases showing this 
newer curve of right bundle-branch block. 

Wilson and his. colleagues (1934) exhibited the 
curve of which I had assembled 12 examples among 
3840 consecutive and routine electrocardiograms, and — 
they ascribed it to a lesion of the right branch of the 
bundle. In the same series I found only two curves of 
standard type for right bundle-branch block (Fig. 1). 

In this paper the electrocardiograms obtained from 
these 14 patients are described and considered in 
relation to the clinical history, and in two cases to 


. the findings at necropsy. From a consideration of the 


form of the curve alone it is possible to differentiate 
the electrocardiograms into two types. The first curve 
is rare and the second is common, 


THE RARE CURVE 


The curve hitherto standard for right bundle-branch 
block (new nomenclature) was only found in two 
patients (Figs. 1 and 2a and 2b). In this curve the 
S wave is dominant in lead I and the R wave is moder- 
ately tall in lead III. The QRS complex, or initial 
ventricular deflection, is wide and followed by a T wave 
directed away from the Q EÈ S. This curve is graphically 
the counterpoise of the curve indicating left bundle- 
branch block (new nomenclature) (Fig. 3) of which 
there were 17 examples in this series, each showing 
all the accepted characteristics. As in the case of 
right bundle-branch block so also for left bundle- 
branch block a curve differing in form from the one 
now regarded as standard may be described, but the 
features of such a curve are outside the scope of this 
paper. 

The incidence of the curve denoting right bundle- 
branch lesion has also been found to be small by other 


writers although greater than in the present series. 
- Thus White (1931) found 36 examples of right and 176 


of left bundle-branch block among 9000 routine 
electrocardiograms at. the Massachusetts General 
Hospital, and Graybiel and Sprague (1933) in another 
series found 125 instances of left bundle-branch block 
and 29 of right bundle-branch block. 

At necropsy in Case 1 there proved to be two cardiac 
infarcts each affecting a portion of the interventricular 
septum so that no inference can be drawn from macro- 
scopic examination as to which injured branch of the 
bundle produced this particular curve. The findings 
only show that either one a both types of bundle- 
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branch block could have been present, but examina- 


_ tion of serial sections of the bundle was not attempted. — 


Possibly idioventricular rhythm in Case 2 origin- 
ated variably from two sources, each adjacent to 
one of the branches of the bundle, so that the 
spread of the impulse was delayed in one or other 
branches according to the source of the impulse. 
The occurrence of two distinct curves typifying a 


lesion in the right or left branch would thus be — 


explained, 


SUMMARY OF CASES 


CASE 1.—Male aged 50. Cardiac infarction. l 
An initial attack of cardiac infarction was followed by 


severe angina pectoris (angina of effort)’; a second attack ~ 


occurred three weeks later. When admitted to hospital 
the patient complained of continuous retrosternal pain. 
The blood pressure was 100/85 and a pericardial friction 
sound was heard. He died three weeks after the second 


attack of cardiac infarction. Hlectrocardiogram was taken _ 


16 days after onset of second attack of cardiac infarction 
(see Fig. 1). This case was mentioned by Parkinson and 
Bedford (1927) and the curve is shown in fig. 29 of their 
paper. . 

Necropsy showed heart failure, infarction of myocardium, 
thrombosis in stenosed atheromatous coronary arteries. 

There was moderate cardiovascular hypertrophy ; weight 
of heart, 14% oz. Wall of right ventricle, 0'4 cm. thick. 
Wall of left ventricle, 1:45 em. thick. Fine fibrous 
adhesions over whole of visceral pericardium. Mottled 
reddish-brown and yellow infarction of lower three-fourths 
of anterior wall of left ventricle including left side of 
interventricular septum, apex, and margo obtusa. Granular 
ante-mortem thrombus in right auricle, especially around 
margin of fossa ovalis. Very thin (0-3 cm. thick) inter- 
ventricular septum. Severe coronary atheroma, Confluent 
fatty and calcareous buttons in anterior descending 
coronary, right horizontal, and proximal 3-0 cm. of left 
horizontal. Great stenosis of lumen of anterior descending 
coronary, 1-0 cm. from origin, with small adherent granular 
_ thrombus in stenosed portion. Small recent red thrombus 
in stenosed portion, 3-0 cm. from origin of anterior 
descending coronary. Recent red granular thrombus 
filling right coronary for distance of 5 cm., commencing 
1°0 cm. from its origin; oldest portion being distal and 
beyond margo acuta. Stenosis of left horizontal coronary, 
2°0 cm. from its origin without occlusion by thrombus. , 


Casm 2.—Male aged 39. Adams-Stokes’ syndrome; 
complete auriculo-ventricular block. j 

Suffered from attacks of transient unconsciousness for 
many months. Pulse slow (36 per minute) and regular. 
Blood pressure 135/90. No evidence of heart failure. 
Cardioscopy showed slight enlargement of the heart, 
chiefly of right auricle and left ventricle. Hlectrocardio- 
grams.—See Figs. 2a and 2b. Ephedrine increased 
-pulse-rate to 40 per minute and patient remained free 
from symptoms. - i 


aj. -..sleseusbesoshossejeoenesjoee 


. efeoeve 
rer eres Cee ee oe ee ee ed e >> 
. ere mb anvnewmtavrecafosesise ss Pesse 
Perera PERTE ar rae ERRAL DT Cae ELA Skee 
sef err, ev»: . eves 
se a a ote ° eevee 

eee eoeae « e e@oees 

p.. .... eo 

-P 
Toa 

a a 


Bean aA 


oe 
EREE ee ee EEE 


See es ee oe 
soatcocne ton CF ee eoto es etceeregeoseas 


ce on 
ef- eee 


EEES EREE 

ee ee 
eveetossogace 
rR: EZER 


eoee 


eee tenve 
e 


: 

: 
ae eree 

Ea E $: : sii 

a.’ eoee 

TE TEA 

adso evwne 

ssy 

O Poet aeai h BA Y atit tH kha t aR 

sg b oe oe sof seep 


g 
Peer) 
* Pee | owe i 


sees EER] 
- 


FIG. 2a (Case 2).—Q R S complexes characteristic of both right 
and lett bundle-branch block are present. The rate is slow 
(33 per minute) and the rhythm is abnormal (complete 
auriculo-ventricular block). 
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+ ++, THE COMMONER CURVE. .. n 

'- Phe commoner carve, regarded in this paper as 
denoting right bundle-branch block, shows a deep 8: 
wave as a component of a wide Q R8 complex in lead I | 
and also in lead II. as a rule, The T wave ts upright 
én leads I and II amd is usually inverted in lead III. 
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FIG. 1 (Case 1).—Standard 
curve for right bundle- — 
branch block. In this and 
other tracings leads I, I 
and III are shown, an 
the lettering Q, R, S,and T 
is used for convenience and 
without assuming that the 
designated waves are com- 
parable with those of the 
normal electrocardiogram. 
The main vertical division 
represent 1/5 sec. 


branch block for com- 
parison with Fig. 1. 


The QRS complex may 
be upright in. lead III 
(Figs. 4, 5, 6, and 15), but 
more often it is directed 
downwards (Figs. 7 to 
i 14). The curve is almost 
identical with that obtained by Roberts and his 
co-workers (1932) following division of the right 
branch of the bundle in the cat. 


In no instance in this series was the abnormal 
electrocardiogram the only evidence of heart disease 
and some other indication of heart damage was always" 
present. Thus auriculo-ventricular block occurred 
in 4, hyperpiesia in 4, auricular fibrillation in 2, mitral 
stenosis in 2, angina pectoris in 2, congenital heart 
disease in 2, and atheromatous aortic stenosis in 1. 
Heart failure was present in 8 patients. The frequency 
with which auriculo-ventricular block supervened on 
this characteristic curve is significant though without . 
conclusive explanation. It may mean ‚that the 
commencement of the right branch of the bundle 


‘is more susceptible to disease and that the proximity 


of the lesion and its extension to the main stem of 
the bundle would explain the frequent association of 
auriculo-ventricular block with this newer curve, 
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FIG. 2b (Case 2).—Ventricular complexes characterise the 


standard curve for right bundle-branch block. The rate is 
slow (30 per minute) and the rhythm is abnormal (complete 
auriculo-ventricular block). 
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FIG. 4 (Case 3).—The S wave 
is deep in `leads I and II and .. 
the Q RS complex is wide in `.. 
all leads. . The- waye is -... 
inverted in-leat III. | T 
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Although analysis of the incidence of other cardiac 
lesions determined by. clinical examination of the 12 
patients in this group obviously cannot prove that 
this characteristic electrocardiogram denotes a lesion 
in the’ right branch of the bundle, yet the clinical 
findings are in agreement with ‘its presence. Corro- 


borative evidence is awaited from microscopical | 


examination of the conducting tissue in cases present- 


ing this curve during life. Certainly in Case 7 micro- ' 


scopical examination of serial sections showed destruc- 
tion at different levels in the trunk of all fibres pre- 
sumably destined for the right branch and also a 


complete ‘intersection of the right branch; there was 


also destruction of fibres of the left branch within the 
trunk, but a group passed without interruption from 
the node to the left ventricle. | ii 


Hall (1931) published a similar electrocardiogram 
to that obtained in Case 14. 


His patient, a male aged 68 years, showed left bundle- 
branch block at the first examination, A later tracing 
showed complete auriculo-ventricular block and the form 
of the ventricular complexes had changed, so that the S 
wave had become deep and wide in leads I and II, and 
ay T wave had become upright in lead I and inverted in 
ead ITI. 7 


Hall postulated that the affected branch of the 
bundle was insensitive to supraventricular impulses 
and that these were cut off and idioventricular rhythm 
had been established ; the breach of continuity in the 


FIG. 7. (Case 6).—The S wave is deep and 
the” RG complex wide. in leads I... 
and Il. The T- wave is inverted in 
lead III. The rhythm is abnormal 
(auricular fibrillation). The patient was 
not taking digitalis. | 
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5 (Case 4).—The S wave is deep in leads I 
and 
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FIG. 8a (Case 7).—The S wave is 
deep and the Q R S complex wide 
in ds I Il. The T wave is 

flat in lead III. There is left 
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branch became of no consequence provided the lesion 
was placed high enough in the bundle-branch. © 
Although this newer curve indicating right bundle- 
branch block was never seen in the absence of clinical 
evidence of heart disease, it is likely that the curve 
does not by itself indicate an unfavourable prognosis, 
so that this must be judged by the severity of the 
existing héart damage assessed by other means.’ In 
this connexion Wood and others (1935), from their 
study of .64 patients with a right bundle-branch 
conduction defect which included some with features 
of the curve described here, found that a smaller 
percentage of them had serious heart disease than 
papers on this subject would lead one to expect. i 


| E SUMMARY OF OASES | 

Case 3.—Female aged 16. Congenital heart disedse 
(type not specified). rae Ea 

Said to have a weak heart since birth and was always 
discouraged from walking too far or too quickly. No 


clubbing of fingers and no cyanosis. Apex-beat displaced 


outwards but considerable lower thoracic scoliosis present. 
Duplication of Ist sound (widely separated) in mitral area. 
Electrocardiogram.—See Fig. 4. . NA 


CasE 4.—Male aged 64. Heart failure ; auricular fibrilla- 


‘tion ; complete auriculo-ventricular block ; mitral stenosis. 


Recent onset of heart failure. 
Hlectrocardiogram.—See Fig: 5. 


Case 5.—Female aged 54. Heart failure ;. congenital . 
heart disease (type not specified), . | 


Blood pressure 180/100. 
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FIG. 8b (Case 7).—The changes are similar 

, . , to those described in Fig. 8a, except that 

ee the rhythm is now abnormal (2 : Theart- 
oc. š . K ah -> @ A 


electrical axis-deviation. 
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_ Heart disease first discovered at age of 18. Fairly well 
till recent onset of heart failure. Moderate degree of 


cyanosis but no clubbing of fingers. No history of acute . 


rheumatism. Loud blowing systolic murmur heard along 
left border of sternum and accompanied by thrill; second 
‘gound well heard in pulmonary area, Cardioscopy showed 
enlargement of heart both to left and right, together with 


great prominence of pulmonary arc,. also considerable’ 


congestion of hilar vessels. EHlectrocardiogram.—See Fig. 6. 


CasB 6.—Male aged 68. Auricular fibrillation. 
Recent onset of breathlessness. Pulse irregular but no 
evidence of heart failure. Blood pressure 146/90 (approxi- 


Electrocardiogram.—See Fig. 7. 


mately). Cardioscopy showed no enlargement of the heart. 


- 


CAsE 7.—Female aged 69. Heart failure ; 2: 1 auriculo- 
ventricular heart-block ; hyperpiesia. —— 
. Symptoms of hyperpiesia for many months. Blood 
pressure 275/95. Pulse normal in rate and rhythm but 
later infrequent from heart-block. 
accentuated. Cardioscopy showed great enlargement of 
heart, particularly of left ventricle and right auricle. 


Later developed heart failure and died. Hlectrocardtograms. — 


—See Figs. 8a and 8b. 
Necropsy.—See pathological report. 
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FIG. 9b (Case 8).—The changes are ~ 
similar, except that the rhythm 
is now normal. This tracing was 
taken three weeks after that The 
shown in Fig. 9a. ` 


a tendency to left electrical 


Aortic 2nd sound. 


FIG. 10 (Case 9).—The S wave 
is deep and the QRS com- 
plex oe in leads I and II. 
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FIG. 9a (Case 8).—The S wave is deep and the QRS complex 
wide in-leads I and II. The P wave is inverted and the 
T wave flat in lead III. Complete auriculo-ventricular 
block is present. ' - | mae 


obvious enlargement of heart. Electrocardiograms.—See 
Figs. 9a and 9b. ` ae 


CasE 9.—Female aged 66. Hyperpiesia. = 
Giddiness, exhaustion, and palpitation for six months. 


in lead II.. 


axis-deviation. — 


Casz.8.—Female aged 81. Heart failure; complete 
auriculo-ventricular block. . 

Recent onset of heart failure. Complete auriculo- 
ventricular block present on one occasion, but normal 
rhythm returned and. heart failure disappeared after 
treatment with digitalis. Blood pressure 150/85. Cardio- 
scopy showed congestion of hilar vessels but without 
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FIG. 12 (Case Dee S wave is deep : 
and the QRS complex is wide in 
leads I and II. .The P and T waves 


are inverted in lead III and therte is leads. 


longed. 


‘enlargement of left ventricle. 


FIG. 13 (Case 12).—The S 
wave is deep 
QRS compi 

The" 


inverted in lead III. There 
is sinus tachypardia and 
the P-R interval is- pros 


Pulse irregular from premature systoles. Blood pressure 
200/90. No evidence of heart failure. Cardioscopy showed. 
Electrocardiogram.—See 

Fig. 10. . l 
Case 10.—Male aged 54. Angina pectoris ; hyperpiesia. 
Attacks of angina pectoris (angina of effort) forjtwo 
years following ‘cardiac infarction. | Blood pressure 
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~ FIG. 14 (Case 13).—The S-wave is 
T wave is — S 


deep and the QRS complex 
wide in leads I. and II. he 
T wave is inverted in lead III. 
The rhythm is regular and there 
is left electrical axis-deviation. 
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FIG. 15a (Case 14).—TheS wave is deep in lead I and the QRS wide in 
leads:'I and II. The rate is slow Gt per minute) and the rhythm 


abnormal (2 : 1 auriculo-ventricular block). 


175/105. , Enlargement of left ventricle. Electrocardiogram. 
—See Fig. 11. = 


CasE 11.—Male aged 59. Aortic stenosis (atheromatous). 

Breathlessness for three years. Systolic murmur and 
thrill in aortic area. Second aortic sound not heard. No 
evidence of heart failure. - Blood pressure: not ‘raised. 
Cardioscopy showed moderate enlargement of left ventricle 
and prominence of atheromatous ascending aorta. Electro- 
cardiogram.—See: Fig. 12. Ns, >< 


- Case 12.—¥Female aged 30. 
stenosis. . 
- Acute rheumatism when 13 years old. Recent onset 
of heart failure during fourth month of pregnancy. Mitral 
stenosis present. Hlectrocardiogram.—See Fig. 13. 

Cash 13.—Male aged 59. Angina pectoris (angina of 
effort). : 

Cardiac infarction three months previously succeeded 
by attacks of angina of effort. Blood pressure 150/90. 
Electrocardiogram.—See Fig. 14. 


Case 14.—Male aged 54. Adams-Stokes’ syndrome; 
heart failure; 2: 1 auriculo-ventricular block, | 


Heart failure; mitral 


Momentary fainting attacks and breathlessness for eight . 


months. Heart failure present. Blood pressure 160/65. 
Pulse slow (34 per minute) from heart-block, but 
subsequently normal. lectrocardiograms.—See Fig. l5a 
and 15b. . i 

SUMMARY AND CONCLUSIONS 


The new nomenclature applied to bundle-branch 


block has established that the curve denoting inter- 


ruption ‘in the right branch is less common than that - 


indicating a, lesion of the left branch of the. bundle.. 
Wilson and his. co-workers (1934), however, have 
reminded us that the diagnosis. of bundle-branch 
block depends largely on the criteria:set up for the 
graphic interpretation. of curves which may signify. 
the condition so that it is likely that our present 
conception of the relative incidence of the two 


= varieties of bundle-branch block is an erroneous one. 


The. distinctive electrocardiogram which I’ had 
collected for inquiry during the past five years received 
an explanation when Wilson and others .(1934) 
published their paper. = JE oe 

The curve is characterised by a deep S wave as 
component of a wide QRS complex in lead I and also 
in lead IT as a rule. . The T. wave is upright in leads I 
and JI and is usually inverted in lead III. The QRS 
complex in lead IIT is also wide and although it may 
be upright it is more often directed downwards. 

It is suggested that this curve, of. which I have 
assembled 12 examples among a series of 3840 routine 
consecutive electrocardiograms, denotes a lesion of 
the right branch of the bundle; in‘the same series 
I found only two examples of the curve which has been 
hitherto regarded as standard for right bundle-branch 
block and which is the graphic counterpoise of the 
curve characteristic of left bundle-branch block, of 
which there were 17 examples in the same series. 


MR. R. W. RAVEN : MESENTERIC OCCLUSION 


[Nov. 13, 1987. 113] 


il 
4 


i 

a 

4 
i. | 

1 
| 1 
Inr. 


pes, 

By 
ill 

í 


I 
| cei 


a 

= 

a 

aan 

=e 

ae 

a 

———===" 
—_ 

ie “5 

a d 

A, 

oo n] 

DROE EDUEN 

el 

ss 


Hl 


ll] 


| 


ej 
k 
) 


1 
1 
d 
| Li 
a 
ge 


b 
: ‘ 
pr 4 


a o 


| 
| 


FIG. 15b (Case 14). — Left 
bundle-branch block. This 
tracing was taken six months 
after that shown in Fig. 15a. 


Thus the newer curve is much commoner than the 
one standard for right bundle-branch block. That 
the newer curve denotes right bundle-branch block 
is supported by the experimental work of Roberts 
and his colleagues (1932) who obtained a comparable 
curve in the cat; by the examination of curves 
obtained by chest leads (Wilson and others 1934); 
by a study of the time relation of the dynamic events 
in the two ventricles by Wolferth and Margolies 


. (1935); by the conclusions of Battro and his co- 


workers (1936) as a result of a similar study ; and 
by the findings at necropsy in Case 7 reported in 
this paper. 

The reports of further examinations of the bundle 
and its branches at necropsy in cases. showing this 
characteristic electrocardiogram during life are 
awaited, and they may establish more certainly the 
significance which meanwhile it is proposed to allot 
to this curve. l l 


The second part of the paper, containing Prof. TURNBULL’S 
account of the necropsy in Case 7 and the bibliography, will 
appear next week. 


MESENTERIC OCCLUSION 
By Ronatp W. Raven, F.R.C.S. Eng. 


SURGEON TO OUT-PATIENTS, FRENCH HOSPITAL;. ASSISTANT 
SURGEON, GORDON HOSPITAL FOR RECTAL DISEASES: AND 
SURGICAL REGISTRAR, ROYAL CANCER HOSPITAL (FREE) 


PATHOLOGICAL occlusion of the blood-vessels of 
the mesentery is an infrequent occurrence, whilst 
recovery from operation for resection of the segment 


“of bowel involved and re-establishment of the 


continuity of the bowel as a primary measure 
is undoubtedly rare. In 1921 Klein stated that 
24 successful resections had been reported since 
Elliot first performed this operation in 1895. It is 
most probable that there are many cases of this 
nature which are unrecognised, owing to the difficulties 


in diagnosis and a belief in the rarity of the 


condition. Trotter reported in 1914 that only 
4 per cent. of 366 cases were diagnosed correctly. 
The primary object of this paper is to report a case 
of mesenteric occlusion in which resection of the 
segment of bowel involved was performed and the 
continuity of the bowel re-established, -with recovery 
of the patient. The opportunity is also taken 
of reviewing certain facts in connexion with the 
disease, and ‘of calling attention to the various 
clinical syndromes which may be encountered. ’ 


CASE REPORT 

A single: woman, aged 68, was complaining of 
abdominal pain. She had been awakened 18 hours 
previously with colicky pain,'and had vomited on 
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several occasions, There had been constipation for 
feces and flatus during this time. Micturition was. 
normal. There were no other symptoms. ` 


Exzxamination.—She was recumbent in bed, lying quite 
still, pale, and slightly cyanosed. ‘Temperature 98-4° F. ; 
pulse-rate 76; respirations 18. No. collapse, and she was 
not distressed. No jaundice. Tongue furred. Chest: 
heart and lungs normal. Abdomen alittle distended in the 
lower half; no visible peristalsis: movement equal. 
There was tenderness around the umbilicus, and there was 
no rigidity. The liver, kidneys, and spleen were not 
palpable, and no abnormal swelling could be palpated. 
Per rectum: no abnormality ; ; no blood on examining 
finger. An enema saponis was ordered, but no result was 
obtained and no flatus passed, 

Operation.—The abdomen was ‘operied. through a right 
paramedian incision 5 in. long. When the peritoneum was 
incised a quantity of offensive blood-stained fluid was 
evacuated. On examination of the intestine it was found 
that there was gangrene of the terminal ileum, extending 
proximally for about’ 18 in. and distally? to a point 2 in. 
from the ileocecal valve. The mesentery of the implicated 
bowel was very thickened. The gangrenous bowel was 
withdrawn from the abdomen and resected together with’ 
the involved portion of the mesentery. Care was taken to 
ensure that the bowel above and below the site of the 
resection was healthy. The lower segment of the ileum 
was closed and continuity of the bowel was re-established 
by an end-to-side anastomosis, between the ileum and 


ascending colon. The abdomen was closed, and the. 


patient’s condition was satisfactory on returning to bed. 
Careful post-operative treatment was carried out on the 
lines laid down below. The bowels were opened normally 
on the fourth day after operation and the panso? made a 
good recovery. 

ÆTIOLOGY 


Occlusion r the superior mesenteric artery is due to 
either thrombosis or the presence of an embolus. 
If an embolus is present there is generally an asso- 
ciated endocarditis, a fragment of the diseased 


cardiac valve becomes detached and: occludes the 


superior mesenteric artery. Gallavardin (1901) states 
that in these cases the usual cardiac lesion is mitral 
stenosis. Other emboli arise from atheroma of the 
aorta. Instances of rarer sites of such emboli are 
furnished by the cases of Virchow and Klob. In 
the case of the former author, the embolus originated 
from a thrombus in the pulmonary vein, and the 
latter described a case where a thrombus occurred in 
a patent ductus Botalli and occluded the superior 
mesenteric artery. If thrombosis of the superior 
mesenteric artery or its branches occurs, there is 
usually arterio-sclerosis present, and this may be 


primary in the superior mesenteric artery. Rare . 


causes for thrombosis of the artery are the extension 
of thrombosis from an aneurysm of the aorta or 
` pressure from an intra-abdominal tumour on the 
origin of the vessel. 

Occlusion of the superior mesenteric vein is generally 
due to thrombosis. A large number of conditions are 
described which may cause thrombosis of the superior 
mesenteric vein. Cokkinis (1926) and Larson (1931) 
consider acute appendicitis to be the chief cause. 
Another important factor is inflammatory disease 
- in the pelvis. Other predisposing conditions are 
cirrhosis of the liver, pylephlebitis, peritonitis, and 
-general sepsis. There is a group of cases with hemato- 
genous causation, comprising certain blood diseases 
which predispose to thrombosis, such as splenic 
anemia and polycythemia vera. Thrombosis of the 
superior mesenteric vein or its radicals may follow 
trauma to the vessels, tearing of the mesentery, and 
trauma from abdominal operations. Warren and 
Eberhard (1935) grouped together the cases of four 
authors and found that in the largest number of 
cases the causation was unknown. 
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-Thé superior mesenteric’ artery arises from the 
anterior aspect of the aorta beneath the pancreas. 
and the splenic vein. 


The artery soon divides into a large number of eaholies 
which supply the small intestine and about the proximal 
half of the large intestine. Connecting arteries between 
these branches form a Series of arcades, one to five in 
number. The branches from the terminal arcades pass 
to the wall of the intestine, generally to one or other side, 
but occasionally a terminal branch divides and: passes 
to both sides. Gokkinis (1930) hes shown that the terminal 
branches from any one terminal arcade do not anastomose 
with one another, nor with tho branches of adjacent - 
terminal arcades. ae 2 Se, Ae aah 


The superior mesenteric avten has practically no 
anastomoses with other vessels, and thus behaves as 
an end-artery. Another important fact is that the 
blood pressure in the terminal arcadés of the mesen- 
teric circulation is low, and the circulation in’ the 
terminal branches is largely dependent upon peristalsis 
movements. If the oxygen supply of the intestine is 
interfered with, tonic contraction of its wall occurs, 
and this predisposes to ischemia, extension ‘of 
thrombosis, edema, and extravasation of blood: 

If sudden occlusion of the main stem of the superior 
mesenteric artery occurs above the point at which the 
branches arise there results, in all probability, an 
anemic infarct of the small intestine and the 
proximal half of the large intestine. If the. superior 
mesenteric vein is occluded at the same point, a 
hemorrhagic infarct of the same portion of the 
bowel occurs. If the occlusion occurs slowly, infare- 
tion may result, or, on the other hand, there may be 
no ill effects, providing there is time for the collateral 
circulation to become established. 

If occlusion occurs below the point whee the 
superior mesenteric artery divides, and above the 
last arcade, several results may be seen. No symp- 
toms, or at most only transitory ones, may be 
produced. Again, there may be tonic spasm of the 
wall of the bowel with stagnation, causing secondary 
thrombosis in the mesenteric vessels distal to the 
initial point of occlusion. 

If-occlusion occurs in the vasa recta there is inter- 
ference with the blood-supply to the part, but vessels 
supplying about 3 cm. of bowel must be affected for 
infarction to occur. 

In the main the same conditions and processes 
apply to both arteries and veins, except that arterial 
occlusion is generally sudden and embolic, whereas 
venous occlusion is slower and thrombotic. Changes 
in the bowel wall result from interference with the 
blood-supply. The earliest changes are edema and 
congestion of the small vessels in the submucous 
tissues. The œdema and congestion increase, and 
later there are petechial hemorrhages and focal 
gangrene of the mucous membrane, The bowel is 
dark red, dilated, and heavy. Its content is thin 
fecal material mixed with blood. Gangrene spreads 
outwards from the mucous membrane until all 
the layers of the bowel are involved. Peritonitis 
supervenes later, and there is a transudate of foul 
blood-stained fluid into the peritoneal cavity. 


SYMPTOMS 


The patient niay be of any age between 20 and 60 
years, and men are more commonly affected than. 
women. There may be symptoms of some predis- 
posing lesion, such as endocarditis or arterio-sclerosis. 
A recent operation may have been performed, such 
as appendicectomy, gastrojejunostomy, or hernio- 
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tomy. The commonest symptom is abdominal pain, 
which is severe and ‘colicky in nature. It may be 
experienced all over the abdomen, or it may be 
localised to a particular segment. The pain usually 
occurs in attacks. 

Constipation is usually present during the course of 
the disease. The patient is unable to pass flatus or 
feces, and this may be one of the first symptoms. 
Blood in the stools is an important symptom, but is 
seen in less than half of the cases. Diarrhowa is not 
uncommon. 

On examination the patient looks ill. The tongue 
is furred. ‘The temperature is either normal or sub- 
normal at the commencement, and the pulse-rate is 
somewhat raised. ‘There may be signs of endocarditis 
or arterio-sclerosis. The abdomen is generally a little 
distended, limited to certain sectors at first, but later 
becoming generalised. There is tenderness which is 
often generalised, but more severe in one or other 
quadrant. There may be signs of free fluid in the 
peritoneal cavity. In a minority of cases it is possible 
to palpate the thickened coil of affected intestine. 
Reich (1913) has suggested the following clinical 
grouping of cases with this disease, according to the 
predominating symptoms :— 


Diarrhea.—The patient suffers from intractable 
diarrhcea, which occurs at the onset of the disease. The 
stools may contain blood. Of all cases 15 per cent. form 
this clinical group. | 

Constipation.—Obstinate constipation for feces and 
flatus occurs with thé onset of abdominal pain. Vomiting 
occurs and the vomitus may contain blood. About 35 per 
cent. of cases comprise this clinical group. 

Diarrhea, and constipation.—In this group diarrhea 
usually occurs early during the course of the disease, and 
this is followed by constipation. Again there may be 
alternating diarrhwa and constipation. This group 
includes 34 per cent. of all cases. 

- Indefinite symptoms.—Patients in this group experience 
indefinite abdominal pain, with distension and rapid 
collapse. Associated with this there may be uremia, 
apoplexy, or coma. 


TREATMENT 


A great deal of controversy has occurred regarding 
the precise operation to be undertaken in these cases. 
The principle has now been established that the 
infarcted bowel and its occluded blood-supply should 
be excised, and if possible the continuity of the 
bowel restored. Meyer (1931) states that in these 
cases enterostomy is useless since the bowel is 
paralysed, and the establishment of an enterostomy 
does not prevent autolysis or the absorption of 
autolytic products from the diseased area. 
symptoms of infarction are severe, early exploratory 
laparotomy should be performed while the patient’s 
general condition is satisfactory. There are certain 
cases in which a mesenteric embolus is suspected, but 
the symptoms are not severe and rapidly subside. 
In these cases it may be wise to defer operation and 
a favourable issue results. 

Careful post-operative treatment is essential. The 
patient should be given normal saline, either per 
rectum, subcutaneously, or intravenously. If given 
per rectum or intravenously, 5 per cent. glucose 
should be added. Vomiting is overcome by means of 
gastric lavage through a Ryle’s stomach-tube, which 
may remain in the stomach for some time, and any 
regurgitant fluid is periodically withdrawn. Abdo- 
minal distension is treated by means of subcutaneous 
injections of eserine or pitressin. Glycerin enemata 
given daily are of value. After several days the 
bowels will open normally, and thereafter a mild 
aperient should be given as indicated. If success in 


If the | 


these difficult’ cases is to be achieved, the greatest 
attention must be devoted to every detail. 
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LYMPHOGRANULOMA INGUINALE 
IN THE FEMALE 


By Norman WHITTAKER, M.B. Camb., M.R.C.P. Lond. 


HOUSE SURGEON AT UNIVERSITY COLLEGE HOSPITAL 


THE two cases described below were admitted to 
University College Hospital with a history of long- 
standing diarrhea and with blood in the stools. 


CaszE 1.—A single woman aged 24, a milliner, had 
lived in an industrial town in Bedfordshire all her life 
save for two years in Scotland (in an inland town in the 
Lowlands). Previously she had had pneumonia, measles, 
and mumps. She attended University College Hospital 
in 1930, when she gave a history of persistent diarrhea 
with the passage of blood and slime in the motions for two 
years, This started after an attack of influenza. There 
was some pain in the front of the abdomen and in. the 
back. 

On examination as an in-patient, she was emaciated 
and under-weight. The stools contained blood and pus ; 
on culture they grew Bacterium coli and diphtheroids. 
On rectal examination there were external piles and a 
fissure; the rectal wall was felt to be granular. On 
sigmoidoscopy the mucous membrane was ulcerated 
and discharging pus copiously. No stricture was felt or 
seen. 

Treatment and progress.—The case was diagnosed as 
ulcerative colitis and treated with rectal lavage and non- 
residue diet. Astringents and opium were given without 
any permanent improvement. She was transferred to 
the surgical side and appendicostomy was performed 
(April 25th, 1931). At the operation the colon appeared 
and felt normal. After lavage with potassium permanga- 
nate through the appendicostomy there was considerable 
temporary improvement. 

From her discharge in 1931 she was fairly well save for 
periodic attacks of severe diarrhea with the passage of 
pus and blood. 

In January, 1934, she presented herself with two 
abscesses 2 in. in diameter at the margin of the anus 
and at the posterior end of the vulva. These were opened 
and she was left with a persistent sinus on the left side of 
the perineum. In October, 1935, the appendicostomy 
was reopened and she made some improvement with 
further colonic lavage. In June, 1936, the rectal bleeding 
was much worse and she was found to have an annular 
stricture of the rectum about 2 in. above the anal canal. 
The stricture was dilated instrumentally after which it 
admitted the tip of the index-finger. The symptoms 
persisted and she was readmitted. i 

Frei’s test.—At this stago Frei’s test was performed. 
It was weakly positive. A month later the test was 
repeated with.a different supply of antigen. After 48 
hours there was a dome-shaped papule surrounded by an 
area of erythema | in. across. The papule persisted for 
six days. There are no inguinal buboes and the labia 
majora are normal, The Wassermann reaction is negative. 


Case 2.—A married woman aged 36. She has been 
married for fifteen years and has lived all her life in 
England save for two short holidays in France (six weeks) 
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and. in Ireland (fourteen days). She. was admitted on 
Feb. "38th, 1935, with a history of persistent bloody 
diarrhea which she had had for seven months. 

On examination she was febrile, slightly wasted, with no 
physical signs in the abdomen and no abnormality of the 
rectum on digital examination. The stools contained 
much blood, pus, and mucus. On culture the stools 
grew Bacterium coli and Bacterium morgani. The Widal 
reaction was negative; her serum agglutinated Bacterium 
dysenterie Flexner to a. titre of 1 in 50;. a barium enema 
revealed no abnormality of the colon. 


Treatment and progress.—She was diagnosed as ulcerative 


colitis and treated with Yatren, kaolin, and a chalk and 
opium. mixture without improvement. Later, on a full 
diet, colonic lavage, and fresh air treatment, she improved 
steadily end put on weight. ‘'Six'months later this therapy 
was repeated without success. Appendicostomy was 
performed and the lavage done through this but without 
improvement, 

A year later she was readmitted with a rectovaginal 
fistula. Under anesthesia she was found to have one 
fistula opening to the left of the urethral orifice and 
another at the posterior margin of the vulva with a track 
leading towards the rectum. The rectal wall was indurated 
and nodular and it narrowed about l in. from the anus. 
On sigmoidoscopy the mucous membrane appeared 
nodular, very red, and bleeding easily like granulation 
tissue. Colostomy was performed in the transverse colon. 
_A piece of the colon wall was removed and was micro- 
scopically normal. 

Frev’s test was performed but she did not react to the 
first specimen of antigen. The test was repeated with 
another antigen a fortnight later. After 24 hours the 
whole of the anterior surface of the forearm was red and 
slightly cedematous. After 48 hours there was a typical 
papule with a red areola 2 in. across. She was much upset 
by the injection with abdominal pain, vomiting, and 
recurrence of the diarrhoea. She has no inguinal buboes 
and ‘the labia are normal. She states that her husband 
has had no lumps or discharging places in the groin. - Her 
Wassermann reaction is negative. 


TECHNIQUE OF FREIS TEST 


The test was described by Frei in 1925, and his 
technique has been followed exactly. 


Pus is withdrawn from an inguinal bubo of a proved 
case of lymphogranuloma inguinale with strictly aseptic 
precautions. It is essential that the gland used has not 
been incised and that there have been no sinuses. The 
pus is diluted 1 in 10 with physiological saline ; it is then 
heated on a water-bath at 60° C. for two hours in the 
first twenty-four after it ‘has been withdrawn and for 
one hour in the next twenty-four. It is preserved in 
sealed ampoules. The antigen can also be prepared from 
a gland excised with surgical precautions. The active 
antigen used in these cases was prepared by the second 
method. 

To perform the test 0-1 c.cm. of the antigen is injected 
intracutaneously into the volar surface of the forearm. 
The result is read after 48 hours. A positive reaction 
consists of a dome-shaped papule at the site of injection 
surrounded by an area of erythema 2 cm. across. 


Pseudo-positive reactions may occur in the few 
days before the menstrual period, in cases of pro- 
longed illness with pyrexia, and in the early stages of 
syphilis. The specificity of the test has been amply 
confirmed. It is said to give positive results in 97 per 
cent. of cases. In view of the occurrence of pseudo- 
positive reactions it is desirable to test all antigens 
used on definite negative cases. Negative results 
were obtained in the following cases with the second 
antigen. 

Case A.—Woman, aged 18, with gonococcal arthritis 
of the right wrist. Gonococcal complement-fixation test 
positive. Wassermann reaction positive, Frei | test 
negative. 
= Cass B.—Woman, aged 59, admitted for the repair of 
scar hernia. Frei test negative. 


Case C.—Woman, aged 57, with proctitis and: sinuses.. 
Frei test negative. | 


OF RECTAL STRICTURE TO LYMPHO- 
GRANULOMA INGUINALE 


The clinical condition found in these two patienta— 
rectal infiltration and - stricture with multiple 
fistule—was first described by Fournier in 1875 
under the term “‘ anorectal syphiloma.”” There: was 
no satisfactory evidence for this ætiology. 

Although previously recognised as a tropical, 
disease called -“‘strumous buboes”: or “ climatic 
buboes,” the classical. description of lymphogranu-. 
loma inguinale is. that of Durand, Nicholas, and 
Favre (1913), who described. the condition in the male 
in France. Thé introduction of the Frei test enabled 
this and another condition in the female, elephantiasis 
of the vulva or esthioméne, to be. recognised as 
syndromes. of lymphogranuloma inguinale. In 1928 
Frei and :Köppel published 5 cases of benign stricture 
of the rectum, all with positive Frei reactions. K6éppel. 
published 2 more cases in 1929. Since then longer 
series of cases have been published, including the 
following. 


RELATION 


Pennoyer (1936) -- 18 22 cases 
Lichtenstein (1936) .. 55 : E 58 ,,. 
Vander Veer, Cormia, out of 

and Ullery (1935) .. 15 21 45 
Lee: and Stacey (1934) 14 “I6 Gs 


Rainey and Cole (1935) 14 all positive: 


These series have been collected in America and con- 
tain a large proportion of negro women. Opinion 
now tends towards considering all benign strictures 
of the rectum to be cases of lymphogranuloma 
inguinale (Stannus 1934). 
An explanation is found in the lymph drainage 
of the female:genitalia. That of the uterus is to the 
pre-aortic, superior hemorrhoidal and sacral glands, 
and to the anorectal glands of Gerota. Consequently. 
there is no involvement of the inguinal glands and no 
buboes unless the primary lesion is on the outside 
of the vulva or about the clitoris. Either esthiomene 
commonly resulting syndromes, according to whether ` 
the main infection is in the iliac glands or in the 
anorectal glands (Barthels and Biberstein 1931). 


DISCUSSION 


_ Both cases have a negative Wassermann reaction 
and ‘no suggestion of a syphilitic etiology. Cases of 
lymphogranuloma inguinale proved to have been 
acquired i in England have been published by Stannus 
and Findlay (1933) and by Earle (1936). Both were 
climatic buboes. The cases described above have 
never left the United Kingdom save in the second 
case for eight weeks: Neither gives any history that 
suggests where they acquired the disease. We have 
been unable to find other cases of the anorectal 
syndrome published in England. 

The cases illustrate how unsatisfactory is a diag- 
nosis of ulcerative colitis, because this is not a specific 
malady but a name for a group of symptoms common 
to a number of diseases. : The first case carried 
this label for eight years, and the second for two 
years before the true nature of the condition was 
discovered. 


My thanks are due to Mr. Gwynne Williams for 
permission to publish these cases and for help and 
encouragement, and to the Royal Albert Dock Hospital and 
to the Hospital for Tropical Diseases for supplies of the 
antigen. 


(References at foot of opposite page) 
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CLINICAL AND LABORATORY NOTES ooa 


INSULIN: SENSITIVITY AND OPIUM CURE 
DEEP COMA WITH 7:2 UNITS OF- INSULIN ' 


BY GABRIEL LANGFELDT, M.D. 


ASSISTANT MEDICAL OFFICER AT THE UNIVERSITY PSYCHIATRIO 
OLINIO, VINDEREN, NEAR OSLO, NORWAY ' 


In THE Lancet of Sept. 25th Gillman and Parfitt 
record a case in which coma was produced with 
18 units of insulin. The following case is I think 
of theoretical as well as clinical interest, for it will 
be seen that very deep coma suddenly set in after 
the intravenous administration of only 7-2 units of 

The patient was a man of 50, of pyknic build, and was 
admitted to hospital in. Februery last with a diagnosis of 
éhronic melancholia. ‘He remained in the hospital till 
August 10th when he was discharged asimproved. During 
his stay -his..sensitivity to insulin was investigated by 
several methods. On March 4th the blood-sugar curve, 
estimated after administration of 50 grammes glucose by 


mouth with 20 units of insulin intravenously, was as 
follows :— 


Mg. per Mg. per . per 

100 | 100 Mep 
A.M. c.cm. A.M. c.cm. A.M. c.cm, 
“9.00 .. ° 99 9.47 .. 146 10.54 .. 102 
9.10 .. 134 | 10.01 = 137 | 10.56 .. 101 
9.13 e 148. 10.15 ee 129 11.10 ee 97 
9.27 .. 159 | 10.17 129 11.11 .. 95 
9.29 . ` 161 | 10.30 .. 116 
9.45 . 148 10.38 115 

* Fasting. 


Before this test he had had no treatment with opium 
ar any other narcotic. On July 17th he was put on an 
opium cure, receiving every day increasing doses until 
July 25th. On the 27th the same test was repeated with 
the following result :— 


Mg. per! Mg. per Me. per 

ib | 100 100 
A.M. c.cm. A.M. c.cm. A.M. ¢c.cm 
*9.00 .. 101 9.40 97 10.31 62 
9,10 133 9.42 97 10.45 84 
911 .. 126 | 10.01 70 10.47 88 
9.25 112 10.16 . 70 11.03 77 
9.26 .. ` 110 10.18 .. 68 11.05 .. 79 


During the two hours no symptoms of shock occurred, 
only hunger ;' but the increased sensitivity to insulin, as 
measured by the decreased blood-sugar, is strikingly 
shown. 

© Next day I intended to study the patient’s sensitivity 
to insulin administered fasting in doses of 0-10 unit 
per kg. body-weight without any glucose. I have per- 
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_ benzenesulphonamide. 


formed about 100 such investigations without encounter- 
ing symptoms of shock. In this case however the course 
of affairs was very dramatic. About 40 minutes after 
the administration of 7-2 units insulin (intravenously) the 
patient suddenly lost consciousness and fell'in convulsions, 
first of a clonic, but very soon of a general- nature. At 
the same time he became -cyanotic and pulseless. After 
the administration of 1 c.cm. .of adrenaline . solution 
(1 in 1000) and 25 c.cm. of glucose solution (33 per cent.) 
he by and by regained consciousness, showing the 
symptoms usual after an insulin shock. The blood-sugar 
curve which could only be followed for half an hour was 
as follows :— 


. per i ` Mg. per 
A.M. 100 c.cm.| .A.M. :100 .c.cm. 
*9.10 ee 104 (935 .. .. . 63 
9.20 ee. ee 96 947 .. . `, 58 
9.23 es os 92 


As this patient had shown a moderate ‘insulin 
sensitivity four months -previously and no change 
that can be thought to have influenced it seems to 
have occurred (the mental state was the same) the 
question arises whether the opium administration 
made him more sensitive—e.g., by depressing the 
production of adrenaline. The case at any rate calls 
attention to a possible risk in the use of insulin after 
opium cure. 


ACUTE HAMORRHAGIC CYSTITIS | 
TREATED WITH PROSEPTASINE 


By G. D. Wicut, M.B. Edin., D.P.H. 


ALTHOUGH there have been favourable ‘reports 1 
of the use of sulphanilamide in Bacillus coli infections 
of the urinary tract, I know of no record of the 
efficacy in such infections of the more complex and 
reputedly less toxic compound, p-benzylamino- 
The following case may 
therefore be of interest. 1 os 


CASE-HISTORY 


A youth of 22, sent to me as a possible case ‘of gonor- 
rhea, complained of frequency and dysuria of a week’s 
duration. He had a slight mucoid urethral discharge but 
no ectropion or redness of the urethral meatus. The 
urine was acid and contained obvious pus and blood, 
confirmed microscopically. Films from the centrifuged 
deposit showed numerous Gram-negative bacilli which 
proved to be B. coli. No casts were seen. There was no 
detectable abnormality of the prostate or seminal vesicles,. 
no gonococci were seen, and the complement-fixdtion test 
for gonorrhea was negative. 

He was treated at first by rest, free fluids, and alkalis 
for three days. No improvement resulted, and he was 
then given two half-gramme tablets of Proseptasine 
(p-benzylaminobenzenesulphonamide) three times a day. 
In three days he was completely free from symptoms and 
the urine was free from blood, showing only a few pus cells 
and organisms. In seven days the urine was crystal 
clear and contained no pus or organisms, and the patient 
felt perfectly well. One half-gramme tablet was given 
three times a day for the next five days as a precaution 
against recurrence, and the treatment was then stopped. 


When the patient was seen some three weeks 
later the urine showed no abnormality and he was in 
normal health and free from any symptom. No toxic 
effects were noted during the exhibition of the drug. 


a Kenny, M., Tonneton; F. D and von E ios (1937) 


Lancet, 119: Coo N. d Buchtel, 193 37) ti 
Mayo, tin 12, 24; Türk (1937) ) Münch. med. Wschr Angust 6t 
p 
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RETROGRADE INTUSSUSCEPTION. 


By Crecm FLEMMING, M.Ch. Oxon, F.R.C.S. Eng. 
ASSISTANT SURGEON TO DNIWEREITE COLLEGE HOSPITAL, 


RETROGRADE intussusception, has been rarely 
described. In the text-books it is said to occur just 
before death, and exceptionally as a clinical condition 
requiring operation. A case was reported in 1936 
which was operated on but the patient died. 

In arguments about the etiology of intussusception 
one thing at least is agreed—that there is no difficulty 
in understanding those cases in which there is a 
tumour situated at the, apex of. the intussusception. 
A case in which there was a tumour. at the apex of a 
retrograde intussusception is of interest in itself and 
also because of the light it sheds on the physiology 
of the colon. cal 

A woman aged 30 was admitted to University, College 
Hospital on June 4th, 1937. Until the previous gay she 


1 Lewis, E. E. (1936) Brit. J. Surg. 23, 683. 


had been. in perfect health. When admitted to hospital 


she presented the picture of acute intestinal obstruction. 
There was a palpable tumour in the left iliac fossa, and a 
diagnosis of acute intussusception was made. At opera- 
tion an intussusception was found of the descending 
colon; The apex of the intussusception was in the middle 
of the transverse colon. The neck of the intussusception 
was in the region of the sigmoid colon, and it was apparent 
that there was a retrograde intussusception of the descend- 
ing colon. The intussusception was reduced and it was 
then found on palpation that there was a tumour at the 
situation of the apex. The sigmoid colon was brought 
out on to the surface of the abdomen and left unopened. 
An enema was given on the fourth day and on the eighth 
day. On the twelfth day the loop was excised and when 
opened was found to contain a single polypus. Histo- 
logically: ;this was a benign. tumour.. No .other ‘tumours 
could be felt in the descending colon at the time of 
operation, but the wall was considerably thickened 
and it was not easy to feel whether or not there were 


:polypi present, - i 


` he, patient made a smooth recovery, and the 
colostomy was closed on August 16th. | 


‘ROYAL SOCIETY OF MEDICINE 


SECTION OF SURGERY 


AT a meeting of this section on Nov. 3rd, with 
Prof. G. GREY TURNER, the president, in the chair, 
a discussion on the management of ar 


Tuberculous Glands in the Neck 


was opened by Mr. CLAUDE Franxav. The last 
fifty years, he said, had seen a remarkable change in 
the treatment of the condition. Before 1885 the 
practice was to allow caseating glands to burst and 
discharge, with resulting sinuses, followed by depressed 
and deforming scars. Sinuses were curetted, and 
superficial glands were scooped out. Then Clifford 
Allbutt at Cambridge, and Pridgen Teale, Jr., at 
Leeds, advocated early removal of the glands, and 
excellent results were achieved. , But even early 
operation did not prove uniformly satisfactory, 
chiefly because the pathology was ill understood, and 
prophylaxis and after-care were largely neglected. 
Thirty years ago the pendulum swung back to con- 
servative measures and there was a tendency to 
regard operation as unnecessary, except for relief of 
abscesses. The effect of this was to prolong the 
period of treatment, and the last fifteen years had 
seen a combination of surgery with the hygienic 
method, the paths of infection being especially 
stressed, as well as after-care. 

In 90 per cent. of tuberculous glands the strain 
of tubercle bacillus was bovine, and nearly always 
milk was the infecting agent. The main paths of 
infection were three: (1) the nasopharynx, @specially 
the tonsils ; the glands infected by this route were 
first those behind the angle of the jaw; then the 
superficial set down the anterior part of the sterno- 
mastoid and the deep set surrounding the carotid 
sheath ; (2) the intestinal tract, involving first the 
mesenteric glands, then the glands of the posterior 
triangles, and finally the deep set round the carotid 
sheath; and (3) the mediastinal, the rarest of the 
three. The first two types were seen mainly in young 
persons, while the mediastinal—the only type asso- 
ciated with pulmonary tuberculosis—was commoner 
in the middle-aged and old. All the types might occur 
spontaneously in apparently healthy persons, but 
sometimes the initial invasion followed a flare-up 
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of infected glands or a febrile attack, or à tonsillar 


infection. Usually, after careful observation, the 
differential diagnosis was easy, but a branchial cyst 
had often been mistaken for a breaking-down gland, 
and lymphadenoma might be diagnosed until a 
gland had been removed.. a 

From the standpoint of treatment, cases. could. be 
conveniently classified into five groups : 

(1) Single glands involved, or small groups. 
tion, but sometimes peri-adenitis. 
_ (2) Definite caseation. | 
_, (3) Subcutaneous abscesses—the so-called collar-stud 
variety. Caseating material has broken through the 
capsule and deep fascia is involved. : 

(4) Diffuse bilateral minor enlargements without muc 
peri-adenitis. Often seen in slum children. May be hard 
to aoe pies nape septic glands. 

assive use enlargements, extendi 

cee bilateral. Nowadays oa S i 
The treatment of the first group was non-operative, 
the aim being to eliminate infection in the mouth and 
nasopharynx. Tonsillectomy was liable to be fol- 
lowed by a flare-up of infected glands. The patient 
should be put in the most hygienic surroundings 
with fresh air and plenty of sun, and generous rest. 
The diet must be liberal, with plenty of fatty food 
cod-liver oil and malt, and syrup of iodide of iron in 
moderate doses. This palliative treatment should 
be continued only if the glands showed a steady 
diminution, and the glands should be excised if 
there was no improvement in six weeks—or earlier 
if there was undoubted increase in size. In Group 2 
operation was essential before complete’ breakdown of 
the gland; this allowed removal of the glands 
without rupture, and the scar was insignificant. 
In Group 3 the cold abscesses were a manifestation 
of deeper disease. Aspiration was merely palliative 
though useful where the skin was red, since it allowed 
of an easier operation later. Mr. Frankau advised 
incision (as near the abscess as possible) through 
fairly healthy skin, evacuation of the caseous material 
cleansing of the cavity, and a search for perforation in 
the deep fascia; this was then enlarged, and usually 
an infected gland could be seen and dissected: out 
Careful after-treatment was called for, and patients 
must not be hurried out of hospital after any of these 
operations ; solid healing before discharge should 
be the rule, and six weeks in the country afterwards 
was wise. . 


No casea- 


In Group 4 operation was not called for unless an 
individual gland ‘caseated ; then that gland alone 
should be dealt with. In this type he had seen good 
results from X ray therapy. In Group 5 opera- 
tion—apart from the evacuation of caseous material 
from time to time—would involve such heroic 
measures that it should be avoided. After prolonged 
general treatment, including rest in bed in the open 
air, the condition often subsided sufficiently to 
permit of easy removal; indeed some glands shrank 
so much that no, operation was called for. 

Mr. Frankau had no good word to say for tuber- 
culin in these cases; its main effect seemed to be 
to promote a rapid breakdown of the infected glands. 
Though irradiation had.its place, little could be. ex- 
pected of it when glands were full of caseous deposits. 


Mr. W. T. Gorpon Puca submitted impressions 
from his 27 years as medical superintendent of Queen 
Mary’s Hospital, Carshalton. Any tuberculous lesion, 
he said, showéd' lack of resistance and called for 
open-air life and other hygienic measures. More- 
over improvement in the local condition did not 
necessarily mean cure, and a long stay in country 
surroundings was very important. At Queen Mary’s 
Hospital there were now 1330 beds, 400 of them in 
the open air. Of the glandular cases admitted, most 
had had treatment elsewhere; the majority had 
already had their teeth and tonsils attended to, some 
had had light treatment, but none had had radium 
and only few tuberculin. The skin was seldom 
undamaged by scar or sinus. Before the late war 

recurrence followed excision more often than it 
followed conservative treatment with opening of 
abscesses as they formed; but after the war the 
position was reversed. Up till 1920 local treatment 
was carried out at Carshalton, with aspiration and 
opening of abscesses, and curetting of sinuses that 


did not heal rapidly; in 20 per cent. of cases this - 


-did not suffice and glands were removed. Neither 
tuberculin nor X rays were used. In 1920, however, 
a half-strength radium applicator was procured, with 
an area of 4 square cm., the smallest suitable for treat- 
ing glands. Since then three had been a reduction in 
the proportion of cases needing excision. The benefit 
in the 300 cases in which the applicator was used 
appeared to be lasting. Shrinkage took place after 
about the third application of the rays, and some of 
the glands disappeared after the applications. 

In London, of late years, there had been a remark- 
able reduction in the incidence of tuberculous adenitis 
and in its severity. This reduction Mr. Pugh attri- 
buted largely to the general practice of milk pas- 
teurisation, and to increased attention to teeth and 
tonsils. The greatest improvement in the future would 
he thought come from the more general use of radium 
in the early stages; this was made easier by the 
recent great reduction in the price of radium, and 
every sanatorium and tuberculosis dispensary should 
possess at least one applicator of the kind he had 
described, of which the cost was now under £50. 


Mr. B. W. WINDEYER had analysed 203 cases of 
tuberculous glands in the neck treated by radio- 
therapy at the Middlesex Hospital since 1931. Of 
these, 28 were treated by surgery and radium, 26 with 
X rays, and 149 with radium. Results were con- 
sidered. ‘‘ good ” when glands totally disappeared or 
became small and fibrotic or calcareous; the cases 
were: termed ‘‘improved:’” when the mass had 
decreased but small glands were still palpable, or 
induration was felt. beneath the skin or healed sinus ; 
they were called “ unimproved ” if there was little 
decrease in size, if they had not become quiescent, 
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or if'siriuses ‘persisted. With surgery and radium, a 
good result was obtained in 15 of the 28, 4 were 
improved, 7 unimproved, and 2 were lost sight of. 
In the second group (X rays) and the third (radium) the 
results were also mostly good ; with radium 90 were 
good and 36 improved, out of 149. Radium therapy 
must however be regarded as an adjunct to consti- 
tutional treatment, which remained the most impor- 
tant factor. No attempt was made to directly 
destroy the tuberculous process by the irradiation ; 
the object was to cause a slight local aseptic inflam- 
matory reaction which would aid the body defences 
and promote repair. Most of the patients he dealt 
with could not have sanatorium treatment; almost 
all had been treated as out-patients, and many were 
carrying on their normal work. All possible fresh 
air, suitable food, and rest were procured, and septic 
foci, such as teeth and tonsils, were removed. It . 
was necessary to' aspirate and remove all breaking- 
down products in the glands. Small discrete glands 
did not seem to respond as well as large fluctuant 
ones. Collar-stud abscesses needed repeated applica- 
tions; sometimes they healed leaving a small cal- 
careous nodule deep in the tissues, and, after years, 
they might again light up. Fluctuation and abscess- 
formation had not been regarded as a contra-indica- 
tion for the treatment. With care, X rays probably 
gave as good results as radium, and their use was 
preferable because of the risk to health associated 
with the application of radium by large numbers of. 
administrators. Before radium was applied the 
patients should be thoroughly examined. Radio- 
therapy gave much better cosmetic results than 
surgery. 

Prof. J. PATERSON Ross said that if surgery was 
decided upon it must be realised that the operation 
required was a big one; the days when the scraping 
of a tuberculous abscess was held to suffice had 
vanished. When glands in the upper part of the neck 
were involved the infection came from the tonsil, 
which could be removed ; but the source of infection 
of enlarged glands lower in the neck was probably 
thoracic, and operation on them would mean no more 
than lopping off branches of a diseased tree. 

Mr. Poitie TURNER thought the long period required 
for radium treatment a disadvantage ; by surgery a 
gland in the neck could be removed altogether. If 
suppuration followed he had sometimes injected a 
preparation of iodine into the tonsil, with satis- 
factory results. He agreed that in early cases radium 
treatment, combined with constitutional measures, 
seemed to be the ideal. 

Mr. M. F. Nıcmorrs thought that tuberculous 
glands in the neck must now be much less common 
and much less severe than 25 years ago. Any careful 
and well-directed treatment would give better results 
to-day than surgery yielded 20 years ago. 

Mr. A. Sruwpson-SmirH said that in cases with 
supraclavicular glands or small shotty glands in the 
neck radium treatment took a long time. His plan 
was to send the patients to convalesce for three 


‘months, and if the glands had not disappeared then 


he excised them, and later the tonsil. The results 
had been uniformly good, except in cases ene 
enormous peri-adenitis. | 
Mr. CHARLES DONALD said that if gades were still 
coming up it was wrong to excise them; when they 


‘had been stationary: fora ‘considerable time, or 


were slowly softening, he operated. 
occasion for an ugly scar. 

The PRESIDENT gave a general review of the 
history of the subject, and related instructive cases. 


- Therė was no 
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ROYAL ACADEMY OF MEDICINE. IN 
IRELAND | 


Av a meeting of the section of obstetrics on Oct. 15th, 
with Dr. BETHEL SOLOMONS in the chair, a presidential 
address on 


Backward Displacements of the Uterus 


was read by Dr. J. S. Quin. The supracervical portion 
of the uterus was, he said, the only fixed portion, 
being firmly held by the parametrial and paravaginal 
tissues. Round this pivot the uterus could rotate in 
the vertical plane, and it must be regarded as a mobile 
organ with a normal range of movement of almost 
120°. The normal position of the uterus in ante- 
version and anteflexion was due to the forward tilt 
‘of the pelvis in the erect posture. In the unmarried 
deviations from the normal rarely caused symptoms 
and still more rarely called for treatment. On 
Marriage a congenital displacement might make 
itself apparent in several ways (¢.g., dyspareunia) 
but usually the patient sought advice for sterility 
or an early abortion. In cases of early abortion Dr. 
Quin recommended replacement of the uterus and 
insertion of a pessary for three months. If it then 
fell back the patient should be warned to report at 
once should she become pregnant so that the pessary 
could be reinserted. Incarceration of the congenitally 
retroverted gravid uterus was rare. When congenital 
retroversion was associated with sterility the uterus 
should—after a reasonable lapse of time—be fixed 
by operation. The modified Gilliam suspension 
operation was the most satisfactory. Retroversion 
was found in about 20 per cent. of women in the 
puerperium, and all women should be examined 
4-6 weeks after delivery so that a pessary could be 
inserted: if retroversion was found. Even if the 
pessary did not cure the condition it would help in 
the involution of the uterus. Symptoms would arise 
only if there was subinvolution of the uterus or some 
descent :of the uterus and vaginal vault. 

Dr. T. M. HEALY was doubtful whether the cure 
of a backward displacement in a nullipara would alone 
suffice to relieve backache. Where there were symp- 
toms in the puerperium on the other hand the retro- 
version was almost always the cause. He had often 
put in a Smith-Hodge’s pessary about six weeks 
after the birth of the baby but had been extremely 
disappointed with the results ; and where puerperal 
retroversion persisted, symptoms always developed. 
He had found that in cases of sterility with retro- 
version the use of a pessary had not led to concep- 
tion, whereas an operation had almost always done 
so. The use of pessaries should always be avoided 
in women who could have an operation. He could 
not remember having seen a patient after operation 
who was dissatisfied with the result. He did not 
think it mattered very much which operation was 
done, provided the uterus was stitched so as to keep 
it forwards on the broad ligament. 


Dr. J. F. CUNNINGHAM thought that retroversion 
was rare in nulliparous unmarried women, but retro- 
flexion was common. In these cases he thought a 
pessary should be used. If symptoms were sufficient 
to justify a suspension operation, it was always wise 
to dilate the cervix first. Of women sterile after three 
years or more of marriage a large proportion suffered 
from retroversion, and here he thought operation 
justified, for pregnancy often followed. As a rule 
retroversion was pathological, and the woman with 
a. retroverted uterus was more likely to develop 
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cystocele and to have hemorrhages and other troubles 
at the menopause. He personally had not found the 
Alexander-Adams operation very satisfactory. For- 
merly he had always used silk as a suture material, 
but now he used chromic catgut. = 

_ Dr. D. J. Cannon had come to the conclusion that 
symptoms were not due to displacement per se, but 
to displacement in combination wjth other factors. 
Often the cause of bleeding was subinvolution of the 
uterus, and if such bleeding was the result of back- 
ward displacement, it was because the uterus was. 
bigger than normal.' Dyspareunia seldom had any- 
thing to do with backward displacement ; there was 
always a cervicitis, and the pain was due to inflam- 
matory bands in the parametrium. Women who 
suffered from congenital displacement frequently 
suffered from pyloric spasm, and with fixation of the 
uterus the gastric symptoms disappeared. . He always 
used catgut as a-suture material. The operation 
should be done neatly and quietly, for if there was 
any hemorrhage there was a good deal of pain. 

Dr. A. H. Davipson said that after insertion of a 
pessary about 50-60 per cent. of cases of puerperal 
retroversion would recover without operation. In 
those that did not, operation should be done to 
obviate the risk of abortion later. The Alexander- 
Adams operation was very satisfactory. Backache 
was often due to posterior lymphangitis, and not 
to backward displacement. In cases of prolapse 
associated with backward displacement, Gilliam’s 
operation was very seldom done now, Fothergill’s 
operation being preferred. | 

Dr. R. M. Corset said that in a parous patient, 
with a mobile retroversion, he always tried pessary 
treatment for three months,- and he found that a 
considerable proportion of these ‘patients became 
pregnant while wearing the pessary. In nulliparous 
women, with dysmenorrhea, hè thought that, besides 
dilating the cervix, one should correct the backward 
displacement by suspension. As a rule he did the 
Gilliam suspension and the Alexander-Adams opera- 
tion; he recommended the latter for parous women 
with mobile: retroversion whose symptoms were 
relieved when the retroversion was corrected but 
recurred when the pessary was removed. It had the 
great advantage of leaving the abdominal wall intact 
and the peritoneal cavity unopened. Fixed retro- 
version must of course be treated by intra-abdominal © 
operation. If retroversion was found in early preg- 
nancy, he thought the uterus should always be replaced 
and held in -position with a pessary. At the meno- 
pause a retroverted uterus was liable to cause symp- 
toms, and he thought the treatment should then be 
total hysterectomy ‘rather than suspension. 

Dr. O’DONEL BROWNE agreed with the President 
that all puerperal retroversions that could not be 
cured after adequate Smith-Hodge pessary treatment 
should be cured at a later date by operation if there 
were symptoms directly referable to the retroversion. 
He also agreed that pessary treatment for retroversion 
or other abnormalities in the nullipara- was useless. 
Generally speaking, retroversions and retroflexions 
should be treated by operation if they were causing 
any backache, menstrual disorders, or other dis- 
turbances, for patients who knew themselves to have 
an abnormality usually had some psychological 
disturbance. It was a fallacy, however, to suppose 
that the Gilliam, or modified Gilliam, suspension 
technique can cure ovarian congestion and varico: 
cele. The engorged vessels would be noted at the 
moment of closing the abdomen if the suspension 
allowed the heavy ovary to prolapse into the pelvia 
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and kink them at the brim of the pelvis. In all such 
cases, besides performing some variety of Gilliam 
suspension, he suspended the ovary itself, by means 
of its mesovarium, to the peritoneum to above the 
brim of the pelvis,. thus allowing free venous return 
with relief of the dragging ovarian pain. In the 
course of operation the Fallopian tube on one or 
both sides could easily be drawn outwards together 
‘with the round ligament, thus being kinked so that 
sterility followed. In such cases of under-develop- 
ment of the round ligaments with close approxima- 
tion of the ligament and tube, he preferred a Baldy- 
Webster or Kelly’s suspension to any modification of 
the Gilliam technique. The various round-ligament 
operations for cure ‘of misplacement, although 
possibly quite satisfactory in practice, were not 
anatomically correct,for the position of the uterus 
primarily depended upon the state of the uterosacral 
and transverse cervical ligaments. 


Dr. BETHEL SoLomons said that the question 
whether backward -displacement of the uterus was 
pathological was not settled and the pendulum of 
opinion swung to. and fro. In this country perhaps 
too much was made of its guilt. He had shown that 
a perfectly performed operation for displacement 
cured many cases of dysmenorrhea. Sterility, too, 
was often cured and this was natural, for in retro- 
flexion the.os uteri was so far from the receptaculum 
seminalis. . Abortion -was often caused by retro- 


‘version. But when a woman complained of backache 
there must be a thorough clinical investigation, with 
radiographic examination of the spine and other tests, 


before backward displacement was blamed; and 
emolument for the gynecologist must not be con- 
sidered an indication for operation. He believed that 


the subperitoneal Gilliam operation was the best, 


but there were some indications for the Alexander- 
Adams and the Baldy-Webster ; the latter was useful 
when there was any raw surface at the back of the 
uterus. The Alexander-Adams operation brought 
about a perfect anatomical pull on the ligaments. 
Fine silk should be used, for the displacement might 
recur after using catgut. Dr. Solomons’s summing-up 
was that when symptoms were present retroversion 
should be corrected by operation and not by pessary ; 
if there were no symptoms the woman should be 
left alone. | 

Dr. A. W. SPAIN referred to cases in which retro- 
version did not produce symptoms until some time 
after the birth of the baby—perhaps a year later. 
Here a pessary would sometimes remove the symp- 
toms. He thought it was wise to be slow about opera- 
tion in such cases, especially if the woman was still 
of child-bearing age. He had seen many women 
become pregnant soon after insertion of a pessary, and 
he did not think pessaries so evil as some teachers 

Dr. NINIAN FALKINER pointed out that in cases of 
congenital retroversion the uterus nearly always 
came right of itself during pregnancy. This suggested 
that the retroversion was not really a misplacement 
of the uterus but merely its natural state. Why was 
it that a retroverted uterus in a nullipara sometimes 
caused no symptoms at all, whereas in parous women 
it almost always caused them ? . 


Dr. QuIN, in reply, said he was glad to note the 
consensus of opinion about the futility of using a 
pessary in a nullipara. He had no doubt at all that 
long-standing retroversion led. to trouble at the 
menopause, and this should be prevented by early 
operation. 
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At a pathological meeting of this institution held 
on Oct. 28th, with Prof. R. E. KELLY, the president, 
in the chair, a paper on recent advances in‘the study of 


Viruses and Virus Diseases 


was read by Dr. G. M. FINDLAY of the Wellcome 
Bureau of Scientific Research, London. There were, 
he said, two theories of the nature of viruses. The 
first was that they are minute organised living entities, 
one generation being the direct descendants of the 
previous generation; this theory could be traced 
back to Thomas Fuller, who in 1730 in his “ Exan- 
thematologia ”’ spoke of the particles which constitute 
the material and efficient causes of the small-pox. 
The second theory was that viruses are autocatalytic 
substances, possibly derived originally from their 
hosts’ cells and capable of synthesising the same 
autocatalytic substance from their hosts’ tissues. 
Both theories now appeared to be true. Elementary 
bodies had been described in variola-vaccinia, sheep- 
pox, fowl-pox, psittacosis, ectromelia, Borna disease, 
influenza, lymphogranuloma inguinale, varicella and 
zoster, the Rous sarcoma, infectious myxomatosis of 
rabbits, and the filtrable fibroma of rabbits. On the 
other hand, heavy proteins, probably nucleoproteins, 
had been isolated from plant tissues infected with 
certain viruses such as tobacco mosaic, tobacco ring 
spot, cucumber mosaic, potato X disease, and the 
bacteriophage. Some of these heavy proteins could 
be obtained in crystalline and paracrystalline form 
and were apparently themselves the viruses. Heavy 
proteins endowed with virus infectivity had also been 
isolated from rabbit papillomata, equine encephalo- 
myelitis, and yellow fever. It was suggested that the 
heavy virus proteins are in reality proteinases, protein 
enzymes, capable of synthesising themselves. The 
term “a new virus disease ” had been used in more 
than one sense—to describe (1) a disease which is 
new because, though always present, it has been but 
newly differentiated from other diseases; (2) a 
disease that has been introduced from some endemic 
region into another area where it has never previously 
been seen; .and (3) a disease whose causal agent 
has arisen de novo, probably as a result of a virus 
modification or mutation. Examples of the first 


type of “new disease” were lymphocytic chorio- 


meningitis, and swine-herd’s disease; an example 
of the second was the introduction of three-days 


‘sickness or ephemeral fever of cattle into Australia 


in 1936; and examples of the third were (in man) St. 
Louis encephalitis, and (in animals) infectious myxo- 
matosis of rabbits and. equine encephalomyelitis, 
both of which must have arisen in America since 
the Spanish conquest. 

Although in view of the existence of virus proteins 
there was still a possibility that viruses may arise 
from the cell as a result of some stimulus, the patho- 
genic viruses were nearly always introduced into the 
body from without. Prevention of virus disease 
thus consisted in preventing viruses from gaining 
entrance either to the body or to the cells. Entrance 
to the body might be prohibited by chemoprophy- 
laxis, applied especially to the nasopharyngeal 
mucosa—although the danger existed that by the 
application of chemicals, such as a 1 per cent. solution 
of zinc sulphate, viricidal substances normally 
present in the nasopharynx may be destroyed. 
Immunoprophylaxis, which aimed at neutralising 
the virus and thus preventing, its entrance into the 
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cell, consisted in the injection either`of îmmiunetor 


hyperimmune serum alone, killed virus, virùs atten- ` 


uated by physical or chemical means, or' vitus accom- 
panied by immune or hyperimmune serum and virus 
attenuated biologically. Lastly Dr. Findlay called 
attention to the phenomenon of'‘* Virus interference ” 
' by which the injection of a mild or apathogenic virus 
protected the body against the action of a more 
virulent virus injected a few hours later. 


Prof. H. D. Wricgut said that—as Boycott had 
pointed out several years ago—the newer physical 
conceptions of atomic structure tends to make less 
easy the distinction between live and dead and to 
‘make more feasible: the conception of evolution from 
inanimate to animate matter. -The conception of 
“ crystalline viruses ” of relatively simple structure 
facilitated the adoption of such ideas from the other 
direction. These ‘‘ animated enzymes” fitted well 
into an order: of development leading up, Go, the 
bacteria, but it should be remembered that viruses 
are not all alike and represented a range of beings of 
varying size and possibly of varying complexity. 
Certainly from some of them substances similar to 
the specific soluble substances of the bacteria seemed 
to have been isolated. Dr. Findlay’s conception of 


the nature of the simpler forms bore distinct resem- . 


blances to Bordet’s idea of the so-called bacteriophage 
phenomenon as a transmissible bacterial autolysis, 
in effect a self-reproducing enzyme. The modifica- 
tion of viruses. resulting from special manipulations 
was paralleled in the change of type of, pneumo- 
coccus effected by Griffith and the phenomenon of 
interference by some, perhaps doubtful,. experi- 
ments on “depression immunity ” in streptococcal 
infections. The resemblances between viruses and 
bacteria still seemed to exceed the differences between 
them. , ie | 

Dr. A. E. Hopeson said that recent research gave 
hope that the causative entity of measles and mumps, 
and perhaps of small-pox, varicella, and poliomyelitis 
was nearer recognition. It was also gratifying that 
the good results in modern measles prophylaxis from 
the use of “convalescent” and = “adult”? serum 
appeared to be based on sound scientific reasons. 


Dr. Hue Suits spoke of the practical difficulties in 

the study of virus diseases and admired those engaged 
upon such work. He pointed out that the organism 
of pleuropneumonia appeared’ to be an intermediate 
-link between virus and bacteria. He also spoke of 
the apparent affinity for certain tissues in virus 
diseases, and referred to encephalitis ' lethargica, 
mumps, measles, and chicken-pox. In passing he 
mentioned that chicken-pox lesions were fewer and 
less virulent than formerly. | 


Dr. T. F. HEWER, in referring to Dr. Findlay’s 
description of the use of primulin to detect elementary 
bodies of virus in tissue culture, said it. was unfortu- 
nate that this method could not be applied to, fixed 
tissues. In the case of yellow fever particularly it 
was often difficult to recognise intranuclear inclusions, 
and the discovery of a truly specific stain would be 
of great value in differentiating between the eosinophil 
products of nuclear degeneration and true inclusions. 
Our knowledge of the nature of inclusion bodies was 
at present very incomplete. Dr. Findlay had des- 
cribed the attenuation of viruses in culture ;. was it 
' likely: that such attenuated cultures would reach a 
stage of equilibrium 4nd maintain their antigenic 
properties ? In New York vaccinia virus was being 
cultured.in large quantities for vaccination purposes 
in place ‘of calf lymph. we 
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MEDICAL SOCIETY OF LONDON | 


.- AT a meeting of this society held on Nov. 8th 


the chair was taken by Mr. G. H. ROBERTS, 
president, and the society discussed | 


_ National Physical Training 


Sir JOSEPH BaRCROFT said that, as a physiologist, 
he had little practical knowledge of the subject and 
desired merely to ask a few questions.. The first was, 
how could medicine help. the scheme? Secondly, 
could medicine supply criteria of physical fitness, a 
yard measure capable of yielding an objective state- 


the 


ment from, which one group of persons could be 


declared: more fit than another, or more fit than they 
would have been if they had not performed physical 
exercises ? The definition of the campaign given 
by the National Advisory Council of Physical Train- 


.ing was very broad ;. “ Physical fitness is. not achieved 
by exercises alone; hygiene, nutrition, and ‘the 


avoidance of disease must play their part.” Two 
main departments must be considered: the most 
advantageous development of the inherited bodily 
powers ; and the development of the greatest degree of 
resistance to disease. He could deal only with the first. 
In the course of a recent effort to improve the 
physique of recruits for the Army 33 men had been 
selected of a physique so far below the standard as 
to appear hopeless if they were trained by ordinary 
methods. At the end of the fourth week 19 had 
reached the regular standard. At the end of the 
eleventh week, a medical board found that 24 were 
fit and up to standard, 6 were on the borderline and 
likely to become fit and only 2 failed, one through 
injury, and he subsequently became fit. 
. Sir Joseph felt some doubt, however, on the 


absolute validity of the various criteria. Weight 


had increased from 110 to 118 1b., but how far could 
a gain in weight ‘be relied upon as a criterion of 
physical fitness? He had some misgivings about 
accepting muscular development as the sole criterion 
without evidence of a parallel general development. 
The exercise-tolerance readings at the begi 

were 88:110:78, and at the end 84:103: 77. 
He did not understand this marked slowing of the 
pulse after exercise, but there might be a perfectly 
good answer. He had seen similar figures under 


Special conditions of experiment and altitude, but 


never consecutively in 30 persons all regarded as fit. 
He asked whether these exercises had been so timed 
as just to catch this bradycardia and whether their 
hearts were functionally normal or defective to start 
with; if defective,- had they been improved ¢ 
Admittedly the heart which did its work on thesmallest 
number of beats was the most efficient. The figures ` 
for pulse-rate were much improved except in 4 men 
in whom the pulse was faster after the test than 
before. In all fairness, if benefit were claimed 
in the larger group, detriment must be admitted 
This raised the disquieting inference 
that the heart function had not only deteriorated, 
but the heart had been overtaxed by the course, 
These considerations suggested the urgent necessity 
for medical supervision. The scheme seemed to 
contemplate the training of teachers as physical 
training instructors... Could medicine, he asked, 
show these instructors. the point. at which a weakly 
and perhaps undernourished adolescent, was., being 


encouraged to put on muscle beyond what his constitu- 


tion would sustain? Chest measurements might be 
deceptive if they were increased by. the addition of 
muscle to the thorax. He did not see how physical 


“exercise could dg - more for respiration. than increase . of: hygiene. . 
tion through childhood and adolescence into middle- 
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to a certain extent the vital capacity. ‘The size 
of the chest was limited by its bony structures, and 


‘these were not changed by eleven weeks’ exercise. 
If, however, the chest could be trained all through the ’ 


period of growth, an. increase in the power of .the 
muscles might be associated with a real increase 
in the thoracic cavity. The ideal was to provide 
better exercises throughout the whole of childhood 
and adolescence. 

The question of nutrition must be faced, for it was 
an integral part of the problem. He would like to 
see swept away all question of whether exercise or 
feeding was the more desirable. An undernourished 


‘person could not put out any more power, whatever 


his tr 
was varied and liberal: it averaged the high figure 


dining: The’ diet: of the ‘Alderskdt ‘recruits 


' of 4700 calories a day—more than the traditional 


decline. 
‘behind others, which had inculcated not merely the 


<? 


requirements of the farm labourer. Milk alone was 
& poöf proviđër'of calories. His final question was 
how the appetite for a robust lifé could be stimulated. 
The components of a better life—exercises, feeding, 
ventilation, freedom from infection—might come 
under different Government departments, but were 
actually integral parts of the same thing: health 
in its highest sense. Here medicine might be asked 
to play a part, and it must either do so or fail. Through | 
all time, however, medical men had never been lacking” 
in the necessary ideas. 

Lord BURGHLEY explained that the problem of 
fitness had become urgent largely because mechanical 
transport had almost abolished the need for walking 
or bicycling, and occupation had become sedentary 
through the development of industrial machinery. 
Moreover, leisure hours had increased, and medical 
science kept alive an increasing proportion of the less 
fit, so that unless something were done to restore the 
balance, the average fitness of the population would 
This country had lagged considerably 


desire to be fit but a feeling of personal pride in fitness. 
Nearly every department of life was concerned with 
the problem, but the work of the Council must be 


. limited to its direct dealings with the individual and 
-- could not extend to problems like nutrition and 


smoke abatement. Its work was twofold : to provide 
facilities such as gymnasiums, swimming-baths, and 
playing-fields ; and to try, using existing organi- 
sations, to set up local bodies to perform func- 
tions analogous to those of the central council. The 
Council wished not to make large numbers of potential 
champions but to bring about a change in the frame 
of mind of the people, so that they would want to 
be fit and would be better and happier for being 
fit. Much research was necessary—e.g., on the effect 
of violent exercise on fit persons, and of the results 
of various exercises, not only immediately but in 
later years ; and their relative advantages in produc- 
ing immunity to disease. 

Dr. ADOLPHE ABRAHAMS declared that physical 
fitness was not- merely a question of exercise, and that 
athletics had in fact a very limited application. 
Physical fitness meant a perfect adaptation to the 
environment. Exercise should be looked at mainly 
from the recreative aspect, which had been very 
largely neglected. The most suitable forms of 
exercise varied for each individual. The physical 


condition of a nation could not be assessed by the 


achievements of its super athletes, who were not 
necessarily either fit or healthy persons. The ideal 
to aim at was to instil into the youth of the nation 
a pride in the body and a recognition of the right place 


of physical exercise and of the fundamental needs 
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It. would. require the continuous applica- 


life of an orthodox system of training which would 
demand rigorous self-denial and might be deprecated 
as creating physical neurotics unless a due sense of 
proportion were majntained. 

Mr. A. E. Porritt said that the place of the athletic 
star in the campaign was not as an ideal but as a ` 
pivot of propaganda; a light to which the humble 
moth might be attracted but from which he must be 
protected so that his enthusiasm ‘and incentive were 
not burnt up in futile emulation. Medical opinion 
was here of paramount importance. The whole 
success of the movement depended on its finding 
a sufficient and a suitable public to work it out. 
The suitability of any ‘particular candidate for a 
course in physical training was a medical matter, and 
a preliminary medical exainination must be part of 
the campaign. Periodical medical examination was 
equally important so- that the activities of the keen 
might be moderated and guided and the indolence 
of the slack might be exposed and perhaps prevented. 
The Council should organise, from the existing medical 
bodies throughout the country, a medical advisory | 
body representative of general practitioners. Unfor- 
tunately the physical fitness campaign had been 
tacked on to the Government’s health campaign 
instead of preceding it, as it should in accordance 
with the growing importance of the principle of 
prevention. The family doctor, if properly organised, 
would be the best propaganda agent, for he came 
more’ closely than anyone else into contact with the 
minds of the people. A medical advisory council 

would be capable of deciding on the type of tests and 
the assessment of their results. This would be a 
terrific problem, not the least difficult part of which 
would be ‘to prevent the test acquiring the soul- 
less label of ‘“‘ physical jerks.” The campaign 
should also be associated with the ideal, in some form, 
of a return to country life. 

Mr. DouGias Lowe, honorary secretary of the 
Amateur Athletic Association, warned the Council 
against applying to this country without amendment 
principles which had proved successful abroad. 
Germany had concentrated too much on what might 
be regarded as a campaign of being fit at all costs, at 
the expense of recreation and leisure. He did not 
suppose that, on a general survey, the population 
of Sheffield would compare unfavourably with that 
of Essen, despite the alluring pictures of vigorous 
and happy youths and maidens hiking in the sunlight 
of Bavaria. The general practitioner had a vital 
opportunity to give the lead in this campaign, for he 
had the ear of the ordinary man and woman on such 
subjects as simple hygiene and cooking. If young 
people could be encouraged to seek the advice of the 
general practitioner the campaign would gam enor- 
mously and much faulty training and breakdown 
would be avoided. The predominant lack of the 
young person was facilities for exercise, but a second 
and hardly less important lack was of leaders. Mr. 
Lowe appealed to university men tospend some of their 
leisure in guiding and encouraging physical training 
among young people in their clubs and organisations. 

Sir HENRY GAUVAIN pointed out the great value of 
sunlight, contact with fresh air, and sea-bathing in 
developing the body and making it fit with the 
minimum of physical exercise. 

Sir WILLIAM WILLCOXx stressed the importance of 
ambition and a happy mind, and drew attention to 
the splendid physical results of training for ballet- 
dancing. He advocated horse-riding as an exercise 
for muscles otherwise little used, and said that perfect 
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fitness could not be gained by a person who took in 
extraneous poisons, of which the chief were alcohol 
and tobacco. 

Dr. J. ALISON 
profession must do research, must supervise training, 
and must see that children and adolescents were 
. getting enough food, particularly those at the juvenile 
instruction centres. The woman of 45 could benefit 
much from special classes which reduced weight, 
especially if her diet were also reduced under the 
advice of a medical man. Doctors, however, must 
also train themselves, and some of them must 
personally undergo the intensive training of the 
instructional colleges to see what it was really like. 
One of the most important functions of the National 
College, whenit came, would bepost-graduate courses for 
young doctors. They must, look healthy and be healthy 
themselves before they could talk about it to others. 

Sir HENRY PELHAM, chairman of the Council, 
declared that no one would be more delighted than 
the Council if doctors would give much more thought 
to the problem of fitness. In the past they had 
contributed little to its understanding, and the 
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physical training syllabuses, though nominally super- 
vised by the medical officers of the Board of Educa- 
tion, had been largely the work of the practical 
teacher. He now hoped for first-class and substantial 
help. It would be impracticable to put all tests 
under strict medical control; he hoped that the 
medical man would work out the tests but find some 
means of making them foolproof in the hands -of the 
lay instructor, who would bring special cases to the 
medical officer. The ideal must be inculcated, if at all, 
in the boys’ and girls’ clubs and in such organisations 
as the Scouts and Guides, and the person who would 
be most acceptable there would be the doctor who 
was prepared after his day’s work to make friends with 
the members and take an interest in their activities. 
Only a small proportion of students at medical schools 
—which were chiefly in large centres of population— 
took any exercise or played any games themselves, 
even in Oxford and Cambridge, where the facilities 
were at their door. He appealed to faculties of 
medicine to provide such facilities as swimming- 

baths and squash-courts in which students could 

take exercise in odd half-hours during the-day. 
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Thoracic Surgery 
By FERDINAND SAUERBRUCH, Professor of Surgery 
in the University of Berlin; and LAURENCE 
O’SHAUGHNESSY, Consulting Thoracic Surgeon to 
the British Legion Sanatorium, Preston Hall, and 
Hon. Consultant to the Lambeth Cardiovascular 
Clinic (L.C.C.). London: Edward Arnold and Co. 
1937. Pp. 394. 50s. 
Iz is now several years since a new edition of any 
part of Sauerbruch’s classic work ‘‘ Die Chirurgie 
der Brustorgane”’ has appeared. It is not only for 


this reason that we welcome this book, but also. 


because it has the rare advantage of being produced, 
in English, as a result of collaboration between two 
surgeons of different nationalities and tongues, The 
writing represents clearly the teachings and practice 
of a celebrated pioneer in thoracic surgery and does 
not suffer by translation. The book loses little by 
condensation from the more massive German volumes 
of which it is a revised and abridged edition. The 
illustrations are mostly the same as appeared in the 
original work, and the new pictures added are of the 
same excellence. 

In a subject that has advanced as rapidly as thoracic 
surgery there is naturally divergence of opinion 
reflected in differences of practice. For example, in 
the performance of lobectomy Sauerbruch clearly 
does not favour removal of the lung from a free 
pleural cavity. His method often necessitates a two- 
stage operation ; but it will be recalled that during 
a visit to this country he once expressed appreciation 
of the results of the immediate or single-stage opera- 
tion as practised here, and it would be interesting 
to learn the results of his experience since that time. 
The section on the treatment of pulmonary tuber- 
culosis is short considering the space allotted to other 
subjects ; it occupies only eight more pages than 
does the section on the esophagus. The impression 
given is that among the major operations used in 
phthisis total thoracoplasty is preferred to any of 
the more limited types of apical operation now becom- 
ing popular elsewhere. It is probably for this reason 
that there is no mention of the Semb-Holst extra- 
fascial procedure for mobilisation of the apex. Other 
partial operations receive only passing notice, though 
their value in selected cases is not denied. The use 


‘to accommodate all the contributions ; 


-of the paraffin wax “‘ Plombe” as an extrapleural 


filling material is detailed, not only in the closure of 


tuberculous cavities but also in the treatment of 


suppurative conditions of the lung. The results 
obtained in deep-seated lung abscess are impressive, 
but the danger of embolism occurring from pressure ' 
on an encysted collection of pus is not sufficiently 
emphasised. The accounts of intrathoracic tumours 
are admirable, and the cases that have been person- 
ally treated by the authors must make a unique 
collection. Dermoids are rather neglected and the 
description of congenital cystic disease of the lung 
hardly clarifies our views on this subject.. The surgery 
of the heart, diaphragm, and csophagus is well 
described. The section on surgical treatment of 
cardiac ischemia which owes much to the investiga- 
tions of Mr. O’Shaughnessy is of special interest. 

The value of local anzsthesia is emphasised at the 
expense of spinals, gas-and-oxygen, cyclopropane, &c., 
which are hardly mentioned. The way in which 
ether-oxygen narcosis is used in the Sauerbruch clinic 
in cases of pulmonary tuberculosis does certainly noe 
accord with our views. 

The production of the book is highly creditable. 
The illustrations, as has been noted above, are 
beyond reproach, and the text is interspersed with 
short .case notes which add considerably to the 
interest of each section. The bibliography is 
extensive, though there are a few omissions of recent 
publications; an author index is appended. 

This work constitutes a most important contri- 
bution not only to thoracic surgery but to surgery 
as a whole. 


Nelson’s New Loose-Leaf Surgery 


Edited by ALLEN O. WHIPPLE, M.D., Professor of 
Surgery, Columbia University ; Director of Sur- 
gical Service, Presbyterian Hospital, New York. 
London: Thomas Nelson and Sons. 8 volumes 
and index. £32 the set. 


Tus well-known surgical work has now been 
‘issued in a new form much more convenient for the 
reader as the bindings have’ been made large enough 
hitherto it 
has been very difficult to insert some of the sections 


‘their future needs. 
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into their appropriate place. Moreover the fasteners 
to the binding are much more suitable and effective. 

We have nothing but praise for this immense 
system of which the eight volumes contain over 
6000 pages. The whole field of surgery is covered by 
experts in every branch, and the work has the supreme 
merit of being always up to date. When it first 
appeared a decade ago the project seemed too ambi- 
tious to succeéd. The doubt that inevitably sprang 
to mind was whether the editors would actually be 
able to keep so many distinguished contributors up 
to scratch for long. Ten years have removed this 
doubt. Revised versions have arrived regularly, 
much of the original work has been discarded and 
replaced, and the present edition is as modern as it 
possibly could be. When the book first appeared 
it was incomplete in places, all contributions not 
having been received. There still seems to be one 
hiatus between pages 832 and 872 (Vol. III) in the 
section on diseases of the scalp. We have not yét 
discovered whether this represents a missing contri- 
bution or only an error in binding. Everywhere else 
where we have consulted the book we have been 
impressed by the very high standard reached. __ 

This book is dateless in the sense that except for 
the convenient accessories mentioned above anyone 
who buys it to-day will be in the same position as a 
new buyer ten years hence. This should be an 
encouragement to those who cannot contemplate an 
outlay of £32 without being convinced they are 
acquiring a possession that will alter and grow with 
The purchase of this work is an 
investment which no surgeon will regret. It is to be 
hoped that the enterprise of those concerned in its 
production will continue to receive the support they 
merit. If anything like it has been attempted before 
on the same scale, which we doubt, it has certainly 
not been accomplished with success. The advantage 
of possessing a dynamic rather than a static text-book 
should require no emphasis, and past experience has 
shown that the editor and all contributors are to be 
trusted to keep it moving with the times. 


1. Textbook of Diagnostic Roentgenology 


By Lewis J. FRIEDMAN, M.D., Director, Roentgen- 
Ray Department, Bellevue Hospital; Instructor 
in Radiology, New York University College of 
Medicine. London: D. Appleton-Century Com- 
pany. 1937. Pp. 623. 42s. -` 


2. Lehrbuch der Röntgenologischen Differen- 


tialdiagnostik der Erkrankungen 
Bauchorgane , 
By Dr. Med. Habil. WERNER TESCHENDORF, 
Chefarzt des Strahleninstituts der Allgemeinen 
Ortskrankenkasse Köln. Leipzig: Georg Thieme. 
1937. Pp. 477. RM.42. 


1. Dr. Friedman’s book suffers from the difficulty 
of compressing into a single volume extremely varied 
material, The method of classification chosen has been 
to separate the various regions and to deal with each 
disease under the heading of the region in which it 
occurs. Repetition has been avoided but differential 
diagnosis might have been given more space at the 
expense of discussions of rare conditions and the 
description of methods still controversial, such as 
the anesthesia required for ventriculography or the 
use of Thorotrast. The section on diseases of bones 
and joints is complete and contains some excellent 
illustrations, both of common and rare diseases, and 
some remarkable radiograms of abnormal skulls. 


der 
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The description of the methods used in dental radio- 
graphy is helpful if very short; the discussion of 
intrathoracic lesions is rather more detailed. Tuber- 
culous disease and tumours are dealt with on con- 
ventional: lines but the radiograms are well chosen, 
and due consideration is given to the fungus infec- 
tions which are more’ common than is generally 
recognised. Dr. Friedman favours the subglottic 
method as the most convenient way of examining with 
iodised oil, but does not mention the postures used 
to show the different lobes. Cardiac mensuration 
has evidently been found of value; several interest- 
ing illustrations show rare conditions, the lines used 
in measuring being marked on the films. In the 
sections on the alimentary tract stress is laid on the 
importance of clinical findings and methods. - Lesions 
of the stomach are well described, but no mention 
is made of the radiographic technique of serial films, 
with compression, in the differential diagnosis of 
ulcers and tumours of the pars pylorica and of 
the duodenum, although the method of- duodenal 
intubation is explained. The double contrast method 
for visualisation of the large intestine is also ignored. 
The book is completed by a good account of gall-: 
bladder radiography, of the various methods of 
examining the kidneys, and of radiographic pelvi- 
metry. This text-book provides a useful basis of 
study for students but is not -sufficiently detailed 


to serve those studying for a diploma in radiology or 
its American equivalent. 


2. Dr. Teschendorf’s excellent monograph provides 
a complete survey of the radiological methods em- 
ployed in the diagnosis of lesions in the abdominal 
organs, and is so well illustrated that even those 
whose knowledge of German is limited will find 
much to interest them. The author makes out a 
good case for complete examination; lest the observer 
should concentrate on the obvious when: an equally 
important lesion may be causing symptoms, and he 
leaves the reader with the impression that little can 
be missed if the procedures described are systemati- 
cally and successfully carried out. In the examina- 
tion of the stomach by means of the opaque meal, 


the merits of the method particularlf associated with 


the name of Berg are illustrated by some very striking 
radiograms, This technique, which shows up the 
mucous membrane pattern in relief, is regarded as pro- 
viding a most important advance in differential diag- 
nosis. Attention is drawn to pictures of the pattern 
in the normal fundus and in the sphincter at the lower 
end of the wsophagus, and to the contrast between 
the scarring round a simple ulcer, the normal pattern 
round a polyp, and the blurring of the pattern round 
a carcinoma. A well-illustrated section is devoted 
to hypertrophic gastritis and the ulcerative gastritis 
described by Konjetzny, conditions which appear 
to be much commoner in Germany than ‘in this 
country. For visualisation of the duodenum the 
serial method with compression has also been used, 
and again a remarkable collection of pictures shows 


practically every known pathological lesion. Several 


important points in ‘the differentiation of active 
ulcers from diverticula due to scarring are brought 
out, and there are pictures of such rare conditions 
as carcinoma of the ampulla of Vater, an ulcer -per- 


forating into the adherent gall-bladder, and the gall- 


bladder filled through a fistula from the duodenum. 
For cholecystography the oral method described by 


Sandström is used, and a combined oral and intra- 


venous method is also said to give good results. 
The importance of the plain film is not forgotten; 
carcinoma of the gall-bladder is clearly seen in two 
radiograms without contrast medium. Apart from 
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perign.sumours,. which. are. dismissed. as. too rare. £0... a TRAUMATIC RUPTURE OF INTRAMESENTERIO. DIVĘRTI- 


“warrant illustration, this section is very complete. 
‘Pathological conditions of the small and large intes- 
‘tines and appendix are well shown and also some 
‘fine tadiograms of the mucous membrane in relief 
‘obtained by double coptrast methods. For the 
examination of the kidney” plain films, excretion 
urography, and retrograde pyelography are used, 
the pictures of rena] tuberculosis and of tumours 
of the kidney being specially good. . The methods 
used for the differential diagnosis of small kidney. 
. stones deserve attention. The last chapter deals 
with pneumoperitoneum as an aid to diagnosis in 
obscure intra-abdorhinal conditions, the outline of 


the liver and spleen and other solid organs being. 


clearly visible. If we have a criticism to make it is 
that more reference might be made to work published 
in other languages than German, but so few points 
of importance are omitted that this work must 
rank with the best on the subject!yet published in 
any country. a ae > 


Clinical Contraception, ae nee 
Second edition. By Grapys M. Cox, M.B., B.S. 
London: William Heinemann. 
78. 6d. 


Tas book contains all the practical information 
‘relating to contraception needed by the practitioner 
in concise, lucid, and readable form. The physiology 
of reproduction is discussed and the various methods 
of birth control are described and evaluated. A 
specially valuable chapter on chemical contraceptives 
takes account of the recent work of J. R. Baker and 
H; M. Carleton at Oxford. Public health legislation, 
‘the running of birth control clinics, and the keeping 
of clinic statistics (including failure rates) are all con- 
sidered. There are a certain number óf alterations 
in this edition; a few new. caps and chemicals are 
described and the discusion of the work on spermi- 
cides is brought up to date. In her introduction 
Dr. Cox states her conviction that the use of a 
combination method (chemical with a mechanical 
device) gives the greatest possible security against 
conception, and that, the claims made by manu- 
facturers of the absolute-reliability of certain chemical 
contraceptives cannot be, substantiated clinically. 
British Journal of Surgery- = a 

Tue October. issue (vol. :25) contains the following 
papers :— E | | 

On GALL-STONES AND THEIR SUFFERERS. By G. Gordon- 
Taylor (London), Anhistorical account of famous patients 
and their gall-stone attacks. .. 7 : . 

MOVEMENTS oF THE SHoULDER-JoIn®T. By. T. B. 
Johnston (London), The author demonstrates that 
confusion arises by description of movements of the 
humerus in reference to the trunk, instead of in reference 
to the scapular plane. This has led to paradoxical con- 
ceptions of the rotation occurring during elevation of the 
arm. 

SWELLING OF THE UPPER LIMB FOLLOWING RADICAL 
:-MastEecTomY. By E. A. Devenish and W. H. Graham 
Jessop (London). Swelling of the arm, not due to secondary 
growth, developed in one out of every six cases, Treat- 
ment by suspension and the fitting of a light rubber corset 
is’ described. Ka 
“A CASE or RETROPERITONMAL:CysT with a clinical study 
` of the subject. By Mahmoud Hafezi (London). The cyst 
lay between the spleen and. the left kidney, and was 
successfully removed with the spleen, It contained tissue 
-resembling normal intestinal mucosa. 


'-'In the two cases réported the’ ‘cysts were extr 
1937.. “Pp. 196. — 


- (London). 


‘diagnosis and treatment is discussed. 
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CULS OF THE JEJUNUM. By R. Weeden Butler (Cambridge). 
A kick from a mare caused the rupture, At operation, 
fluid intestinal contents was found: in the peritoneal 
cavity. The patient died. _ 

USE or THE ERgOT POSITION IN CHOLECYSTOGRAPHY 
FOR THE DEMONSTRATION OF FLOATING GALL-STONES. 
By James F. Brailsford (Birmingham). The ‘stones are 


geen as a row of transparent bodies at the fundus, an 


remain horizontal when the body tilts. 

_ LAMBRINUDI’S OPERATION FOR Dror-root. By F. P. 
Fitzgerald and H. J. Seddon (Stanmore). An excision is 
performed of the joint between the astragalus and the os 
calcis, and the foot locked by insertion of a. beak of 
astragalus into a slot fashioned in the scaphoid.. Careful 
planning of the operation is important. — i 
" DÈRMOID;i AND ALLIED Cysts OF THE Krponmy. By 


cyst thought to be of epidermoid origin.. 
SUPERVENTION QF OSTEOGENIO SARCOMA IN PAGET'S 


‘J. Cosbie Ross (Liverpool). Successful resection of @ 


 Drszass. By T. B. Davie (Bristol) and W. E. Cooke (Wigan). 
_ Two cases are described with multiple fokit | Thed suggestion 


is that Paget’s disease: predisposes bone to malignancy, 
and the determining stimulus is endocrine or metabolic 
in origin. ` , 
PRmarRy PLEURAL Cysts. By A. L. d’Abreu (Cardiff). 
apleural. 
The pre-operative diagnosis of cyst could not be certain] 


ot $ ’ 


made, but excision was safely undertaken. ` 
Two Cases or DIAPAYSIAL ACLASIS SHOWING SARCOMA- 
Toys CHANGE. By E. K. Gardiner (London). The pubis 
and the femur were respectively involved. The change 
is said to be locally malignant, and produces a sudden 
inerease in the size of the exostosis. 
~ GaRcINoMaA OF THE CHEEK: an original method of treat-+ 
ment, with reports on ten cases. By Norman Patterson 
(London). The skin is loosened by incision along the 
lower edge of the mandible, and the tumour excised from 


-the mucous surface: 


CONGENITAL ARTERIOVENOUS COMMUNICATIONS, with a 
report of two cases. By John Gilmour and Mason Bolam 
(Newcastle-upon-Tyne).. In both patients the abnormal 
network of communications was around the ankle and 
dorsum of the foot. The circulatory disturbances 
necessitated amputation. 

Reorus TRANSPLANTATION FOR MLINE INCISIONAL 
Hernia. By H.C. W. Nuttall (London). The two recti 
were detached from their pubic attachments overlapped 
and reinserted on their opposite sides. 

ExoIsion oF THE Rectum. By Sir Hugh Devine 
(Melbourne). The author describes his own modifications 
of the perineo-abdominal operation by which, in selected 
cases, he is able to preserve anal sphincter control of the 
divided bowel. 

Sarcoma OF THE BLADDER. By George Y. Feggetter 
In a child of ten years partial cystectomy was 
performed a year ago and is so far successful. The 

EVOLUTION AND DEVELOPMENT OF SURGICAL INSTRU- 
MENTS. By C. J. S. Thompson (R.C.S. England). The 
evolution of the amputation knife is traced from Roman 
times up to the time of Liston’s long, narrow-bladed 
knife. 3 

Gastroprosis. By H. Stiven (Cairo). A post-mortem 
specimen is described of a case in which Lambert's opera- 
tion had been performed a year before death from hephritis. 
The operation consists in slinging the stomach by means of 
a strip of rectus sheath passed in between the ribs. It is 


1 described in detail. 


PROBLEM OF THE BLEEDING Perrio Urosg. By G. 
Gordon-Taylor (London). A comprehensive review, includ- 
ing the author’s experience and practical conclusions. 

SURGERY OF THE SYMPATHETIC Nervous System... By 
J. R. Learmonth (Aberdeen). A critical survey 6f the 
success and failure obtained in different clinical conditions. 


A description is included of a visit to the Central 
Emergency Hospital, Moscow, and there are also 
short accounts of cases of special interest. 
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- POLIOMYELITIS: THE PORT OF ENTRY 

_- InoreaseEp incidence of acute poliomyelitis has 
recently been’ causing anxiety in this country as 
well as in Australia and the U.S.A., and the search 
for’ a remedy goes on. The problem of immunity 
to the virus has been studied continuously ever 
since its discovery in 1909, but.the mechanism of 
its ‘production still eludes us. At -one time it 
was thought that the principal factor ensuring 
this immunity was specific antibody, and it was 
on this assumption that the treatment of polio- 
myelitis in’ the preparalytic stage by means of 
convalescent serum was advocated and practised. 
A’ more critical attitude to the evaluation of this 
therapeutic. measure showed that the ‘earlier 
reports of its value were, to say the least, too 
optimistic, and a better understanding of the route 
of infection followed by the virus has furnished 
the reason. Although most authorities: hold that 
the route by which it invades the body is the 
nasopharyngeal mucosa,. this. thesis is not uni- 
versally accepted. There are some who ‘believe 
that the virus may be absorbed from the intestinal 
tract, reaching the central nervous system via the 
lymph and-blood streams.: Some four or five years 
back Kine and LEvaDITI, in conjunction with 
their colleagues LÉPINE and Hornvs, advanced 
experimental evidence in support of the alimentary 
Toute. ‘More recently J. A. Toomey in America 
has published * a summary of data questioning the 
nasopharynx: as a port of entry. S. FLEXNER,? 


a pioneer in this field who has recently returned to 


the investigation of problems connected with 
poliomyelitis, has however failed to confirm any 
of this work. He shows that monkeys do not 
develop poliomyelitis when virus is introduced 
into the stomaeh provided contamination of the 
buccal and nasal mucosa is avoided. He points 
out further that in the type of experiment where 
virus is injected direct into the small intestine, 
infection, when it does occur, is most probably 
the result of virus passing into the intéstinal wall 
and . making contact with nerve-fibres there. 
FLEXNER gives his entire supportto the view that the 
mucosa. of the ‘nasopharynx is the only established 
portal of entry of poliomyelitis virus—a conclusion 
which is shared by most workers. Obviously 
this has..a direct bearing on the mechanism of 
immunity to poliomyelitis, for were the alimentary 
route .of infection the usual one, with distribution 
of the virus. by the blood stream, neutralising 
antibody would play a more important réle in 
preventing infection than it could do if the nasal 
route was substantially the only one by which 
virus entered. — | 


1 J. Amer, med, Ass. August 7th, 1937, pe 402. 
3 J. exp, Med, 1936, 63, 209, | 
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FLEXNER has also studied? the response of 
monkeys to nasal instillation of the virus of 
poliomyelitis. This animal is relatively resistent 
to infection .by the nasal route unless, as E. W. 
ScHULTZ has shown, the mucosa is prepared by 
treatment with a buffer solution of acid reaction. 
But FLEXNER has found that even when the monkey 
does not develop ‘poliomyelitis as the result -of 
nasal instillation, it does not remain indifferent 
to ‘this treatment. Quite constantly a reaction 


occurs in the cerebro-spinal fluid consisting of a 


lymphocytic pleocytosis and associated increase of 
cells ; less constant is the appearance of detectable 
amounts of globulin. Often there is a concomitant 
rise of temperature and although these changes are 
similar to, though of less degree than, those occurr- 
ing in the monkey which develops manifest infection 
they are not associated with the development of 
immunity. This’ inapparent infection in the 
monkey. gives rise to no production of specific 
antibody ; ‘the animal may develop paralytic 
disease when given à further course of nasal 
instillation of virus and it is as susceptible to cerebral 
inoculation as the normal monkey. Apparently 
frank infection is necessary for development of 
immunity in the monkey, and if our ‘belief is true 
that man commonly acquires immunity to polio- 
myelitis as the result of ‘symptomless infection 
then one must conclude that the two species differ 
markedly in their ability to develop immunity. 
FLEXNER furthershows ‘that whenimmune monkeys 
are given virus by the nasal route some two -years 
after recovery, not only will ‘they react with 
changes in the cerebro-spinal fluid. and pyrexia, 
but a considerable proportion of them will develop 
frank and even severe second attacks. ' This may 
occur whether the homologous or a heterologous 
strain of virus is used to reinfect and even when the 
monkey has been hyperimmunised after ‘the first 
attack of poliomyelitis. Admittedly the amount of 
virus instilled into the nares in these experiments 
is enormously greater than man is likely to receive 
in the natural course of events ; but second attacks 
of poliomyelitis are known to occur in man, 
possibly with greater frequency than we at present 
imagine. This lack of durability in acquired 
immunity to poliomyelitis is an aspect of the 
subject which must be borne in mind when consider- 
ing the mechanism of immunity to poliomyelitis 
and the prophylaxis of the disease. 


THE OUT-PATIENT | 


. ON another page some account is given of how 
the British Hospitals Association is facing the 
first three recommendations made by the Voluntary 
Hospitals Commission appointed at its annual 
conference in June, 1935. The question of the 
areal distribution of hospital facilities is funda- 
mental, but when that has been dealt with there 
will remain the problem of overcrowded aut- 
patient departments about which the Commission 
had something trenchant to say in its report last 
April. The gravamen of this complaint is that the 


3 Ibid, 1935, 62, 787. 
4 Ibid, 1937, 65, 497. 
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time of the staff is wasted on trivial cases and the 
habit of hasty diagnosis is fostered, leading as a 
‘vesult to erroneous and inefficient treatment. 
For:the situation stated in this rather sweeping 
itidictment the Commission finds the remedy in the 
restriction of attendances-at out-patient depart- 
ments “‘ to those persons ‘who should properly take 
advantage of them.” -Further definition reveals 
that it is considered proper for a person to take 
advantage of the hospital out-patient department 


only in emergency: or when armed with a recom- 


mendation and letter: from: a medical practitioner 
for the purpose of a: consultative opinion. It is 
admitted that it would! be: difficult and inadvisable 
to enforce at present a general rule restricting out- 
patients in this manner, but we detect an air of 
reluctance in the admission, for the report. plainly 
encourages the' voluntary hospitals to‘solve the out- 
patient problem by developing their departments 
“ along these restrictive lines.” 

While it is now generally accepted that a large 
proportion of the attendances represent work 
which should ideally be: done by general prac- 
titioners, there is a strong feeling among some of 
those most deeply occupied in this out-patient 
work that it would be tyrannical as things now 
are to limit it: to recommended patients. In this 
view there are other directions in which relief 
should : be sought, involving no hardship and 
bringing out-patient practice into line with the 
best medical tradition. If there are physicians and 
surgeons to out-patients who find their time wasted 
in trivialities, they can correct the fault without 
putting into motion the heavy machinery of 
national legislation. A little primary sorting 
is all that is required ang; this will serve another 
purpose in providing an excellent clinical exercise 
for some junior member of the staff. Or again, 
surely it is not a sin, in these days of ponderous 
instrumental investigation, td’ foster in at least 
one department of the hospital the art of quick 
diagnosis, so long asit is backed by clinical 
experience and based'on' an intelligent examination. 
It is safe to predict that in our time no general 
rule will be enforced’ restricting the out-patient 
department to those who carry practitioners’ 
letters. If there is an out-patient problem other 
remedies than this will have to be found for it; 
but as there are probably as many problems as 
there are out-patient departments, the remedies 
will have to be found within and not imposed 
from without. It is true that the tedium and 
anxiety of waiting in a crowded hall is a common 
source of complaint which should be alleviated. 
But this at least would not be solved by restricting 
the patients to those who carry letters, for the 
biggest crowds are to be found at the doors of those 
rh Le em physicians and surgeons who are most 
‘popular with the practitioners. In some quarters 
‘it has been suggested that in order to save this 
‘Waiting out-patients should be permitted to book 
appointmerits. This ‘is: already done for most 
patients who must attend’for repeated treatments 
in special clinics, but it is asking too much of the 
larger hospitals to arraiive it for all the patients 
at their first attendancd.' 'The arrangement would 
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not: work.' Some waiting is probably inevitable and 
it must be remembered that to seek advice as a new 
out-patient is a thing which comes not many times 
in the life of a man or woman. For those who feel 
the anxiety of waiting remedies could be found in 
many simple devices. We might start by demand- 
ing a little more paternalism im. the reception 
staff, and by making our out-patient halls less like 
the resorts of railway travellers benighted in a 
London terminus. These are simple problems of 
internal arrangement which éach hospital could 
solve for. itself, and solve very quickly if a few 
members of managing boards would make the 
experimeiit' of ‘waiting -anénymously on their 
own wooden benches. This would be time. not 
unprofitably spent. a: i 

: If we accept the view that the voluntary hospitals 
intend to keep an:open door for'the sick poor and 
provide facilities for consultation such as are 
available to the more wealthy members of the 
community, then’ the out-patient problem resolves 
itself into sieving out those who can afford to 


- pay for their consultation elsewhere, and provid- 


ing for the'remainder an adequate staff to examine 
them and adequate equipment for that staff to do 
its ‘work. The staff can be readily reinforced by 
clinical assistants or associate out-patient physicians 
drawn from the ranks of graduates who are seeking 
such opportunities, not necessarily with a view to 
establishing contact with general practice in the 
neighbourhood. The posts should have a strict 
time limit, and carry a small salary. Continuity 
of interest should be maintained by arranging the 
clinics so that each corresponds to an im-patient 
ward in which the out-patient staff can follow the 
progress of cases they have admitted. Some 
would say that the crucial point of the out-patient 
problem lies in the rapid development of special 
clinics. It is inevitable that progress will carry 
us in that direction but it may be asked what are 
its safe limits. Orthopsedic clinics, fracture clinics, 
speech defect clinics, venereal disease clinics, 
diabetic clinics, asthma clinics, rheumatic clinics— 
all these and many more may seem desirable, but 
it will remain a pretty problem in administration— 
or should it be harmonisation ?—to keep these 
departments in the full tide of the out-patient work 
and to prevent them from becoming little back- 
waters of specialism. 7 


~ RECURRENCE OF HERNIA 


No ,surgeon, unless he takes extraordinary 
trouble, sees enough of his results. The patient 
who has had an unsuccessful operation for inguinal 
‘hernia is less likely than many others to return 
tg say so, for he still has a more or less useful 
palliative in the wearing of a truss. Hence the 
surgeon can seldom honestly regard the failures 
he sees as being all that have occurred in his 
practice, and there is the: more value in gueh a 
comprehensive survey of results as that recorded 
in the Annals of Surgery... The most striking 
feature of this survey perhaps is the lack of success 
reported by surgeons of the Hospital for Ruptured 


1 Ann. Surgery, 1937, 106, 322. 
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and Crippled in, New York in cases treated by 


injection of sclerosing solutions and by fascial 
suture. The protagonists.of these forms of treat- 
ment claim for them a. very high proportion of 
cures, but these New York surgeons have been 
convinced after extensive trial that the products 
both of injection and of. fascial suture are unsatis- 
factory. CARL G. Burpick and BRADLEY L. 
CoLry report that they have decided to abandon 
entirely the method of injection, while, after an 
experience of 1485 operations in which fascial 
suture was employed, Burpick and his col- 
laborators, DAVID GILLESPIE and Norman HIGINN- 
BOTHAM, were, so. little impressed that. for two 
years they have scarcely ever employed fascia. 
The recurrences in their fascial suture operations 
numbered .284 among 975 cases followed for 
periods. of ong: ita eleven. years after, operation. 
This figure of 29 per cent. of recurrences is dis- 
appointingly high and is partly attributable to a 
greater incidence of sepsis, which was about 8 per 
cent. with repairs by autogenous fascia and about 


12 per cent. with repairs with ox fascia. BuRDIOK. 


mentions that the introduction of a large needle 
through the transversalis fascia and Poupart’s 
ligament often left a weak spot that predisposed 
to a recurrence. In reoperation no remains of 
fascial sutures were found. 

BURDICK and Conny conclude from observation 
of 66 patients with 92 herniz that the uncom- 
plicated indirect inguinal hernia is alone suitable 
for injection treatment. They have employed in 
turn all the usual solutions (Pifia Mestre, Galtanol, 
O’Malley, Proliferol, and thuja), and they are not 
-impressed with the ‘results of any of them. With 
the indirect hernia they believe there is some 
chance of success, but they think it very unlikely 
that if there is a definite gap in the muscular and 
fascial supports of the inguinal canal—as in a 
direct hernia—injection can “build up” tissue 
that will produce a strong resistant abdominal 
wall. They found the immediate results grati- 
fying, and for three or four months the hernia 
` could be kept in abeyance by an occasional injec- 
tion. However, in 47 of 56 cases which remained 
under observation a definite relapse was noted by 
the patient and the doctor, and at the time of 
reporting only 11 cases were apparently cured, in 
9 of which trusses were still being worn. As 
repair in the injection method depends on the 
formation of scar tissue, relapse by stretching of 
the scar is always a possibility where the tissue is 
used to bridge a gap. Success is more probable 
where the effect of the injection is to glue together 
intact muscular planes in an indirect hernia. 
Several of the surgeons are strongly in favour. of 
silk as a suture material, and LAWRENCE S. FALLIS 
uses it in 96 per cent. of his cases. In the dis- 
cussion that followed the reading of these papers 
before the New York Surgical Society, Franz 
TOBEK uttered a warning against the use of absorb- 
able material in suturing the rectus fascia to 
Poupart’s ligament under tension, and H. M. 
GILLESPIE said that lack of tension was essential 
for strong healing, the silk technique being more 
likely to ensure this‘than the fascia], 


not always been the same: 


Farris has made a special study: of 200 eases of 


recurrent hernia admitted to the. Henry Herd 


Hospital in Detroit. As he wisely remarks,.no 

knowledge is to be gained, nor any advance made, 
by attributing failure to poor structures, failty 
suture material, or too.early return to work—to 
anything in fact othen han technical error at the 
primary operation, | [t,"is his experience that a 
hernia that. has recurred,thrée.or even four times 
can be satisfactorily repaired. With indirect 
hernia he believes that recurrence is. primarily due 
to failure to obtain, a high ligation of the sac, 
while with, direct. hernia. itis due to failure in 
repair of the,. rupture, of; tite transversalis fascia. 
A definite history of injury preceded recurrence in 
over a third of his cases. There was a greater 
liability to recurrence. on the left-side in double 


hernia, and-this. can. be partly. attributed :to the 


fact that the right side is usually dealt with first 
and the tissues may .be stretched to that side. 
H. W. C. NurrarL, in the October issue of. the 


British Journal of. Surgery, describes a successful 


method of mastering the overstretching of tissues 
that militates against successful repair of midline 
incisional herniz. He detaches the recti from their 
pubic insertion, overlaps them, and reinserts 
them on their opposite sides. The-i impression left 
by reading of the American symposium on hernia 
is that the older methods of operation have proved 
of most value, and that success depends on detail. | 
Among the:essentials are high ligation of the: sac, 
attention’ to the transversalis fascia, and (very 
particularly) suture of all structures Tiong 
tension and. overstzetching. 


THE SOVIET UNION AND sacs 


TWENTY years ago: to-day, in the capital of a 
Russia ruined by war, a handful of extremists, 
who had just appojnted themselves the Workers’ 
and Peasants’ Goyernment,. were struggling for 
existence and power. Their, success was to say the 
least unlikely; yet in. these twenty years their 
efforts have brought about a renaissance, a refor- 
mation, and an industrial . revolution in their 
country; so that a survivor among. them now 
rules over a huge nation incredibly changed by 
socialist ideas. The application of these ideas has 
a period of com- 
munism was followed by a relapse into minor 
capitalism, and in its present phase the Russian 
State is nationalist in a way that nearly all its 
makers’ would have condemned. The Russian 
State to-day calls itself a democracy but can be 
called a dictatorship. Nevertheless those who find — 
it indistinguishable from other dictatorships err 
through ignorance. Better it may be; worse it 
may be ;. but it is certainly different. The Soviet 
Union is and remains essentially socialist in ‘that 
it has abolished private profit as the motive force 
of society ;,it has transferred the power of capital 
to the service of the community as a whole, and 
(so runs the claim) it has abolished the exploitation 
of man by man. The activities of the country are 
planned, and the criterion in planning is not—as 
usually in capitalist States—whether a particular 
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project will “ pay” but whether it is needed more 
urgently than another. The abolition of private 
capitalism has meant the end of all the trades we 
call finance, and of overhead charges like adver- 
tising ; and according to its advocates scientific 
planning has broken the trade cycle of slumps and 
booms, so that the Soviet citizen may look forward 
(apart from war) to uninterrupted progress towards 
a high standard of living and much leisure. All 
this has not been achieved without cruelty and 
terror, but as a medical historian puts it,’ “ the 
question is no longer “ Will the Soviet government 
succeed in its experiment ?’ but ‘ What will be the 
effects on the coming generation of this new order 
of life ?°” For those interested in this question 
no guide can be more’ useful than the masterly 
survey prepared by SIDNEY and BEATRICE WEBB 
under the name of “ Soviet Communism: a New 
Civilisation ?”’ And it is significant that, despite 
the ominous weaknesses lately displayed by the 
Soviet régime, these authors’ faith has grown in 
the past two years so that in- the title of the 
second edition? they have dispensed with the 
question-mark. It would be rash to doubt their 
judgment without reading the relevant chapters of 
their book. | 


A new civilisation is not necessarily a finer 
civilisation ; for example it might. display the de- 
differentiation. characteristic of malignant change. 
’ But when it affects a sixth of the inhabited 
surface of the world it demands study, if only 
by way of warning ; and accurate knowledge of a 
State in which socialism grows in a comparatively 
pure form is of extreme importance to those who 
live in countries where socialism has been. grafted 
on the capitalist stem of society. The socialist 
measures applied in this country—chiefly by con- 
servative governments—afiect the medical pro- 
fession particularly closely, and their proponents 
and opponents alike must consider how far an 
unrestricted or fundamental socialism would be 
consistent with the best medical service.. Prof. 
HENRY SicErist has therefore done something 
really useful in writing the first adequate English 
account of medicine in the Soviet Union.? In his 
introduction SIDNEY WEBB says truly if somewhat 
unkindly that this account ‘‘ must supersede, for 
every inquirer, nearly all the scores of little books 
produced by the British and American doctors 
who have, during the past twenty years, made 
holiday tours in the U.S.S.R., and have told us, 
one after another, what they happen to have 
seen.” Dr. SigERIST, who now holds the Welch 
chair of medical history at Johns Hopkins Univer- 
sity, is not above studying history in the living, 
and this the first book he has written directly in 
English, rather than in French or German, reflects 


' 1 Clio Medica: Russian Medicine. By W. Horsley Gantt, 
M.D., Johns. Hopkins University School of Medicine. New 
York: Paul B. Hoeber Inc. 1937. Pp. 214. $2.50. - 


2 Soviet Communism: a New Civilisation. Second ‘edition. 
By Sidney and Beatıice Webb. London: Longmans, Green and 
Co. 1937. 2 vols. Pp. 1326. 35s. | 

'3 Socialised Medicine in the Soviet Union. By Henry E. 

ist, M.D., William H. Welch Professor of the History of 
at Jobns Hopkins University. London: Victor 
1937. Pp. 382. 15s. o ; 
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a glowing intelligence occupied with the funda- 
mentals rather than the externals of medicine. He 
has spent much time in Russia, and seen and 
heard much there ; and it is notable that one so 
well acquainted with men and cities should end 
his book with the words: ‘‘ Since I have studied 
the Soviet Union, I know that there is a future for 
mankind ; “that whatever may happen ‘to the 
Western world, there is a future for human civilisa- 
tion. And I know, in addition, that our highest 
medical ambitions are not utopian but may some 
day be realised.” oe | 

From the above passage it will rightly be guessed 
that Dr. SicERIST. started his investigations as a 
benevolent rather than a hostile critic, and. his 
book would have been better if he had anticipated 
more of his readers’ doubts and said more about 
failures and defects. He barely suggests that 
there may be a difference between the new Consti- 
tution on paper and the new Constitution in 
practice, and he does not say much about the 
suffering caused by such major social operations as 
the collectivisation of agriculture. Dr. GANTT is 
more objective if less pleasant when he recalls a 
story of the shooting of all the inhabitants of 
plague-stricken villages and remarks : 

“ Such severe methods, characteristic of the 
present government, though seemingly cruel, were 
perhaps justifiable under the circumstances; they 
are responsible for the order prevailing even under 
the stress of the terrific living conditions during the 


First Five Year Plan as well as for the amazing and 
varied accomplishments of the Soviet régime.” | 


Dr. Gantt also thinks that in “replacing the 
private by a governmental doctor and providing free 
treatment for the employees, the State, in spite of 
remarkable progress, has attempted a larger task 
than it has been able at present to solve adequately. 
Doctors and medical personnel are tired, over- 
worked and often indifferent, the system is slow 
and cumbersome, so that the patient is frequently 
‘well or dead ’ before his turn comes for the sana- 
torium.” But if Dr. SiarRist has painted Soviet 
society and Soviet medicine at their best rather 
than their worst it is because he cannot get over 
his pleasure at seeing preventive services planned 
intelligently and comprehensively; at seeing the 
money barrier between doctor and. patient 
removed; at seeing the battle against disease 
fought by the people as a whole. In Russia— 
‘‘the medical workers are considered the cadres in 
the fight for health. ‘This implies that they are not 
alone in this struggle but.dare merely the experts 
guiding the people. It is a mistake of capitalist 
medicine to assume that disease can be.fought success- 
fully by the medical corps alone. This is like going 
to war with officers but without soldiers.. The entire 
population’ has to’ be mobilised permanently to win 
health.” — >: i = s 

He finds much less bureaucracy than he expected 
and “‘ infinitely less red tape than in those Euro- 
pean countries that have social insurance,” while 
industry and recreation. are alike infiltrated by the 
ideals and practice of preventive medicine. Where 
else, indeed, are pregnant women released from work 
on full wages for 56 days before.and 56 days after 


pregnancy 2 Jf one forgets the shortcomings and 
thinks of the aims pursued there so sincerely 
and with such increasing success the U.S.S.R. 
undoubtedly seems a happy country to those 
'whose thoughts are on social welfare rather than 


on freedom to trade, to learn, te live, or to think 
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independently—some: of which may come with 
prosperity. . Meanwhile so far as medicine is 
concerned Dr. SigERisT has provided the ammu- 
nition of fact so urgently needed by friend and by 
foe whenever they rise above mere adulation or 
mere abuse. 


_ANNOTATIONS 


FAMILIAL PERIODIC PARALYSIS 


ABOUT two years ago Dr. Mary Walker?! briefly 
reported a case of familial periodic paralysis in which 
remarkable metabolic observations had been made. 
The patient’s disorder was diagnosed at Guy’s Hospital 
early in 1935, and he was admitted to St. Alfege’s 
‘Hospital in May of the same year when the bio- 
chemical investigation was begun. It .was there 
found that in this patient the distressing attacks of 
paralysis, which had generally been considered to be 
‘spontaneous and of uncertain etiology, could be 
precipitated by taking 200 g. of glucose by mouth ; 
and it’ was also discovered that the serum potassium 
was lower during an attack than at another (normal) 
time. ‚Unfortunately the patient discharged himself 
from hospital; but after being lost to view for nearly 
a. year- he was readmitted in a severe attack during 
which the observations on the serum potassium were 
confirmed. The next act took place in St. Leonard’s 
Hospital. where one spontaneous and one induced 
attack were dramatically cured by the administration 
of 12 g. of potassium chloride by mouth. In August, 
1936, the patient turned up at Hammersmith Hospital 
where. the findings already described were confirmed 
and it was shown that the administration of insulin 
with the glucose intensified the severity of the 
paralysis ; it was also shown that the attack was not 
caused by hypoglycemia but rather the passage of 
large amounts of glucose from the blood stream 
into the muscles.. It was also found that a small 
fall of serum potassium took place in normal persons 
under these conditions, so that the investigators 
conclude? that the primary factor in the induc- 
tion of the attacks may be an abnormal lability 
of the serum potassium. Be that as it may, they 
are to be congratulated upon their success in pursuing 
their patient from hospital to hospital and in dis- 
covering not only a cause but also a cure for this 
rare familial disease. Further progress will probably 
be rapid and it is to be hoped that the etiology of 
the disorder will soon be much more fully understood. 


DIPHTHERIA TOXIN AND VITAMIN C 


A WHILE ago 3 we drew attention to the clinical 
improvement observed by various workers when 
patients with whooping-cough were given vitamin C 
(ascorbic acid). Administration of this substante 
was based on the belief that it antagonises pertussis 
toxin, this belief being supported by the observation 
that the acid—perhaps by an oxidation-reduction 
reaction 4—inactivates diphtheria toxin in vitro. 
Furthermore, as Pakter and Schick® point out, 
Szent-Gyérgyi’s discovery that hexuronic acid in the 
suprarenals corresponds in chemical composition 
with vitamin C has directed attention to the part 


2 ‘Lancet, 1935, 2, 47. 
Somes R. S., Allott, E. N., Castleden, L. I. M., and 
Walker, M. B., Clin. Sei. 1937, 3, 4 ‘Yo37 
Lanc e Pp. 749. 
4 Kligler, I. J., Leibowitz, L L., i hoe M., J. Path. 
Bact. September, "1937, D. 415. 
’Pakter, J., and Schick, B. , Lgecn. Vjesn. October, 1937, D. 446. 


valuable material for study. The 


this vitamin may play in illnesses, notably diphtheria, 
in which damage to the suprarenals is thought to be of 
importance. These workers agree that in guinea- 
pigs kiled by diphtheria toxin hæmorrhagic changes 
in the suprarenals are demonstrable, but say that 
in the clinical picture of diphtheria the connexion 
between peripheral circulatory failure and other 
symptoms and damage to these glands has been 
denied. It is true, they add, that in the past the 
effect of adrenaline in clinical diphtheria and upon 
diphtheria toxin has been studied, and that it was at 
first believed that it had a neutralising effect upon the 
latter, but V. Gréer and Kassowitz are quoted as 
being unable to demonstrate any such neutralising 
antitoxic action. Pakter and Schick observe that 
diphtheria toxin is affected by acid and that com- 
mercial adrenaline is very acid ; in vitro, adrenaline | 
does inactivate diphtheria toxin but it is possible to 
reactivate it and therefore adrenaline does not act as 
an antitoxin. Similar experiments with vitamin C 
have shown that in vitro it too at length brings about 
the neutralisation of diphtheria toxin, and Pakter 
and Schick thought it would be useful to study the 
effect of vitamin C upon the Schick test in the human 
subject. Accordingly before. the test was performed 
(with the accepted dilution of toxin and the usual 
technique) vitamin C was given orally, intramuscularly, 
and intravenously. Apart from differences that could 
be accounted for by slight faults in the technique 
of the test, no variations in its intensity were observed 
even when as much as 1000 mg. of vitamin C was 
injected intravenously, or when large doses were 
given orally for a week before the test was performed. 
The investigators conclude that vitamin C has no 
antitoxic effect upon diphtheria toxin. 


HORMONES IN INSECTS 


Insects, and foremost among them the fruit-fly 
drosophila, have always formed one of the most 
important media in which to study the laws of 
inheritance. Nowadays much interest is being taken 
in the chemical mechanisms by which the genes, the 
units of inheritance, bring about their effects ; and 
it is likely that in this sphere also insects will furnish 
“ vermilion ” eye 
colour. of a certain strain of drosophila has been shown 
to be due to the lack of a chemical factor, secreted 
into the blood, for the production of which a parti- 
cular gene is required. The normal or wild-type 
drosophila produces this substance in many of its 
tissues ; so that if, for example, the malpighian or 


‘excretory tubules are transplanted from a normal 
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larva to a “‘ vermilion ” larva this will develop eyes 
of normal colour.! Likewise in the meal moth ephestia 
a “‘ gene-hormone ” is necessary to convert an insect 
with red eyes to the normal black eyes. This “ hor- 
mone ” may exert its action upon the next generation. 
For if a female of the red-eyed race and destined to 
produce offspring of the same character has had 
implanted in her the ovary or testis of a normal 


` : 1 Beadle, C.-W., Amer, Nat. 1937, 71, 120. 
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insect, the hundred or more offspring which she bears 
will have dark eyes approximating to the normal 
type.? Insects also provide a new and promising 
source of material for the study of hormones regu- 
lating growth and reproduction. A hormone, appa- 
rently secreted in some part of the brain, causes cater- 
pillars to turn into chrysalides and so to metamorphose 
into their adult state. If ligated round the middle by 
a thread at the appropriaté time, the front half turns 
into a chrysalis, the back half remains a caterpillar.® 
All insects grow discontinuously ; their epidermal 
cells secrete at intervals a new and larger cuticle and 
then cast off or “ moult ” the old one which has 
become too small. As has been proved in the bed- 
bug and its larger relations, moulting is induced by 
a hormone. In these same creatures, and probably 
in other insects also, another hormone keeps the body 
juvenile in form until it is full grown; it prevents 
metamorphosis. This hormone is secreted by alittle 
gland, the corpus allatum, which lies just behind the 
brain, and if this gland is transplanted from a young 
bug into one about to become adult, the bug will 
continue to grow and yet retain its juvenile form ; it 
becomes a giant nymph or larva.. Conversely, the 
very youngest bugs may be caused to turn into 
diminutive adults by depriving them of this restrain- 
It is interesting to note too that in 
the adult bug the corpus allatum produces a gonado- 
tropic hormone responsible for egg production in the 
female and for the activity of certain of the glands of 
the male.‘ , For the elucidation of the chemical con- 
stitution of hormones the insects may not be favour- 
able material; but for finding out how and where 
they act upon the cells the small size of insects may 
be a positive advantage. ` 


FOOT-AND-MOUTH DISEASE 


THE present widespread epizodtic of foot-and- 
mouth disease in cattle, sheép, and pigs consists of 
a number of apparently’ unconnected outbreaks 
which have invaded with special severity the eastern 
counties, Suffolk, Norfolk, Essex, and Kent, whilst 
Lincolnshire, Yorkshire, and Surrey have also suffered. 
Until September there had only been two fresh out- 
breaks in Great Britain since December, 1936. The 
numbers of outbreaks ‘during the. years 1927-36 
varied from 8 to 143, but there is no evidence of 
persistent foci in the flocks or herds or elsewhere. As 
on some previous occasions, a serious epizodtic in this 
country now coincides with unusual prevalence of 
the disease on the continent of Europe, though the 
connexion between the two areas cannot be traced. 
Foot-and-mouth disease has during this century been 
endemic in several European countries, but its 
existence has been only intermittent in those countries 
which like Great Britain have adopted a stamping- 
out policy with slaughter. This has been the practice 
for some years in Sweden, Norway, Denmark, and 
Switzerland. In France the disease has been com- 
bated by attempted isolation of foci, and in Germany 
by isolation and a method known as ‘“‘ Ringimpfung,”’ 
by which the contacts are given a combined inocula- 
tion of virus and hyperimmune serum and all the 
animals ‘in an outer ring a dose of serum alone. 
Periods of complete freedom from the disease have 
been ` 'recorded in Germany only on three occasions, 
in’ 1906, in 1909-10 for eleven months, ‘4nd in 1936 
for six weeks ; the worst year was 1920 ‘when 118,728 


farms were infected at the saine:time. Since J anuary, 
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1931, when 6530 farms were simultaneously infected, 
the number has decreased till in 1937 the monthly 
records were none above 8 and in August only 1 
farm was infected. On Sept. lst there were 7, on 
Sept. 15th 72, on Oct. lst 269, and on Nov. 5th 
over 1000. In France not much disease existed in 
the spring of this year, but later it increased till on 
Sept. llth it was widespread, so that 61 out of 90 
departments were involved. It is suggested that the 
fresh epizodtic was imported from Algeria, where _ 
after apparent freedom in February and March foot- 
and-mouth disease became generally prevalent: at 
Oran. At first it was thought that the fresh invasion 
of Europe was caused by a new type of virus insus- 
ceptible to the serum hithertoemade in Europe— 
e.g., the polyvalent serum made at Riems by Prof. 
Waldmann—but Waldmann now states that the type 
of virus is not unusual though the illness is rather 
more severe than of late years. The. view that the 
epizodtic spread from France to Germany is sup- 
ported by the previous prevalence near the frontier 
in France; Belgium and Holland are also severely 
attacked after a period of complete or relative 
freedom. How the infection can have passed from 
the Continent to this country is quite obscure. It is 
known that the virus can be transported not only in 
living animals but also by human agency on lifeless 
objects, and especially in meat or bones of animals 
killed during active disease. Investigation of these 
and other methods of infection have been recorded 
in the- five progress reports of the Foot-and-Mouth 
Disease Research Committee and the reports of the 
Ministry of Agriculture. 


PREVENTION OF SILICOSIS IN THE POTTERY 
| INDUSTRY 


It looks as if we are within measurable distance 
of being able to abolish silicosis from the china 
branch of the pottery industry. Sutherland, Meikle- 
john, and Price describe? work designed to bring 
this serious industrial risk under effectual control. 
The investigations they describe are important in 
themselves and are noteworthy also because they 
could only have been carried out by means of the 
whole-hearted coöperation of industrial workers, of 
members of the technical and managerial staff of 
two large industries, and of a number of medical 
clinicians and research workers. In 1926 Sutherland 
and Bryson showed that silicosis is rife among workers 
in the pottery industries and that one or two special 
processes in the industry accounted for a very large 
proportion of the total incidence. Pulverised flint 
(practically 100 per cent. free silica) used in the 
“ placin oe of china clayware for the biscuit firing 
appeared to be the major risk. * This process involves 
the placing of unburnt china-clay cups, plates, &c., 
upon beds of powdered flint within pans, which are 
called ‘‘ saggers,” or in “setters.” For some years 
practical potters, aided and guided by the suggestions 
of the technical chemists, sought a medium that 
would fulfil the exacting requirements. In 1929 the 
manager of one of the firms concerned suggested 
that calcined alumina (Al,0,) might prove to be a 
satisfactory substitute. Variaus difficulties of adapta- 
tion had to be overcome and it was not until 1935 
that the practical aspect of the work was far endugh 
advanced to make it necessary to inquire whether 
alumina itself is free from danger to health. On 
behalf of the Home Office the problem was taken 
up by the committee on industrial pulmonary disease 


3J. industr. Hyg: September, 1937, p. 312. 
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of. the Medical Research Council and the works of. 
the British Aluminium Co., Ltd., at Kinlochleven.. 
and Lochaber were chosen for the investigation of 
this problem. Certain of the men at these works 
are exposed to a considerable amount of alumina 
dust of a very fine order, and at the same time to. 
fames containing traces of fluorine which is generated 
in the decomposition of cryolite. Some of these men 
were subjected to a clinical and radiological examina- 
tion, designed first towards ascertaining whether 
there is. eviderice of lung damage following exposure 
to alumina dust, and secondly, whether there is 
evidence of any pathological effects resulting from 
the absorption of fluorine. The number of cases 
examined was 49, among whom the period of exposure 
varied from 5 to 39 years. No evidence of pneumo- 
coniosis or other lung disease arising from the dust 
‘was discovered and there was no indication that any 
system, or organ was adversely affected by it.. The 
outcome of the inquiry so.far justifies the conclusion . 
that alumina does not produce lung disease. under 
the conditions met with and is therefore infinitely 
to be preferred to powdered flint for the bedding of 
china biscuit ware in saggers.. 

As to fluorine, no lesion arising from this gas was 
discovered, but the suggestion is made. that a -bio- 
chemical investigation of the body tissues for fluorine 
and other gases produced in the furnace-room should 
be made. We shall watch with interest the results 
of the application of the new process. 


DRUGS FOR INDIA S 


THE extent to which the practice of drug adultera- 
tion exists in India was revealed in the report of 
the Drugs Inquiry Committee. Internal legislation 
alone can put a stop to it, and this is the prerogative 
of the provincial governments. The central legis- 
lature can only regulate imports, and the Import of 
Drugs Bill, recently introduced in the Assembly and 
referred to a select committee, is limited in its scope 
and will not when it becomes law put a stop to adul- 
teration in the country itself. It can ensure that the 
drugs which are landed at Indian ports conform to 
certain standards, but it cannot ensure that the drugs 
will' be of the same standard when they reach the 
consumer. It may be hoped, however, that the 
example which the central legislature is setting will 
be followed in the provinces, and it may well be that 
through the influence of the press which, for a long 
time, has been enlightening the public'in ‘this matter 
of sophistication, the provincial governments will be 
induced to follow the lead of the central government. 
Be that as it may, the Bill to regulate imports, which 
is based upon the recommendations of the Inquiry 
Committee, will serve a useful purpose even if it does 
no more than stop the entry of inferior goods. It 
can be readily understood that some exporters to a 
country where there are no standards of purity may 
be less careful about the quality of the drugs shipped 
to that destination than they are when the goods 
are exported to countries where drug laws are rigidly . 
enforced. This is no reflection on British drug firms 
which trade with India for it must be remembered 
‘that the ports of India are open wide to all comers, 
and that a considerable proportion of imports are 
received from the Far. East and elsewhere. The 
standards which the Bill seeks to set up are, in the 
cases of drugs and medicines, those of the B.P., the 
B.P.C., and the Extra Pharmacopoia published by 
direction of the Council of the Pharmaceutical Society 
of Great Britain. In the case of vaccines, sera and 
other biological products the standards are those 
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proposed by the Permanent Commission .pp Biọ- 
logical Standardisation of the. League of Nations or, 
those prescribed by the B.P. The. powers which: the: 
Bill seeks to confer on the central government, axe. 
not confined to the regulation of staple produçts 
but extend to proprietary medicines ; there. are no 
standards for such articles but they will fall into the 
“ misbranded ” category: if the container “ bears a 
statement or device relating , to the drug or ingre- 
dients therein which is, false. or calculated to mis- 
lead.” A year ago a central biochemical standardisa- 
tion laboratory was established at Calcutta, this 
being in accordance with the recommendations of 
the Inquiry Committee, , Thglsboratory is an essen- . 
tial part of the scheme swhich:i is now being planned. 


THE MEDICAL USES OF RADIUM. | 


THE activities during 1936 in the experimental 
laboratories and the clinical research centres codperat- 
ing in the special investigation of the effects of 
radiation are summarised in a green book issued by 
the Medical Research Council. The subject of radio- 
sensitiveness is receiving much attention ; this is, of 
course, of the utmost importance to the clinician who 
has to consider suitable treatments for tumours 
which may vary widely in their response. The work 
of Mr. F. G. Spear, D.Sc., and Dr. A. Gliicksmann at 
the Strangeways Research Laboratory has shown that 
it is possible to discriminate between the effects. of 
radiation, of chilling, and of fasting on mitotic 
division in tadpoles, and that radiation in the doses 
used is only effective in producing degeneration when 
mitosis is either active or approaching a state of 
activity. The occurrence of degenerate cells has also 
been studied quantitatively in this laboratory, and 
the results support the theory that the effect of 
gamma rays on cells about to divide makes them 
unfitted for the ordeal of mitosis. Mr.D. E. Lea, Ph.D., 
in collaboration with the,Low Temperature Research 
Station, has investigated the action of gamma rays 
on bacteria and concludes that large doses of radia- 
tion have in addition +o their lethal action the 
property of inhibiting division without hindering the 
increase of volume of.the individual organism. He 
has also demonstrated an interesting difference in the 
reaction of certain organisms,to beta radiation though 
their reaction to gamma radiation is very similar. 
Dr. J. C. Mottram of the Mount Vernon Hospital 
and the Radium Institute has attempted to relate 
radio-resistance to anaerobiosis. Basing his argu- 
ment on observation of the effect of radiation on 
the deep lying cells of tar cancers in mice, he suggests 
that the better the blood-supply the more sensitive 
the cell. He believes that periods of rapid growth, 
which can be found by measuring the tumour, are 
associated with an increased blood-supply and that 
radiation during these periods is more effective. 
Certain cases of adyanced but slowly evolving cancer 
in the human subject have been treated by radiation 
given only during the times of growth, 500 r being 
given each time radiation is applied, and it is said 
that a number of tumours have been made to 
disappear locally. The influence of abundant mitotic 
division has also been studied and it seems that 
there must be some difficulty in distinguishing 
between the two effects with tumours treated in vivo. 
The statement that tumours composed of small cell 
masses should be more sensitive than those with 
large cell masses ig open, to question, since certain 


1 Medical Uses of Radi ummary of ores from 
Research Centres for 1986. V Medical Research Council, Special 
Report Series No. 226, London: H.M. Stationery 
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large encephaloid tumours of the breast, for instance, 
are very radiosensitive. | 
Further proof of.the difference in sensitivity of the 
actively functioning and relatively quiescent tissues 
18 given by the experiments: of Dr. H. A. Colwell 
and Dr. G. P. Gladstone at the Barnato Joel Labora- 
tories of the Middlesex Hospital. They irradiated 
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pregnant rats at full term and killed the animals 
Histological examination of the. 


24 hours later. 
alimentary canal of mother and fœtus showed pro- 
nounced changes in the adult tissues, but practically 
no deviation from the normal in the section of the 
irradiated foetus. Further interesting reports come 
from Prof. Sidney Russ and Miss G. M. Scott at the 
same laboratory, from Dr. M. A. C. Cowell of the 
Holt Radium Institute, and from Dr. Joan Ross of 
the Royal Free Hospital. At the physics department 
of the Imperial College of Science and Technology 
experiments on artificial radio-activity, the biological 


action of neutrons, and the effects of low temperature. 


on absorption of neutrons suggest interesting possi- 
bilities, and much careful work by Mr. W. V. 
Mayneord, M.Sc., at the Royal Cancer Hospital finally 
concludes that the c.mg.h. unit. is equal to 8-3 
rontgens. The section on therapy follows the usual 
lines and no special innovations call for comment. 
The number of cases of cancer of the breast treated 
by radium implantation shows a slight decrease, 
suggesting that it has not replaced surgery for the 
early case, while some centres now prefer X ray 
therapy for the advanced case. The results in cancer 
of the cervix show a slight but steady improvement, 
and the very low mortality-rate in the year 1936 is 
particularly hopeful; it looks as if the immediate 
dangers of treatment are being overcome. Birming- 
ham draws attention to the danger of necrosis in the 
treatment of cancer in the mouth, and to the difficulty 
of distinguishing necrosis from recurrence. For the 
cases quoted the dose stated is 8000 r in 164 and in 
198 hours; this dose is higher than that delivered 
in most centres. Finally there is a short report on 
the one-gramme teleradium units. The two- and 
four-gramme units which are being installed at 
University College Hospital and at the Middlesex 
Hospital are not yet available for treatment. 


A BRITISH FESTSCHRIFT 


Many contributions to science lie buried in the 
pages of Festschrifts. Of all references which the 
research worker needs these are the most difficult to. 
trace. Nor is it always a pleasure to read a hetero- 
geneous collection of technical papers, whatever their 
individual merits. But there is now to hand a 
Festschrift with a difference: It is a collection. of 
thirty-one essays ! contributed by a few of the pupils 
and colleagues of Sir Gowland Hopkins, F.R.S., to 
celebrate his seventy-fifth birthday. Each essay is 


written around some subject of which the author 


has special knowledge. None describes original 
researches and few are in the nature of formal reviews ; 
the intention has been rather to allow each con- 
tributor full rein to his imagination, to let him shed 
bit and bridle and range at will through the fields of 
biochemical speculation. Some, it is true, like well- 
trained liberty horses, continue to canter neatly in 
circles; most are: still subject to a certain self- 
restraining discipline ; but there are plenty of kicks 
and scampers, and not a few let themselves go like 
mustangs on the open prairie. The result is a 


1 Perspectives in Biochemistry. Thirty-one essays presented 
to Sir Frederick Gowland Hopkins by past and present members 
of Dig Laboratory: Cam bridge: University Press. 1937. Pp. 361 
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stimulating collection ; with plenty of solid matter 
in it, to be sure, but always interesting and often 
provocative, the sort of book one cannot read without: 
getting ideas. :  -— —- Se : 

As a tribute to Hopkins the work is remarkable. 
The essays cover an immense variety of subjects: 
the nature of the gene, the architecture of the cell 
and its proteins, comparative biochemistry, the 
chemical administration of growth;. cellular oxida- 
tions, muscular contraction, vitamins, toxamins, the 
social implications of biochemistry—to pick a few at 
random. This variety is in itself a tribute, for it 
shows how diverse are the interests of those who 


have drawn their inspiration from this source. More- 


over, it is evident that these past and present members. 
of his laboratory see biochemistry as Hopkins himself 
has always seen it, as the ultimate description of all. 
vital processes—not merely as the organic chemistry ° 
of matter which was once alive. The book itself is: 
beautifully produced ; the title page alone is a work. 
of art; it has a charming informal frontispiece of 
Sir Gowland with pipette and slide rule; and it is 
prettily bound in a buckram of Cambridge blue. 


SULPHANILAMIDE FOR MALARIA.? 


THE latest disease to be treated with sulphonamide 
compounds is malaria. The report comes from the 
Pan-American Sanitary Bureau and is published by 
the United States Health Service ‘“ with the hope 
that a cautious use of the drug by others may deter-’ 
mine whether or not it has real value in the treatment 
of malaria.” 1! The trial was made by Dr. A. D. de 
Léon in Mexico, and the preparation he used was 
Rubiazol Roussel (which corresponds to Prontosil) 
given by mouth and also injection. The patients had 
benign tertian fever, and after treating 15 cases 
“with complete success ” Dr. de Léon felt sure that 
the remedy was effective. 


Tue next session of the General Medical Council 
will open at 2 p.m. on Tuesday, Nov. 23rd, under the- 
presidency of Sir Norman Walker. 


Mr. A. CHESTER BEATTY, who has recently been 
elected vice-president of the Royal Cancer Hospital, 
Fulham-road, has purchased the old Freemasons’ 
Hospital nearby with the intention of equipping 
it for conversion into a cancer research institute. 
This will give space to develop the research institute 
which has been for many years under the direction 
of Prof. E. L. Kennaway. Mr. Beatty is also re-equip- 
ping the radiotherapeutic department of the hospital 
and providing an university travelling scholarship 
which ‘will enable a student, after obtaining the 
academic diplomas in medical radiology, to spend a 


year abroad. 


Mr. JoHN AvuGustuUs VOELCKER, who’has just died 
at the age of 84, had been consulting chemist.to the 
Royal Agricultural Society of England for the last 
52 years. Following:the lead of his father, Augustus 
Voelcker, F.R.S., he early studied. chemistry in: 
relation to agriculture at London University and: 
later at Giessen, where he took his Ph.D. For the 
whole.of his active-life he was director of the Experi- 
mental Farm and -Pot-culture Station at Woburn, 
Beds, and at one timé'or another he was public 
analyst for several English counties. He was presi- 
dent of the Society of Public Analysts, of the Farmers’ 
Club, and of the London Athletic Club. His younger 
brother, Dr. A. F. Voelcker, survives him. 


1 Publ. Huth -Rep.,. Wash. Oct. 15th, 1937, p. 1460. 
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- 'RESUMING our ‘series of lectures delivered at post- 
graduate courses held in the London teaching schools 
at the beginning of the winter session, we publish 
this week abstracts of those given by Mr: Moore 
and Dr. Burrows at the London Hospital. 


MOTORING ACCIDENTS 
(Mr. A. M. A. Moore) 


DURING the last few years the medical profession 
has taken a steadily increasing interest in the injuries 
associated with motoring. I have been collecting 
information about the frequency of the different 
types of injuries and their relation to the construc- 
tion of the modern motor-car, and I thought it would 
be interesting to compare the fractures of this kind 
dealt with at two very different hospitals in the East 
End of London. These are the King George Hospital, 
Ilford, which is on the Southend arterial road, -and 
the Poplar Hospital for Accidents which is situated 
in the centre of a big industrial area. 

Although very many fracture cases are dealt with 
at the Poplar Hospital, only a small proportion of 
these could rightly be called motoring injuries. This 
is not surprising when one considers that the speed 
of traffic in the vicinity of Poplar can never exceed 
30 miles per Hour. At the King George Hospital, on 
the other hand, the incidence of motoring fractures 
in the very large number dealt with is considerably 
higher, many of the cases being brought to the 
hospital from the large unrestricted roads in the 
vicinity. 

The many changes i in the construction of the motor- 
car during the last twenty years have been reflected 
in a change of the type of injury seen to-day. The 
presence of self-starters in the majority of cars has 
very largely diminished the incidence of fractures 
in the region of the wrist-joint. In addition, the 
introduction of bumpers, the shape of door-handles, 
and the use of so-called safety glass for windscreens 
have all been linked with the change in the injuries 
seen. Further, the increasing popularity of the 
motor-cycle has undoubtedly done much to add to 
the number of fractures and injuries of all types. 

The so-called bumper fracture presents one of the 
most interesting of surgical problems. In the early 
days when bumpers were placed rather higher on 
the front of a car it was quite common to see injured 
pedestrians who were suffering from fractures of the 
upper part of the tibia into the knee-joint. In recent 
years, however, bumpers have been placed in a lower 
position with the result. that badly comminuted and 
compound .fractures of the middle of the shaft of the 
tibia and fibula are now often seen. This common 
type of bumper fracture reveals a curious X ray 
picture. There are longitudinal fracture lines run- 
ning up and down the’ shafts of the affected bone, 
and in addition a triangular piece of bone is frequently 
found lying loose on the front of the middle of the 
shaft of the tibia. 

It is important to remember that this fracture 
is sometimes followed by non-union. The medical 
practitioner must realise the importance of treating 
a case of this type as a surgical emergency. The 
patient should be dealt with if possible in some 
suitable cottage hospital or other institution, and the 
wound carefully excised and cleaned before it is 
sutured. with interrupted stitches. The fracture 
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should then be treated by suitable extension or 
immobilisation in plaster. In addition a prophy- 
lactic dose of tetanus antitoxin must never be for- 
gotten. I would like to impress on you that where 
skeletal traction is used as a method for reducing 
the deformity in such a fracture it is important not 
to over-extend the fracture. I believe that prolonged 
over-extension of such a fracture is a most important 
cause of eventual non-union. The value of the 
walking plaster cast cannot be over-emphasised. | 

Another type of injury which has been especially 
recorded in America is the door-handle injury. We 
must all be familiar with the sharply pointed door- 
handle to be seen on most modern cars. Many of 
these have the sharp end directed forwards, and it 
is quite obvious that if a rapidly moving car strikes 
a pedestrian with this handle a very serious injury 
might result. Penetrating wounds. of the skull, 
chest, and other parts of the body have been recorded. 

I would suggest that by bending the door-handle 
so as to prevent the sharp end pointing forwards, 
or by sinking the handle into a depression on the 
side of the door, leaving it flush with the surface, 
the possibility of such injuries - would be greatly 
diminished. 

Attention has already been drawn to the fact that 
fractures resulting from the cranking of a stationary 
car have definitely lessened of late years. In some 
of those big institutions which control.many hundreds 
of buses it is found necessary to start these vehicles 
every morning by hand. Often this is done by one 
trained man, for it was found that where each indi- 
vidual driver started his own bus the percentage of 
serious wrist injuries was definitely higher. In 
addition, the development of inguinal hernias was 
by no means unusual when inexperienced men were 
straining themselves starting these buses. 

Injuries of all types, such as the Colles fracture, 
and the reverse Colles fracture, known as the “ chauf- 
feur’s fracture,” still occasionally occur. Fractures 
of other bones—e.g., the metacarpal and scaphoid 
bones—are also sometimes seen. 

There can be no question that in all these fractures 
accurate reduction of the deformity is most impor- 
tant. The fracture can be infiltrated with 1 per cent. 
novocain and subsequently reduced. The limb is 
then fixed in plaster-of-Paris for a few weeks, after 
which it can be removed, and, if necessary, physical 
treatment instituted. | 

In connexion with the dirty wounds so frequently 
resulting from motorjng injuries, I may remind you 
that tattooing of the skin is occasionally seen after 
the wound has healed. Particles of carbon or oil 
from the car or road may get into the wound and be 
responsible for this tattooing. Consequently the 
importance of carefully excising and cleaning the 
wound before suturing must be borne in mind. 

The driver of a car or the passenger at his side 
may sometimes sustain certain curious injuries. 
Fractures of the patella resulting from direct violence 
when the passenger is thrown against the lower part 
of the. dashboard are of special interest. These 
fractures are usually comminuted and are best treated 
by an excision of the patella. This method of treat- 
ment, which has recently become popular for such 
fractures, gives a very good functioning knee, and 
there will usually be less chance of eventual osteo- | 
arthritis if this operation has been performed. 

The driver of a car may sometimes be thrown 
against the steering wheel and receive severe chest 
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Ww se would prevent or minimise the effects of such 


dr 

da ‘the old days, facial and head ‘cuts from broken 
windscreens were fairly cgmmon. . With the intro- 
duction of the strong safety glass quite a number of 
severe head injuries, fractures of the skull, and 
fractures of the facial, oNPS, have been recorded. 

The passenger seate „åp the back of the car is 
also liable to curious injuries The combination of a 
well-sprung back seat and, a fast moving car traversing 
a bumpy road has before. DOW RER in a passenger 
sustaining a serious. injury. b Striking his head 
against the roof of. ‘the,. cay. , Another injury com- 
monly suffered by the. passenger in the back seat is 
an injury to the elbow due to a blow on the side 
door or the seat in front. 

Before concluding, there is one other type of, acci- 
dent that requires mention because it, is seen "quite 
often: A workman seated on the top of a delivery 
van or lorry may, when a collision occurs, be thrown 
from his seat and fall some distance heavily on. to 
his heel. A fracture of the’ os calcis is not unusual 
under these circumstances. Every. practitioner will 
be familiar with the painful heeis so commonly 
developing even after such fracturés have been 
immobilised in plaster for some time. It is our 
belief now that if the deformity is accurately reduced 
by the use of a modern screw-traction apparatus, 
followed by a walking plaster cast for some months, 
good function results. -A fracture of this bone is 
always upwards into the subastragaloid joint, and 
there is little doubt that where pain persists the pain 
is in this joint. Hence a subastragaloid arthrodesis 
may very well bring about complete cure of the 
patient’s pain. 

The following list of references may be useful to 
those who wish to pursue, ‘hie subject of motoring 
accidents further :— sga" 

Campbell, O, O. j, Tef, (1936) Bumper Fractures of Tibia, Minnesota 


Carter, W qos 5) Tatoo fe Nose and Face following 
Automo obilie uries, N J. Med. 35, 573. 


McLanahan, S. (1935) tA 4 ouik Door Handle : 
Report of Six Serious Injuries, J. Amer. med. Ass. 105, 1023. 


Ogilvie, wH e 985) Automobile Door Handle Injuries, Tez. 


seca as G., and Papurt, L. i (1935) Hea 


of Newer Bumper 
Fractures of Tibia, J. Amer. med. Ass. 
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COSMETICS ba 
(DR. ARTHUR Burrows) 


CosMETICs in the modern sense are substances 
used for personal adornment. By a common psycho- 
logical and grammatical shift cosmetics has also 
. become the art of intimate personal adornment. 
Narrowing the idea down still more, the art applies 
to the application of various preparations to the 
skin and its appendages with the object of improving 
or changing their appearance. Here however steps 
in the specialised practitioner of the art who will 
not only apply or add things to the skin but will 
take away blemishes or hide them. At this stage the 
dermatologist becomes restive and critical. 

The number of cosmetic preparations on the market 
ignow enormous. The old uniformity of composition 
is tending to pass away owing to the use of a large 
variety of different natural materials and the pro- 
ducts of the chemical laboratory. Generally speaking 
the cosmetists say that all women should use four main 


* This lecture will appear in full in the London Hospital 
Gazette. 
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preparations : : (1) a cleansing cream, or a cold cream 5 
(2) a skin food; (3). a vanishing or foundation cream 
or lotion.; and (4) a powder. 

The type formula for a cleansing cream given by 
Dr. Goodman in his “ Cosmetic Dermatology ” is : 

1..A cleansing agent (sulphonated oil, castor oil, olive 
oil, coco-nut oil) 6-12 per cent. 

2. Liquid paraffin (lowest viscosity 60-80) up to 18 per 
cent. 

3. Solid base (beeswax, spermaceti, paraffin wax) up to 
20 per cent, 

4. Water up to 10 per cent. 

5. An emulsifying agent aoa or oxycholesterin 
base) up to 10 per cent. 


The objest'is to provide a creara which will melt - ‘at 
about body temperature and be easily rubbed in. 
When rubbed in it picks up dirt and epithelial scales, 
and it looks dirty when (as is essential) it is removed 
afterwards with absorbent paper. 

Cold creams, which have grown ‘but’ of: Galen’ 8 
original formula, are said to be more greasy than the 
usual cleansing preparations. The medieval crude 
method of emulsification has been replaced however 
by the use of such emulsifiers as borax, and these 
cold creams may be used as cleansing creams. 

Most women think that such creams, even when 
they. do not contain a detergent, do clean ; and what- 
ever else may be said on the question, many do keep 
their faces clean with them for months. If, as is 
usually recommended, they are rubbed off after 
application it is difficult to see where they do any 
harm, 

Two things which permeate the literature of cos- ` 
metics may be mentioned. They are: (a) the pores, 
and (b) moist and skins. ‘‘ The pores ” appear 
to mean the sebaceous hair follicles. They can hardly 

mean the openings of. sweat glands because sweat- 
gland orifices are never seen and “ enlarged pores ” 
is a cosmetic malady. It does not seem likely that. 
greases, if carefully removed, block up pores, and 
that they can offer opposition to the expression 
of sebum. It is most likely that the subject of 
“ pores ” is a bogy, perhaps derived from a distant 
memory of early popular lectures describing the 
stomata in leaves with their important functions. 

Moist and dry skins in cosmetology embrace all 
skins: a healthy normal skin, neither moist nor dry 
to the cosmetist, hardly exists. Cleansing creams 
may be used with either type of skin, according to 
taste and experience, or cleansing lotions may be 
substituted. For dry skins lotions containing glycerin, 
oils, and a detergent are recommended, and for 
greasy skins alcohol, acetone, resorcin, benzoin, and 
weak alkalis such as borax; but I know of no reason 
why a good soap should not be used for a greasy 
skin, and it is quite certain a normal skin does not 
mind it either. The soap must, however, be good, 
for it is generally said that any soap with over 0-25 per 
cent. free alkali may produce dermatitis in the 
susceptible. 

Skin foods, tissue creams, lubricating creams, and 
the hundred other trade names that have been given 
to them are said to nourish the skin and, the recipient 
will also say, ‘“‘make it feel nice.” They usually 
contain lanolin, which as you know is a natural 
sheep’s wool fat, close to sebum in composition ; the 
addition of lecithin, olive oil (or cod-liver oil) in: suit- 
able proportions will bring it even nearer. Other 
waxes, fats, perfumes, &c., may be added to “skin 
foods ” to taste. 

Now none will deny that fat can be absorbed 
through the skin, and that women who have had it 
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skilfully applied feel better for it, but it is doubtful 


how far supplying fat through the epidermis can be: 


called nourishing the skin even though chemicals 
may be absorbed that way. No doubt exists that the 
skin is nourished from within by its own blood and 
lymph supply, and so long as it is not diseased and 
the blood and lymph supplies are adequate in quality 
and quantity, no outside help is needed or possible. 
The “skin food ” is purely a cosmetic and as such 
must stand on its own legs. 

Skin tonics from their very name suggest a , bygone 
conception, but like other tonics may have a real 
psychological effect if no other. | 

Vanishing creams are also commonly called founda- 
tion creams. Goodman. gives the following . type 
formula :— 

1. Stearic acid, 16-24 parts. 

2. Solid elements (lard, cocoa-butter, 
6 parts. 

3. Liquid elements, both fatty (liquid paraffin, glycerin) 
and non-fatty (water, alcohol), 75 parts. 

4. Emulsifiers (borax, pot. hydroxide, sod. carb., 1; 
ammonia water, 1; triethanolamine, 1; cetyl alcohol, 
10; glycols, 10; stearate of triethanolamine, 10), 33 
parts. | | 
These creams should contain a higher percentage of 
water than cold creams or “skin foods,” and appa- 
rently may be either oil-in-water or water-in-oil 
emulsions—a fact that may account for the differences 
‘in taste and choice of users. They must disappear 
when rubbed in and provide a foundation (slightly 
adhesive) for the application of powder. Lotions 
designed for the same purpose may be obtained. 
Some provided for greasy skins resemble very closely 
our calamine lotion with its zinc oxide, calamine, and 
glycerin, but are more elegantly prepared. 

On the base thus got ready is applied powder. 
The powder may be of very many compositions but 
in general it contains kaolin, said to be a good absor- 
bent for perspiration, magnesium or other stearate 
to give it adhesive properties, powdered talc to give 
“slip ” so that the powder moves easily over the 
skin, calcium and magnesium carbonate the deo- 
dorisers, scenting and colouring agents, and varying 
proportions of zinc oxide and titanium dioxide to 
give a varying “‘coverage ” light, medium, or heavy 
to the powder. Starch should also be mentioned 
perhaps as a frequent constituent. Rice powder is 
ire the best form, but many women find it too 

ight. 

Provided a powder does not contain material 
noxious to all or to sensitive people, it can be said to 
cool the skin, protect it from light, and inhibit or 
absorb objectionable odours and perspiration; and 
in dermatology, when of suitable composition, it may 
be said to alleviate itching, diminish inflammation, 
and cover weeping surfaces and so forth. Except in 
hard cakes probably nothing “‘ clogs pores,” and all 
the minor skin maladies can occur just as frequently 
without it. Nevertheless it has not yet been certainly 
proved that the perpetual use of cosmetics does not 
produce any effect on the skin, and I am inclined to 


tragacanth), 


think that if used in excess they create a vicious. 


circle by which their use becomes in the end almost 
obligatory, unless defeat at the hands of Father Time 
is abjectly acknowledged. 

In any case the same rule apphes as for other 
cosmetics—namely, clean off daily.. 

It seems:.therefore that the ordinary cosmetics 
do not, as a rule, prevent the epithelium from carrying 
out its proper functions. Cosmetically prodigal 
people provide but a minute proportion of our 
patients. Cosmetics do not seem to harm heat- 
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regulation or interfere grossly with ‘the chemicàl- or 
respiratory functions of the skin. The objections 
raised against them, if analysed closely, are usually’ 
objections to their cosmetic effect—an individual’ or 
esthetic matter. For example, if it is stated that 
creams or powders or lotions cause blackhead forma- 
tion or overgrowth of hair (which they do not) the 
objection is not medical; the objector knows the 
condition he objects to will not physically injure the 
user but only offend his (the ‘objector’s) conception 
of personal beauty. In discussing the action of cos- 
metics on the skin, another important fact is also 
apt to be forgotten—namely, that the area of skin 
treated is so small that it is doubtful, physiologically 
at least, whether it can have any appreciable effect 
on the health of the user, uhless an abnormal factor 
is present. Such abnormal factors however may 
well bring cosmetics within the range of medical 
practice, and many harmful substances have been, or 
are, applied to 'the skin. 

Chemicals can be absorbed through the skin when 
ointments or other greasy preparations of them are 
rubbed in. Watery solutions need some injury to 
the epithelium such as trauma or disease to permit 
absorption to take place. The following is a list of 
some of the substances that are said to have produced 
general poisoning from local applications :— 


Orongo paint lad poisoning). Zinc stearate has been . 
enamel eam (lead | accused of causing illness or 
a death in a child. 


Lead acetate and lead car- 


bonate in powders now seldom Perchloride of mercury in 


freckle salves and lotions. 


Arsenic, silver, and quinine 
in hair-washes and dyes. 


The now probably discarded 


muth subcarbonate in liquid pore cy: mented and oxalic acid 
powders. or bleaching 


Next follows a list of substances to which the 
users of cosmetics may be sensitive, idiosyncratic, 
or allergic, whichever -word is preferred. These 
substances are often responsible for baffling skin 
complaints which give gréat trouble and distress. 


Oil of bergamot may (on 
osure to light) colour a 


Coco-nut oil. 


ae e 
pore acid—borax to a. less Š brown. Eau-de-Cologne 


may also occasionally cause 
Aniline dyes. Eosin prob- 
abiy oa y the Aot el |e brown pigmentation in the 
common chellitis which fol- 
lows the use of some lipsticks. 


Essential oils in perfumes. per cent. of 


Casein. copie osposed to them. 

Cuticle removers (for nails) ey probably harm- 
containing strong alkalis. eins corn starch. 

Orris root in pO owders may Formalin for excessive ayeets 
cause asthma or hay-fever. . | ing. 


A third list includes substances (often contained 
in cosmetics) that may cause local irritation :— 


Pot. carb. and sod. carb. in 
hair-washes 


Some fate when rubbed in. 
Undiluted alcohol. 
Undiluted glycerin. 


Some say starch granules 
when they swell up. 


Zinc oxide: 


Mineral powders when too 
coarse—very rarely a defect 
of modern cosmetics. 

Perchloride of mercury. 

Todine mey be in a freckle- 
remov 

Sulphides of bismuth, stron- 
tium, calcium, and sodium 
used as dopilatories. 

Silver in older hair-washes. 


These lists are of course not exhaustive, but show 
that cosmetics may often raise problems which. are 
purely medical in nature and quite outside. the 
scope of lay practitioners. They add another tisk: 
to life. ss 

The treatment of blemishes and ‘skin.' diseases’ “is. 
likewise true medicine::'''\Otherwise medicine deals 
only with the accidents':of cosmetics by means 
of preventive advice or treatment after proper 
investigation. 
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SPECIAL ARTICLES 


POSITION OF THE PRACTITIONER IN A 
REGIONAL HOSPITAL SYSTEM. 


THE conference of the British Hospitals Association 
held last June at Torquay decided,! after hearing 
Lord Sankey, Prof. Sheen,and Sir Reginald Poole, 
to set up a committee to implement the first 
three recommendations of the Voluntary Hospitals 
Commission è ; | 

(1) The division of the. country into hospital. regions. 

(2) The formation in.each region of a Voluntary Hos- 
pitals Regional Council to correlate hospital work and 
needs in the region. l 

(3) The formation of a Voluntary Hospitals Central 
Council to coördinate the work of the regional councils. 


The Association has now established a Provisional 
Central Council, which is faced with the extremely 
difficult task of giving practical effect to the general 
recommendations of the Commission. The latter, no 
doubt, gave a good deal of thought to the character 
and delimitations of regions suitable for the purpose, 
but its report was silent on the subject, beyond saying 
that “they should be built up in accordance with 
the position, rank and size of hospitals and should 
have regard, as far as possible, to the areas of local 
authorities with which they will coöperate.” 

The British Hospitals Association is already a 
regional organisation. It operates peripherally in 
23 areas whose importance, from the hospital point 
of view, varies. These areas have been constituted 
from other considerations than now exercise the 
minds of those who are concerned with a broad hos- 
pital policy. For instance, the contrast between the 
magnitude of the bed provision and‘ the administra- 
tive problems of Region C (Lancashire, Cheshire, 
Cumberland, Westmoreland, and the five northern 
counties of Wales) and Region R (Wiltshire) is strik- 
ing. Not that it is practicable or even desirable that 
hospital regions should be related primarily to popu- 
lation or the number of beds, but if Region C, with a 
population of nearly seven millions and an acreage 
of nearly five millions, is a workable unit for hospital 
provision and codrdination, it seems unlikely that 
the same can be said of Wiltshire with about 303,000 
persons and 861,000 acres. Indeed, Region A (Scot- 
land) seems to have been adopted mainly as a con- 
cession to nationalism, since it takes no cognisance 
of the vigorous Scottish move toward five distinct 
hospital areas, four of them based on the great teach- 
ing centres in Edinburgh, Glasgow, Dundee, and 
Aberdeen. _ 

It is clear, therefore, that the Provisional Central 
Council, while having behind it the valuable experi- 
ence in distal organisation of the Association, will 
have to approach its primary problem without too 
great. a regard for any prejudices engendered by 
internal tradition, The Commission realised that a 
far closer link with statutory hospitals is required 
than legislation prescribes, and, indeed, the plea for 
more financial aid from central and local governing 
hodies seems to imply a working association between 
the two types of hospital. Can this be attained while 
council hospitals continue to serve only areas delimited 
by the boundaries of counties and county boroughs, 
and even occasionally of urban districts? Will a 
county council or a county borough council contribute 


l Lancet, 1937, 1, 1352: 
* Ibid, p. 1123. 


to. the funds, of a regional organisation which operates 
beyond its area? The separatism which actuates 
these authorities:and which the Act of 1929 has done 
little to. remove is far from encouraging. In a sense 
it. is even more urgent that local authorities should 
become regionally minded than voluntary hospital 
managers; for the former are pressing forward more 
rapidly with new hospital provision, or extension, of 
existing accommodation, often without regard :to 
the activities or intentions of their neighbours; 
The view held in voluntary hospital circles, that the 
first thing for them is to put their own house in order, 
is. understandable, but if their design is chiefly to 
strengthen their bargaining position vis-à-vis the 
increasingly powerful authorities, the outcome may 
not be the best thing for the public which both types 
of body serve. As an expeditious mode of procedure, 
there is much to be said’ for an independent group 
of hospital experts endeavouring to arrive at the 
nearest practicable approach to a regional system, 
but the idea that the selected areas would be adminis- 
tratively appropriate for all types of hospital provision 
should be brought. to the notice of the Ministry of 
Health and the local authorities at the earliest pos- 
sible stage of the proceedings, preferably before the 
regions are fixed. The grading of institutions round 
a central hospital according to the Dawson plan of 
1920, which the Commission favoured, and a rational 
system of individual payments for treatment in any 
sort of hospital through regional contributory schemes, 
cannot be completely attained without the consent 
and coöperation of the local authorities. Although 
there is no legal obstacle to their acquiescence, they 
are autonomous and their goodwill cannot be expected 
unless they are give an opportunity to be parties to 
the plan. , 
The Provisional Central Council will no doubt defer 
consideration of the rest of the Commission’s 37 
Articles till it has settled the regional question. 
Some of them, however, are urgent and intimately 
concern practitioners of medicine. . Such, for instance, 
is the problém of out-patient departments. The 
King Edward’s Hospital Fund for London and the 
British Medical Association have expressed views on 
the subject, each from its own standpoint. The 
Commission rightly pointed out the difficulty of 
excluding uninsured dependants from such depart- 
ments at the present time, but the question is really 
only part of a much bigger issue.’ The growth of 
both voluntary and statutory institutionalism in 
medicine is limiting the field of work of the general 
practitioner and depriving private practice of some 
of its interest, attractiveness, and efficiency. The 
public, on the other hand, will not consent to a rever- 
sion to consulting-room medicine if it believes that 
hospitals can give it better service. The Voluntary 
Hospitals Commission was not concerned with the 
influence of hospitals on the practice of medicine, 
but the teaching hospitals, at least, which owe much 
of their status and prestige to their connexion with 
medical schools, have an obligation to those whom 
they launch into the profession. The difficulties— 
and they are many—of bringing the practitioner into 
regular association with hospital work ought to be 
squarely faced and overcome. The growth of hospi- 
talisation and contract practice may become evils 
for the profession unless its members participate in 
the advantages in other directions which become 
possible under such an organised service as the 
Insurance Act, the Local Government Act, and now 
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the movement toward codrdination of voluntary 
hospitals, are gradually establishing. The time seems 
to have arrived for a new survey of medicine by some 
body not merely concerned with voluntary hospitals, 
for it would be unwise to foster a working arrange- 
ment between voluntary and council hospitals to 
their mutual advantage without regard to the welfare 
of medicine as practised outside their doors. 


MEDICINE AND THE LAW 


The Signing of Medical Certificates 


THe Court of Appeal has given a useful reminder 
that a medical certificate should not be signed in the 
name of a medical partnership. The occasion was a 
workmen’s compensation case where both partners 
had made the medical examination ; the signature was 
in the firm’s name “‘ Legge and Legge.” Lord Justice 


Romer said he saw no objection to this signature inas- 


much as both partners were certifying; if only one 
partner made the examination, it would be improper 
to use the firm’s name. The Master of the Rolls said 
that, if the signature of the firm were used where only 
one partner had made the examination, it was not a 
valid certificate under the Act. Even in exceptional 
cases where both partners jointly examined, it was 
desirable, in order to avoid the possibility of doubt and 
litigation, that each doctor who had made the 
examination should sign individually. 


“< Two Quacks with Degrees ’’ 


An optician who advertised himself as ‘‘ the eminent 
London eyesight specialist ” and who claimed to have 
“specialised in difficult and complicated cases ” was 
the plaintiff in a libel action (Burford v. Odhams 
Press Ltd.) which was tried by the Lord Chief Justice 
last week with a special jury. The plaintiff was 
Mr. Ephraim Burford, né Binderman, who used after 
his name the imposing letters F.Q.0.P. and F.I.B.0. 


In an article headed “Two Quacks with Degrees ”’ - 


John Bull discussed the activities of Mr. Burford and 
of another “self-styled ophthalmic specialist ” Mr. 
Harry Browne. Mr. Burford was described as claiming 
to be the principal of a concern calling itself the 
Northern Optical Service, of Holloway Arcade, 
London, N.7, Mr. Browne as having formerly 
conducted a business called the National Optical 
Service at 3, The Market Place, Sleaford. John Bull 
said that Mr. Burford’s degrees had been declared 
absolutely worthless by a stipendiary magistrate 
. and that neither of the two men was qualified 
to treat people with bad sight. Mr. Burford sued the 
publishers of John Bull for damages for libel, com- 
plaining that the article suggested that he was an 
impostor and a quack and incompetent in his pro- 
fession. Mr. Browne, more tolerant of these imputa- 
tions, took no action. The defendants justified all 
that had been printed. They asked the jury to agree 
that Mr. Burford was a quack and a public danger. 
The jury did so. When a verdict had been given for 
the defendants, Lord Hewart remarked that he would 
be glad to think that this sort of enterprise was 
receiving the attention of those who have.to administer 
„the law relating to the obtaining of money by false 
pretences. 

Mr. Burford claimed in his evidence that the ordinary 
optician nowadays was a sight-testing and not merely 
a dispensing optician. Testing eyes, he said, was 
a mere routine operation ; lads of 16 years could do it 
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after three weeks’ instruction. If he found any 
abnormality in a customer’s eyes, he always referred 
the customer to an ophthalmic surgeon. Apparently 
in support of this statement an ophthalmic surgeon 
from Harley-street was called on his behalf to testify 
that Mr. Burford had sent him patients suffering from 
ailments which he (Mr. Burford) had already 
diagnosed. ‘This witness, however, damaged the 
plaintiff's cause by conceding that nobody without 
a medical degree should test eyes, by denying that a — 
boy of 16 could learn to test them in three weeks, and 
by showing scepticism as to the value of the degrees 
F.Q.0.P. and F.1.B.0.; the examination papers on 
which these qualifications were awarded he regarded 
as totally inadequate. The defendants’ counsel 
told the jury that Mr. Burford belonged to a bogus 
association with bogus examinations and bogus 
degrees, an association conducted solely to enable 
opticians who could not pass more serious examina- 
tions to put imposing letters after their names. 
Nothing much was said about the F.1.B.0. (Fellow 
of the Institute of British Optometrists); but the 
secretary to,an East Ham optician gave evidence of 
the ease with which she gained the description of 
F.Q.0.P. (Fellow of the Qualified Optical Practi- 
tioners’ Association). She knew nothing about 
optics. She was sent a paper which she filled up 
under instructions from her employer. When com- 
municating with the association she put the letters 
W.M.S. after her name; these, she explained, stood 
for Women’s Missionary Society. Her name appeared 
in a list of members who had passed an examination ; 
she sent a subscription of half a guinea. Not less 
curious was the evidence about some of the unsolicited 
testimonials advertised by Messrs. Burford and 
Browne. One of Mr. Burford’s was written by his 
father’s housekeeper; one of Mr. Browne’s was 
written by Mr. Burford himself. “ Dear Mr. Browne,” 
it began, “‘ I feel I must write and tell you how pleased 
I am with my glasses.” This seems a somewhat 
formal method of address when it is appreciated that 
Mr. Browne turned out to be Mr. Burford’s younger 
brother. 


Registration for Opticians 


At the close of Burford v. Odhams Press Ltd., the 
Lord Chief Justice said it was to be hoped that the 
scheme for establishing a register of qualified opticians 
and for tightening up the law in this respect would 
be successful. In this connexion it is of interest to 
notice a recent case in which the British Optical 
Association and one of its members were concerned. 
The Association has made rules against advertise- 
ment. Its members are not to tell the world that 
they give free sight-testing or that they use a particular 
sight-testing apparatus; they are not to advertise 
“ ready-to-wear ” spectacles or the prices or discounts | 
of spectacles ; nor are they to display testimonials or 
to claim higher skill than their fellow-members. The 
Association complained that Mr. H. J. Draper, one 
of its members, had been advertising the price of 
spectacles by printed circular and in window displays, 
and that his circulars announced that he used for 
sight-testing an instrument called the British Refractor. 
Mr. Draper was invited to attend a meeting of the 
Association’s council at which these complaints were 
to be investigated. He thereupon applied to Mr. 
Justice Crossman for an injunction to prevent the 
Association from enforcing its code of rules and from 
removing his name from the register. He contended 
that he had acted merely as employee of a company 
for the actions and policy of which he was in no way 
responsible; he denied that he had infringed the 
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articles of the Association; he said there was no 


reason for striking him off the register except the 
fact that he had advertised the price of spectacles ; 
this in itself was not a sufficient reason. His counsel 
challenged the legal authority of the Association to 
say to one of its members “ you must obey our code.” 
The court refused the remedy of an injunction. 
The incident illustrates the uncertainties of a system 
of voluntary registration. If Parliament is to be 


_ asked to confer upon a representative body of 


opticians statutory authority for the keeping of a 
professional register and for the enforcement of 
ethical standards, there must first be a general agree- 
ment about the scope oftheir vocation. It would be 
optimistic to introduce a Bill based on Mr. Burford’s 
assumptions that the modern optician is as fully 
competent to test sight as to dispense spectacles or 
that sight-testing is a piece of routine which a boy 
of 16 picks up in three weeks. Mr. Burford’s own 
witness repudiated these views. The public must 
be protected. When cross-examined about his self- 
advertisement as an ‘‘eminent London -eyesight 
specialist,” Mr. Burford replied that examinations 
did not matter—the important thing was experience. 
“ Have you ever asked yourself,” inquired the Lord 
Chief Justice, ‘‘ at whose expense you have learned ? ” 


UNITED STATES OF AMERICA 
(FROM OUR OWN CORRESPONDENT) 


POLIOMYELITIS AND THE PUBLIO 
POLIOMYELITIS in this country caused an unusual 


. amount of discussion in the newspapers as well as the 


professional journals this year. Although the disease 
has shown the usual seasonal decline, interest in the 
problem remains at a relatively high pitch. Accord- 
ing to Public Health Reports, the number of cases 
reported this year up to the week ending Sept. 18th 
was 6391, as compared with 2261 up to the end of 
the week ending Sept. 19th, 1936. Although this 
indicates a considerable increase, it is questionable 
whether it reached truly epidemic proportions this 
year except possibly in a few communities. The 
most debated question was whether schools should be 
closed in communities in which the incidence was 
relatively high and the decision in this respect varied 
considerably in different parts of the country. In 
1932 the health officers of several of the larger cities 
agreed that the schools should remain open in the 
presence of poliomyelitis, but this year those in 
Chicago as well as in some other cities delayed opening 
until the peak had passed. It is still too early to 
attempt to analyse the results or to determine whether 
there may have been any decrease in incidence as a 
result of such closures. The second point of import- 
ance was whether nasal sprays containing zinc sulphate 
which had been found effective in preventing polio- 
myelitis in: monkeys should be introduced on a large 
scale in communities with high poliomyelitis ‘rates. 
Unfortunately this question came up too late in 
most communities to receive adequate attention and 
the results obtained this year will hardly be significant. 
Furthermore it has been pointed out that the sprays 
are irritating and the side actions or possible complica- 
tions of this attempted preventive are not yet fully 
known. 


BILE SALTS FOR ARTHRITIS 


It was noted several years ago by several indepen- 
dent observers that the appearance of jaundice in 
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patients with arthritis was attended by a dramatic 


decrease in pain and remission of symptoms. At 
the last meeting of the American Rheumatism Associa- 
tion in Atlantic City tentative reports were made of the 
attempted treatment of arthritis by various prepara- 
tions of bile salts. Thus Thompson and Wyatt 
treated 10 cases of chronic atrophic arthritis with 
daily intravenous injections of a bilirubin bile-salt 
mixture for 8-12 days. They reported success in the 
production of the hyperbilirubinemia and some 
remission in symptoms of the arthritis for variable 
periods. Hench repeated these experiments, using 
bile salts, bile feedings by stomach-tube, trans- 
fusions of jaundice blood, and experimental jaundice 
from toluylenediamine, but was not able to obtain 
consistent results. If the method of Thompson and 
Wyatt can be repeated successfully it will permit 
clinical investigators to study the phenomenon more 
closely but at present the method has little to recom- 
mend it as a therapeutic procedure. 


ANTAGONISM TO SOCIALISED MEDICINE 


The Medical Society of New Jersey while pledging 
itself to codperate with existing departments of 
health has stated its view that federal control in. the 
practice of medicine should be confined to the army, 
navy, and marine corps, war veterans with disabilities 
directly due to active duty, and public health service 
in a strict sense ; and local government control to the 
maintenance of institutions for the insane, epileptic, 
and those having communicable diseases n 
isolation. Other phases of the practice of medicine 
they feel should be free from governmental super- 
vision or control. The principle of caring for the 
indigent by the use of public funds for the payment 
of physicians on a reduced fee basis should be sup- 
ported. Those gainfully employed, but in a so-called 
low wage group, should not receive government aid 
but be cared for by private physicians through ‘a 
mutual adjustment of fees on the deferred payment 
basis. Finally the society affirmed its conviction 
that compulsory health insurance or any other form 


of State medicine is not suited to the American people 


and would narm both him who gives aua him who 
takes. i 


SCOTLAND 
(FROM OUR OWN CORRESPONDENT) 


SUICIDE 


THe third of the series of Honyman Gillespie 
lectures was delivered in Edinburgh last week by 
Prof. D. K. Henderson. His subject was suicide 
which, he said, is a major problem to-day, numbering 
among its victims people of every class and every 
nation. The number of suicides in any country gives 
an index of the mental and emotional stability of its 
population. Statistics show that there had been a 
large increase in the number of suicides during the 
last century. 

Prof. Henderson claimed that a suicide is not a 
coward nor a hero, but one who exhibits feeling to 
the highest degree. To the Mohammedans and the 
Jews suicide is unthinkable, but to the Greek 
philosophers it was quite reasonable, since they, 
maintained that the struggle of life was so doomed 
to defeat that a man was justified in ending it by his 
own hand. In the past the church and the law 
have been important factors in controlling suicide— 
the former by instilling dread of the hereafter for 
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those who succeed in taking their life, and the latter 
by its treatment of those who attempt to do so. 
In Scotland the attempted suicide is not tried unless 
the act has been committed in public, but he is 
examined by a psychiatrist and is either admitted 
to a mental institution as a voluntary patient or is 
certified. He is then treated as a sick person and 
may return home later to become a useful member 
of society. 

Suicide is commoner in cities and in large boroughs 
than in country districts; it is becoming rarer in 
Sweden, Denmark, France, and Spain but more 
widespread in other European countries. It is 
commoner in the sunny cities of the Pacific coast 
than in our own and in spring and early summer 
than in autumn and winter. There are more 
attempted suicides among females, but three or four 
males are successful to one female. 

Of all attempted suicides examined during Ave 
years not one could be said to be of sound mind ; 
those apparently sane were found on investigation 
to have shown evidence of mental conflict for some 
time previously. No type of mental illness contra- 
indicates suicide and the threats of psychoneurotics 
should not be neglected. Depression is a dominating 
factor in the stiology of suicide and a depressive of 
any type is always a potential suicide—a tendency 
which increases if the patient is “policed.” Con- 
valescence is particularly dangerous; initiative 
returns, and the patient is faced with the readjust- 
ment necessary for a return to ordinary life with 
resultant mental conflict. The problem must be 
tackled, according to Dr. Henderson, by community 
organisation and individual prophylaxis, by improved 
environment and education. Religion plays a part 
which has not been sufficiently emphasised in pre- 
venting suicide by providing social relationship, help, 
and encouragement when that is often all that is 
necessary. An additional important measure would 


be censorship of the press and suppression of the 


lurid details of cases of suicide. 


DR. POLLOCK’S BENEFACTIONS 


A son of the manse, John Donald Pollock 
graduated M.B., Ch.B. at Edinburgh University in 
1892, and M.D. in 1895. After holding some hospital 
appointments he put: up his plate in the west .end 
of London and soon had a good practice, which he 
left to travel over the world with the late Duke of 
Leinster. After the Duke’s death in 1921 he started 
a ship-breaking company in Fife, which later as 
Metal Industries (Ltd.) raised many of the German 
ships at Scapa. He then started a company to 
manufacture oxygen at Rotherham, and later became 
president of the British Oxygen Company. 

This romantic story reaches its climax now, for he 
has given a sum of £250,000 to form a trust, the 
income of which will be used largely to benefit the 
students of Edinburgh University. He intends to do 
more, however, and is planning an extensive scheme 
for the welfare of students which will involve large 
capital expenditure, all of which he hopes to find 
himself. The provision of further halls of residence 
for students will form a large part of the plan. This 
scheme will be warmly welcomed, for at present a 
high proportion of the students live in lodgings, a 
state of affairs which is not entirely satisfactory. 
Dr. Pollock’s benefactions are the most important 
in Scotland in recent times: they will be parti- 
cularly appreciated because they will materially 
improve the welfare of the students at Edinburgh 
University. | 
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IRELAND 
(FROM OUR OWN CORRESPONDENT) 


MEDICINE AND LITERATURE 


In his oration to medical students at the opening 
of the Royal Victoria Hospital, Belfast, Dr. F. F. 
Montgomery, assistant physician to the ‘radiological 
department, urged his hearers to cultivate literature 
not only for the joy it brought but as a way of escape 
into “that pleasant land of thought’? where there 
are no querulous complainings of sick men, no tearful 
faces of anxious relatives, no thankless words from 
ungrateful patients ; and he reviewed the close 
association between medicine and literature through 
the ages. Hippocrates, he said, resembled the great 
classical writers of his period ; he was clear, simple, 
and precise; and whether the oath, the law, and 
the discourse on the sacred disease were written by 
him or not, they were at all events infused with the 
spirit of the father of medicine. After the migration 
of Greek medicine to Rome it was Horace who had 
much to say of the doctors of his day, and it was 
remarkable that nowhere in his extant writings was 
there a word of unkindness or ridicule of the pro- 
fession of medicine. After the passing of the Roman 
Empire the state of Europe became one of priest- 
ridden terror, of abandonment of intelligence to gross 
superstition, and, of abysmal ignorance penetrated 
by the faint but steady light of Salerno which finally 
expired in the fog of the early middle ages. Later 
Dr. Montgomery described the quaint imagery and 
ornate circumlocution of Elizabethan medical prose, 
remarking that it was Sir Thomas Browne who first 
ventured to write in English, but the profession was 
slow to accept the vulgarisation of medicine. In a 
more recent epoch the orator had equally happy 
things to say about Oliver Goldsmith and Oliver 
Wendell Holmes. He expressed amazement at 
Dickens’s knowledge of the professional medical life 
of his day, his characters revealing deformity and 
twisted nature both in body and mind. The literary 
tradition in English medicine may be said, Dr. 
Montgomery concluded, to have culminated in the 
two regius professors at Oxford and Cambridge, 
Osler and Allbutt, whom Osler facetiously dubbed 
the brothers regii. Their literary efforts were largely 
devoted to the history of medicine: in this field 
Allbutt was the profounder scholar of the two and 
his Greek Medicine in Rome, written when he was 
over eighty, is a masterpiece of erudition and clear 
thinking. Definitely harmful, Dr. Montgomery 
remarked-in taking leave of the students, is an 
exclusive devotion to the work and literature of our 
profession. 


MEDICAL REGISTRATION 


The present Irish Free State Medical Registration 
Council held its first meeting on Nov. 2nd. The 
several bodies entitled to nominate representatives 
had nominated the same representatives as heretofore, 
with the exception of University College, Cork, which 
had not yet chosen its representative. The previous 
direct representatives were again elected. Dr. Denis 
Coffey was re-elected president. 


Mr. Richard Atkinson Stoney has been appointed 
to represent the Royal College of Surgeons in Ireland 
on the General Council of Medical Education . and 
Registration, in room of the late Sir Thomas Myles. 
Mr. Stoney is a past president of the College, and is 


senior surgeon to the Royal City of Dublin Hospital. 
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PARIS 
` (FROM OUR OWN CORRESPONDENT) 


BCG BY PARENTERAL INJECTION 


THE communication made to the French Academy 
of Medicine on Oct. 5th by Dr. B. Weill-Hallé and 
Dr. L. Sayé on the appearance of an allergic response 
to BCG given by subcutaneous or intracutaneous 
injection gained in significance from the fact that 
Dr. Weill-Hallé was the first to give B C G to human 
beings under Calmette’s supervision. The same 
observers now report on their attempt to ascertain, 
by carrying out Pirquet and Mantoux tuberculin 
tests after the injection of B C G, the length of the 
interval. between such an injection and an allergic 
response thereto. These investigations were also 
intended to provide material for comparing the two 
tests, Pirquet and Mantoux. It may be noted in 
passing that the frequent failure of the oral adminis- 
tration of B C G to give rise to any allergic response 
has induced French workers to favour its parenteral 
administration. Weill-Hallé and Sayé studied the 
tuberculin reactions of 33 children given subcutaneous 
injections of BCG, and 17 children given intra- 
dermic injections of it. They found that the sub- 
cutaneous injections provoked abscesses with sinuses 
in six cases, the sinuses remaining open for two to 
three weeks. In about 40 per cent. of the cases, 
Mantoux’s test with 0-1 mg. of tuberculin gave a 
positive reaction sooner than the Pirquet test, and 
this gain in time by the Mantoux test was most 
evident when the dosage of BC G had been highest. 
When only a small quantity of B C G was injected 
it usually took seven to eight weeks for an allergic 
response to be demonstrable. This interval could be 
reduced to three or four. weeks or less by raising 
the dosage of BCG at the risk of benign abscess 
formation. : 


PIRQUET TESTING IN THE FRENCH ARMY 


The value of the Pirquet test in a search for 
unknown sources of infection has been proven with 
precision by two Army doctors, Dr. Debénédetti and 
Dr. Balgairies who have curried out the test on 
936 recruits. Two successive tests, made at an interval 
of eight days, showed 187 to be negative reactors. 
When 122 of them were again tested with tuberculin 
after six months’ service, as many as 47 were found 
to be positive reactors. These white sheep turned 
black were most unevenly distributed in the different 
companies of the regiment ; and suspicion fell particu- 
larly on two companies because of the high rate of 
conversions from negative to positive reactions. 
In one of these companies not only had all the nega- 
tive reactors ceased to be so, but there were also 
several clinically demonstrable cases of recent tuber- 
culosis. It was eventually discovered that the 
healthy appearance and good record of service of a 
non-commissioned officer covered extensive pul- 
monary lesions. He had a plentiful supply of tubercle 
bacilli in his sputum, and his educational functions 
evidently provided good opportunity for spraying his 
audience with them. 

A HYGIENE CONGRESS 

From Oct. 25th to 28th inclusive the twenty-fourth 
Hygiene Congress was held at the Pasteur Institute, 
with Prof. E. Lesné, president of the Société de 
Médecine Publique et de Génie Sanitaire, in the 
chair. The indefatigable secretary-general of ‘the 
Congress was Dr. R. Dujarric de la Riviére. The first 
subject on the programme was school hygiene, and 
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several papers were read on the burning question of 
overwork in schools. There seems to be a growing 
suspicion that children stuffed like so many sausage 
skins are liable to burst. Dr. Armand-Delille inter- 
ested the meeting by showing how effectively over- 
work has been avoided in the open-air school with 
which he is connected. Another subject discussed 
was a healthy milk-supply, mostly on highly 
technical lines, and a third was one which has 
not hitherto figured conspicuously in discussions on 
the hygiene of childhood. “Les inadaptés urbans ”’ 
are the persons, children for the most part, who flag 
in towns and blossom out as soon as they are removed 
to the country, seaside, or mountains. Though 
every medical practitioner has practical experience of 
these urban misfits, their comprehensive study as a 
sociological, nosological group, as Prof. Mouriquand 
of Lyon pointed out, is comparatively new. While 
most children adapt themselves more or less to their 
urban milieu, some continue to be partial or total 
misfits in it. One'of Prof. Mouriquand’s proposals for 
dealing with these is the provision of special schools 
for them in the country, by the sea, or on mountains ; 
he would like to see this extra-urban school conducted 
on most modern hygienic lines, with balanced diets 
and various hydropathic amenities. The average 
taxpayer may regard all this as costly and new- 
fangled nonsense, but in view of the number of 
persons who cannot live a town life without wilting 
we are likely to hear more of it. 


PRONTOSIL ET HOC GENUS OMNE 


What a polysyllabic strain the Prontosil group of 
drugs puts upon us! In a recent communication to 
the Academy of Medicine Dr. E. Fourneau and four 
of his collaborators have given an account of their 
investigations of the relationship between the chemical 
constitution and the therapeutic, antimicrobic 
activities of certain organic derivatives of sulphur. 


Their researches have shown that p-aminophenyl- 


sulphonamide (1.162 F.) is out-rivalled by several 
other derivatives of sulphur both with regard to high 
bactericidal action and low toxicity. The preparation 
they have found to possess the highest chemothera- 
peutic coefficient is di-acetyl-amino-di-phenyl-sulphone 
(1.399 F.). 


HUMAN MILK FOR DELICATE BABIES 


Both last year and this the Ministry of Public 
Health has given its support by circular letters to the 
practice of feeding delicate babies on milk gathered 
from various human sources under strict precautions, 
and certain hospitals and voluntary bodies have 
taken their cue from this official recommendation. 
As early as 1923 a hospital in Marseilles organised a 
service for the provision of human milk, and in 
November, 1936, Prof. Couvelaire’s maternity service 
in Paris followed suit. Here the mothers who sell 
their surplus milk are given board and lodging, are 
not allowed to undertake heavy work, and live 
under medical supervision. The surplus milk is 
drawn off by an electrical suction pump into small 
sterilised flasks which are hermetically sealed. This 
milk is sold at cost price on the understanding that 
it goes exclusively to the infants specially needing it. 
The daily press and other vehicles of publicity are 
making this movement known and its adoption by 
other maternity centres may be anticipated. 


MUNICIPAL HosprraL AT DONCASTER.—Doncaster 
town council have in principle approved the provision of 
a municipal hospital at an approximate cost of £100,000. 
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GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 
various occupations. Each contributor is responsible for the section for a month ; 
. his name cam be seen later in the half-yearly index 


FROM A SALARIED SURGEON 


II 


Bur what about the teaching of students? This, 
say the conservatives, is where our system excels. 
Since this question must be discussed we may as 
well get on with the comparison that has to be made 
between the professorial or continental system and 
our own way of doing things. 

It is said that we shine particularly in turning out 
men who are clinicians: they are able to arrive at a 
reasonably accurate diagnosis by taking a careful 
history and by making proper use of their senses in 
the examination of the patient. Mechanical aids 
are kept in the background, and the doctor with his 
little bag is able to face the world with some claim 
to self-sufficiency. Nothing could be better for the 
majority who go to join the ranks of the general 
practitioner. 

Let us try to find out exactly what supports the 
special claims of the honorary physician or surgeon 
whose boast it is that he is “in touch with men in 
practice ” ; if he can say this, then it is supposed to 
follow that he is a good clinical teacher. 


$ % * 


He is called to see patients in the depths of the 
country, and grave decisions have often to be made 
on clinical grounds alone. (This happens, too, in 
the life of a continental professor.) Yet with our own 
men the answer often is, ‘‘ I’ll take him into hospital— 
to-morrow if possible ’’—a sure indication that the 
diagnosis cannot be definitely settled without some 
special aid, or that the treatment cannot be carried 
out properly with the limited resources at the dis- 
posal of the very best G.P. in the district. Another 
factor is concerned with the management of ‘cases 
seen in the consulting-room. The consultant has to 
be a first-rate clinician: for the simple reason that 
the investigations that he would like to have carried 
out in certain cases would mean sending the patient 
on a tedious and expensive tour of the borough of 
Marylebone—and the cost is sometimes prohibitive. 
The bare minimum must suffice. For myself I am 
inclined to prefer this to the sausage-machine investi- 
gations of some American clinics, since it compels 
the clinician to have an accurate knowledge of the 
possible value and relevance of the various aids to 
diagnosis. Yet I know several men in consulting 
practice who complain bitterly and with justice 
about their inability to investigate their private 
patients as completely as they do those they treat 
in hospital. Lastly, there is the two-bags-and-a- 
portable-table part of the business. This is where one 
is really “in touch with the men in practice.” The 
first case in which I acted as a private assistant was 
a man with an assortment of stones in his common 
bile-duct ; we did the job at a cottage hospital in 
Hertfordshire. It took a long time to fish out the 
stones, and when we had scored six, the dear old 
practitioner in charge of the case was moved to 
fondle the stones as they lay on the abdominal 
towels. He was not scrubbed up. I covered them 
with a small towel and spent the rest’of my time 
elbowing him out of the way when he was itching 
to poke our subsequent catches. It often means 


doing difficult work under conditions that do not 

make for success, and unless such conditions are 

unavoidable, nothing on earth can justify this front- 

parlour operating. : 
* % 


This is the sum of our teachers’ peculiar qualifica- 
tions for turning out men who are clinicians. This 
special claim is based, if not on a complete miscon- 
ception of the teaching of medicine, then at least on 
a certain woolliness of mind. In this country there 
should be no risk of imagining that clinical investi- 
gation and mechanically aided investigation are 
alternative, or even rival, methods of diagnosis ; 
the first the only method available for the G.P., the 
second the prerogative of the hospital worker. 

The truth is that clinical investigation must always 
come first. No machine can tell us that the patient 
has a facial palsy, or a quinsy, a hydrocele, or varicose 
veins. But clinical signs can carry us only so far. 
A deranged viscus is under no obligation to whisper, 
let alone shout, its troubles to the most observant 
and sympathetic observer at the bedside. As a 
distinguished urologist once said of the kidney, ` 
“The worst about the wretched thing is that it’s 
almost dumb.” l 

Clinical examination narrows the field until one 
can say that the hæmaturia is due to A, B, C, or D, 
or that there is a lesion somewhere near the hip- 
joint, though in many cases the answer is one and 
one thing only. 


* + * 


Having gone so far, the special aids to diagnosis 
become essential for the completion of the investi- 
gation. A radiogram must almost always be taken 
to show the ‘presence of a secondary malignant 
deposit, in the spine ; transillumination to show what 
is happening in the maxillary antrum; you may 
land up in court if you don’t take a swab in a case 
of puerperal pyrexia; and you cannot diagnose 
pernicious anemia for certain without a blood 
examination. We all have a few good stories about 
brilliant spot diagnoses or operations on board ship, 
but the heroics of the episodes that we enjoyed at 
the time would very properly be condemned on dry 
land. A man once came to the out-patient depart- 
ment of a hospital with what seemed to be a typical 
displacement of a knee cartilage. The H.S., a good 
clinician, decided to reduce it without bothering about 
a radiogram. It happened that the man’s real 
trouble was a giant cell tumour in the lower end of 
the femur which had not yet expanded the bone. 
The trouble is that we sometimes skip the minutiz 
of the clinical examination, because we think that 
radiography will pick up whatever we may have 
missed and tell us much more besides. 


Ls 


* * + 


The inculcation of a right attitude in the mind of 
the student depends not on the status of the teacher 
so much as on his understanding of the subject. 
Some honorary physicians cannot be persuaded to 
go into a case seriously (in hospital practice at any 
rate) until all the investigations have been carried 
out, while, on the other hand, not a few professors 
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are renowned for the excellence of their purely. 


clinical work. 
We must not damn the whole-time men on the 


grounds of their remoteness from the problems of 
general practice or their so-called ‘academic outlook. 


I have to thank a professor of medicine in London 
for the instruction he gave me in the clinical examina- 
tion of-a patient. 


And now, haved disposed of this - question of 
teaching the student, we find that it is nat so relevant 
as it appears to be.. 
hospitals which; however important they may be, 
do not deal with the bulk of the sick who are in need 
` of hospital treatment, i ie 


PAY-BEDS AT ST. MARY’S _ 


< H.M. THE QUEEN opened the private patients’ 
wing at St. Mary’s Hospital, Paddington, on Nov. 10th. 
‘The wing is intended for patients of moderate means 
and has 56 bedrooms: at seven guineas a week and 
ten at twelve guineas. The building is in the charac- 
- teristic style of its architect, Sir Edwin ts ed and 


It applies only to teaching 


but they: vary in colour; the furniture, whether of 
eak or mahogany, is unobtrusively modern. 

On the first floor there are two theatres with their 
satellite rooms. The. theatres are. equipped with a 
suction apparatus, an emergency lighting system, 
and a switch panel specially constructed to be spark- 
proof. ‘Surprisingly the surgeons’ basins are placed 
in short corridors, separated from the theatres by 
glass windows and reached ` through the sterilising 
rooms. The diagnostic radiographic department, 
the very latest of its kind, occupies most of the ground 
floor where there is also a small waiting-room. On 
the souterrain is a long dining-room for sisters and 
staff nurses facing south on acourtyard and ingeniously 


furnished ‘with tables each of which can seat four 


or be extended easily to join with the next. The 
kitchens, on the same-floor, are designed on the prin- 
ciple of a modern factory: goods brought to a yard 


are taken to an outer kitchen for preparation, and 


then pass on through the kitchen proper to leave as 
the finished. article by the electrically heated lift at 


the other end. All'cooking is to. be done by gas or 


steam, and the air-conditioning plant (also installed 
for the theatres) will prevent the kitchen smells 
from percolating through the building. 7 

The: wing has cost about £80,000, the expense 
having been met from the gift of an ‘anonymous 


donor, and.it opens free of debt. 


A NEW CHILDREN’S WARD 


Occasion was also taken of the royal visit to open 
the children’s medical ward, a centenary memorial 


to Lewis Carroll after whom it is called. The ward 


replaces the maids’ quarters at the top of the Mary 
Stamford wing of the old hospital. It is a long room 
with windows the whole length and two observation 
cubicles at each end. The rest of the 26 cots will be 
provided with glass screens to diminish the risk of 
infection from bed to bed. In the.middle of the 
ward stands. a kiosk to serve as sister’s room and also, 
surely; as an island for the children to walk round. 
The walls are happily decorated with er peur of 
scenes from “ Wonderland.” 


/ INFECTIOUS "DISEASE 


ROJ IN ENGLAND AND WALES DURING THE WEEK ENDED 


The block 


atients’ ani ane: 
faintly indicated on the right has not yet been built. 


Sketch of the new private 


stands behind the old hospital, fronting on the 


quietude of South Wharf-road. ‘The red brick exterior 


is dignified and symmetrical, while the interior with 
its severe economy of space and simple ornamenta- 
tion seems fitted for service without pretentiousness. 
The lay-out has been kept compact to save the nurses 
unnecessary steps, and the block is almost a com- 
plete hospital in itself. The bedrooms which occupy 
the top three floors are all single rooms except for a 


. wardlet, furnished for. children, which can be made. 


into single rooms as required. The rooms are alike 
in having plugs for wireless, telephone, and electric 
fires, and the usual lighting system for calling nurses, 


‘poliomyelitis, 21 ; acute polio-encephalitis, 2 


‘Count: 


ae OCT. 30TH, 1937 


N otifications.—The following cases of infectious 
disease were notified during the week : ‘Small-pox, 0; 
scarlet fever, .2601 ; diphtheria, 1694; enteric fever, 
40; pneumonia (primary or influenzal), 819; puer- 
peral pyrexia, 191 ; cerebro-spinal fever, 18; acute 
; enceph- 
alitis iethargica, 4; dysentery, 59; ophthalmia 
neonatorum, 90. No case of cholera, plague, or 
typhus fever was notified during the week. 

The number of cases in the Infectious Hospitals of the London 
Council on Nov. 5th was 3563, which included: Scarlet 
fever, 941; di penerley 1343 (diphtheria Aig ame measles, 
106; whooping-cough, Prerporal fevers 7 mothers 
(plus 12 babies); cnosphailtie f thargica, 2 poliomyelitis, 

At St. Margaret’s Hospital there ons 2s babies (plus 
ii “mothers) with ophthalmia neonatorum. 

Deaths.—In._ 124 great towns, including London, 
there was no death from small-pox, 1 (1) from enteric 
fever, 11 (0) from measles, 1 (0) from scarlet fever, 
9 (1) from whooping-cough, 25: (3) from diphtheria, 
58 (12) from diarrhcea and enteritis under two years, 
and 36 (9) from influenza. The figures in parentheses 
are those for London itself. 

Liverpool-had 8 fatal cases of measles. Diphtheria was fatal 
a 17 Jt greet towns, Liverpool re ortin 3, no other town more 

Liverpool also reported. deaths from diarrhæœa, 
W iewcrntio omens 6, Sunderland i 
The number of stillbirths notified during the week 
was 260 (corresponding to a rate of 39 per 1000 total 

births), including 41 in London. . 
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PUBLIC HEALTH 


The Health of Londoners 


Sir Frederick Menzies’s report! for 1936 suggests 
that the birth-rate in London may really have touched 
bottom in 1932 and that the slight rise from 13:2 
to 13-6 per thousand which has taken place since then 
may be the beginning of an upward trend. The infant 
mortality-rate was higher in 1936 than in the previous 
year—66 compared with 58 per thousand live births 
—mainly owing to the usual biennial epidemic of 
measles, which caused 584 deaths in 1936 and only 
19 in 1935, and to a high mortality from diarrhea, 
the highest recorded since 1921. In this report 
Mr. C. A. Gould continues his observations on 

igration. There are two well-defined streams: 
the first consisting of Londoners, mainly children and 
married adults, moving out into the outer ring and 
the home counties, and the second of young men and 
women from the provinces moving in in search of 
work. Before 1881 the net result of this movement 
was a gain to the county, but since then the emigrants 
have considerably outnumbered the entrants. The 
majority of these entrants, as might be expected, 
come from the home counties, but it may be noted 
that the proportion of aliens in London has doubled 
since 1861 and so has the proportion of Welshmen, 
whereas there are much fewer immigrants from 
Ireland. The maternal mortality-rate in 1936 was 
1-98 per thousand live births, by far the lowest ever 
recorded. Good progress was made during the year 
with slum clearance, 4084 houses being dealt with, 
making a total of 14,311 since the passing of the 1930 
Housing Act. The housing survey in the metro- 
politan boroughs showed, however, that 71,000 
families, representing 9-1 per cent. of the population, 
were still living in overcrowded conditions. In the 
venereal diseases clinics defaulting is still a serious 
problem, and efforts are being made to check it by 
transferring patients to clinics more conveniently 
situated for them, by arranging for treatment of 
gonorrhea to be given at hours when the medical 
officers are not in attendance, by grants for travelling 
expenses, and by following up defaulters by letters 
or personal visits. Though the death-rate from 
pulmonary tuberculosis showed a slight rise, the 


2 Annual Report of the London County Council, a 
Vol. 3 (Part I). London: P. S. King and Son. Pp. 69. 


WEEKLY NOTIFICATIONS 


AVERAGES FOR CONSECUTIVE 


number of primary notifications of this disease fell 
from 6459 in 1935 to 6232, only the abdominal form 
being somewhat more frequent. The milk brought 
into London in large tanks is no longer sampled 
owing to the impossibility of tracing its farm of 
origin, but of the churn milk examined 9-3 per cent. 
of samples were found to be tuberculous, compared 
with 12-6 per cent. in 1935. Rather more than 
300 selected tuberculous patients are now under 
treatment at the Papworth and Preston Hall settle- 
ments, not all of them being permanent settlers, 
and in addition a number of youths between 14 and 
18 years are sent to the Burrow Hill colony where they 
receive a course, lasting one or two years, either in 
clerical work or as gardeners, certain of the latter 
being given employment later in the L.C.C. parks. 
Dr. F. J. Bentley has continued his inquiries into the 
number of tuberculous patients in whom intimate . 
association ‘with a previous case can be proved. 
Of the 5500 patients so far investigated roughly a 
third have exhibited contact of some sort, mostly 
with sufferers from sputum-positive disease. Dr. 
Bentley concludes that in order to find early cases 
every effort should be made to examine and supervise 
contacts, and especially young adult contacts, of 
living sputum-positive cases and of those recently 
dead from the disease. - 


Poliomyelitis in England and ‘Wales 


In THe Lancet of Sept. 25th (p. .767) we drew 
attention to the fact that the number of cases of 
anterior poliomyelitis notified in England and Wales 
(63 cases) was then higher than any weekly total 
recorded in this country since the relatively wide 
prevalence in the second half of 1926. With the then 
prevailing world-wide epidemicity of the disease this 
unfavourable position was obviously one for some 
disquiet. Fortunately that disquiet has been to 
some extent dispelled by the subsequent course of the - 
notifications. Since the middle of September the 
number of cases reported has declined week by week 
and although in the weeks of both September and 
October the absolute numbers have been consistently 
and appreciably higher than the corresponding 
figures of 1935 (a fairly normal year for poliomyelitis) 
they have not been maintained at the exceptional 
levels of 1926. Up to the end of October 703 cases 
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have been notified in the current year, compared with 
531 cases in 1935 and 853 in 1926. 


South Devon has had an unusual incidence of acute 
poliomyelitis during the last few weeks. Cases have 
been reported from Newton Abbott and from scat- 
tered rural areas. The city of Plymouth has been 
free from other than sporadic cases since 1921, when 
there were 18 cases ; there were none in 1936 and two 
only in 1935. Plymouth takes in cases of infectious 
diseases from neighbouring rural areas by arrange- 
ment, and following intimation that cases of polio- 
myelitis of some severity had occurred within the 
county area action was taken to ensure prompt 
treatment for all cases, overt or suspected. Up to 
the present only two cases with paralysis have 
occurred within the city but certain points of adminis- 
trative interest have arisen. It has been arranged, 
Dr. T. Peirson tells us, for patients to be admitted 
in the first instance to the isolation hospital where 
they remain for three weeks. Patients are seen on 
admission by an orthopedic surgeon -and initial 
treatment is carried out under his supervision, 
apparatus and specialist staff being provided by the 
municipal orthopedic hospital. At the end of three 
weeks, provided there has been no recrudescence, 
they are transferred to this hospital (120 beds), 
treatment being continued under the surgeon who 
first saw the case. 

Lately there has been an increased incidence of 
“colds ’’—i.e., a febrile illness in which catarrhal 
symptoms are well marked; in the early stage of 
these attacks, Dr. Peirson remarks, the existence of 
poliomyelitis should. be considered, at present. The 
question can however only be settled by examina- 
tion of the cerebro-spinal fluid and it is impossible 
to admit all such cases to hospital for this purpose, 
while the performance of a lumbar puncture in the 
patient’s home, especially in the case of a child, may 
be unwise. Incidentally the pathological findings 
have not been typical in clinically defined cases. 
So far all such cases have been isolated at home and 
appear to have recovered without paralysis. One 
case of epidemic encephalitis and one Landry’s 
acute ascending myelitis are known to have occurred 
in the neighbourhood. 


Milk Distribution in the Summer Holidays 


The arrangements that were made for an experi- 
mental distribution of milk to certain London school- 


children during these last summer holidays worked — 


very smoothly. The distribution was made at six 
centres, five of them being at the children’s 

asiums in public parks, and was carried out by 
the park staff. Those children who received two 
bottles of milk daily on the doctor’s recommendation 
either free or at half price in term-time received one 
bottle every morning, and at Battersea Park those 
who pay the full price in school were supplied with a 
bottle daily. The weather was kind, there being only 
two wet days during the experiment, but attendances 
were rather disappointing. At all the free centres the 
largest number of children attended on the first day 
and the numbers thereafter declined progressively, 
the average figure for the whole period being about 
50 per cent. of those who had a doctor’s recom- 
‘ mendation. ‘There was a poor attendance on August 
bank holiday, when many children were elsewhere 
with their parents, and on the second wet day, 
which occurred towards the end of the holidays 
when the first enthusiasm had waned. Curiously 
enough the attendance of the “ paying” children 
was very much better, and, ignoring the wet days and 
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bank holiday, their average increased from 73 per 
cent. in the first half of the holidays to 80 per cent. 
in the second half. | 


Water-borne Typhoid at Croydon 


Twenty-seven cases of typhoid fever have been 
notified in Croydon since Oct. 19th. Two of them are 
seriously ill. Inquiry into the relation between the 
cases did not elicit any common milk- or food-supply, 
and Dr. O. M. Holden, medical officer of health, 
informed the council on Tuesday that the infection 
had been traced to contamination of the deep well 
in the chalk at Addington. Owing to the position 
and depth of this well the water from it has not been 
continuously chlorinated as has been done with the 
water from the shallow wells at Waddon and Surrey- 
street. The Addington water was cut off from 
the public on Nov. 4th and investigations are in 
progress to trace, if possible, the specific source of 
contamination. 
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From a clinical lecture on, the general treatment of 
surgical cases ; delivered at University College Hospital 
by Mr. Liston. 

GENTLEMEN who have come to the hospital for the 
first time, after witnessing the practice of their masters 
in public or private, are generally struck with the mode 
in which the local treatment of injured and inflamed parts 
is conducted. ... They are agreeably surprised also, I 
believe, at the absence of fœtor, and at the airiness and 
sweetness of our wards. A great deal of this arises out 
of the simple, though I trust I may add efficient, local 
management. In the first place, you will notice that great 
attention is paid to the position of injured parts. The 
extremities, you will observe, are always considerably 
elevated on inclined planes above the level of the trunk, 
and the return of blood is thus favoured from the affected 
part. ... You will find that all our fractures, lacerated 
and bruised extremities, sprains, ulcerated, swollen, and 
inflamed limbs are managed on this principle, and if so 
treated from the first, the action is kept under, the patients 
suffer comparatively very little, and the parts regain 
their normal condition speedily, and with little further 
interference. Rest of the affected part is also essential 
to its recovery, and this must occasionally be secured by 
proper apparatus, in the application of which, however, 
great care must be observed, so that no obstacle may be 
offered to the free circulation of the limb. ... 

The simple management of wounds is also deserving of 
your attention. Those produced by accident are seldom 
so clean and free from bruising of their edges, or if so, 
are seldom made in so favourable a direction as to enable 
us to indulge a hope of their healing without discharge, 
and by the first intention.... Discharge is to be favoured 
by all possible means, and this is done after the bleeding 
(which is seldom very profuse unless some large vessel is 
divided pretty clean) is arrested, by the application of a 
poultice, or of the water-dressing. . . . | 

Intentional wounds, those made for the removal of 
diseased parts, of parasitical formations, may often be so 
planned that the edges can be laid together with great 
accuracy, and retained by suture, or plaster, so that they 
shall heal with little, if any, discharge.... The sutures are 
few in number, and removed at a very early period. The 
plaster is very adhesive, but unirritating, and keeps its 
hold very often until the cure is completed.... A load 
of dressing always interferes with the circulation, heats 
the part, puts it in a forcing-bed, as it were, encourages and 
retains discharge, thus giving the patient great annoyance 
from stench, great pain in their removal and reapplication ; 
much harrassing and unpleasant duty is also imposed on 
the surgeon. The wounded part is, on the contrary, 
covered merely by a few strips of plaster, lies cool and 
comfortable. 
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CORRESPONDENCE 


SPECIALISM IN SURGERY 
To the Editor of THE LANCET 


Simr,—In his presidential address to the British 
Orthopedic Association Mr. Rowley Bristow! has 
returned to the old problem of the degree to which 
specialisation in surgery should be carried. He 
brings up some interesting points in his discourse. 
He claims that surgery has already been decen- 
tralised, and that it should be broken up into small 
sections to which specialised surgeons should be 
confined. He criticises the current method of educa- 
tion of medical students, recommending that in a 
general unit students should be taught the “ principles 
of surgery,” and the “ rudiments of practice ” which, 
he explains, mean “ inflammation, the examination of 
the patient in bed, note-taking, and elementary 
theatre technique.” Then the student is to proceed 
to the real business of acquiring surgical knowledge 
by attending the clinics of a series of specialists. 
“ He can then see surgery as a whole.” Now this is 
the ultimate object of training of the average medical 
student destined to become a general practitioner, 
but if ‘‘ no single mind is big enough to cope with the 
mass of knowledge which is now available,” and if, 
as Mr. Bristow affirms, any interest in a specialty 
expressed by a general surgeon is “‘ one of lip service 
only °” how can we expect the unfortunate medical 
student to perform this impossible task and ‘see 
surgery as a whole” which he must do if he is to 
advise his patients ? 

The truth is that there has been some confusion of 
thought about specialisation. It is convenient to 
have cases of one kind collected together that skill 
in the technical art of surgery may be acquired, but 
can it be seriously maintained that the sum of human 
‘Knowledge of surgical diseases of the rectum, for 
instance, is a large enough realm of learning to 
occupy the whole mental energy of a man of average 
intellect ? And is it a very great task for a general 
surgeon of such ability to be versed in all that know- 
ledge which has been accumulated in the treatment 
of fractures? The suggestion when presented like 
this becomes absurd. If the general surgeon should 
disappear it will be a very great loss to medical 
education and to surgical progress. There arb many 
examples of general surgeons making contributions 
to specialties. With the exception of a few details 
in technique the whole of the principles of the treat- 
ment of fractures were worked out by general 
surgeons. Has Arbuthnot Lane, pre-eminently an 
abdominal surgeon, made no contribution to the 
operative treatment of broken bones, and did not 
Macewen work out the surgery of middle-ear suppura- 
tion? Many other examples could be quoted. 
Visits to clinics in this country and abroad have 
impressed upon me the extraordinarily good influence 
upon surgery of the sanity of outlook of the out- 
standing general surgeons, and also the extra- 
ordinary versatility of these gifted individuals in 
operating upon such different regions of the body as 
the thorax, abdomen, limbs, and even the central 
nervous system. 

I believe that the main surgical teacher of the 


student who is to become a practitioner should be a . 


general surgeon. This does not mean that he must 
be a specialist in every department of surgery, but 
he should be of sufficient mental calibre to be capable 
of taking an interest in and talking intelligently to 
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his students about these specialties. The general 
skill and surgical manipulations required to remove a 
stomach or rectum, a cartilage in the knee, or to 
perform a neurorrhaphy, all belong to the same 
order of technical handicraft. It is obvious, if a 
sufficient experience has been gained, that there is 
no reason why a general surgeon should not excise 
a knee, or an orthopedic surgeon an appendix. But 
that is where segregation of cases and specialisation 
is necessary in order to give certain individuals the 
opportunity for acquiring the necessary skill. In the 
past general surgeons frequently took a particular 
interest in one branch of surgery or, rather sur- 
prising to modern specialists, in two or more branches 
whilst continuing their general work. This is how 
specialists arose, and with the right type of mind, 
with the man who knows his limitations, it is ideal. 
It.is to be hoped that specialisation will not become 
too rigid in its limits, that this kind of interest may 
still be allowed the general surgeon. 

In the hospital to which I am attached there is an 
orthopedic department and a fracture clinic under 
the care of the orthopedic surgeon with two assistants 
who are members of the general professorial. unit. 
The system works admirably. Curiously enough the 
only compulsory surgical lectures are those given by 
the orthopedic surgeon and the ophthalmologists. 
Systematic lectures in general medicine and surgery 
have been abolished. The fight for recognition of the 
orthopedic surgeon is won, as is also the fight for 
fracture clinics. All the knowledge necessary for the 
adequate treatment of fractures has been available 
for many years. The organisation for applying such 
knowledge was lacking. It is to the great credit of 
the orthopedic surgeons that they recognised this, 
and worked for the establishment of efficient clinics. 
Having obtained them every right thinking man 
agrees with the justice of delegating such clinics to 
the orthopedic surgeon’s care. 

It is to be hoped that the undergraduate student 
will still be associated with a general surgeon as his 
main teacher, and that he will continue to attend the 
special departments as he does in many schools 
now. It is also to be fervently desired that there 
may be increased opportunity for liaison between the 
special and general departments as is actually in 
being between the orthopedic department and the 
professorial unit at St. Mary’s. In this way young 
surgeons engaged in the general work of the unit 
become interested in orthopedic work. Such young 
men would seem to form the best recruits for the 
orthopedic specialty. | 

I am, Sir, yours faithfully, 
London, Nov. 8th, CHARLES PANNETT. 


SULPHANILAMIDE AND RELATED 
SUBSTANCES 


To the Editor of THE LANCET 


Sir,—The report in your last issue of a discussion 
on this subject at the Royal Society of Medicine con- 
tains one misstatement—or rather two—for which I 
must accept the responsibility. The misleading sen- 
tences run: “‘ Within the last few months some sub- 
stances had been described which differed from 
sulphanilamide and apparently had a stronger 
curative effect. Among these were Proseptasine . . . 
and Soluseptasine, and the sulphones, in which there 
was no sulphonamide grouping.” 

These three substances should not have been con- 
sidered together. The point I intended to make was 
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that one of the sulphones, recently described by Dr. in Spain, (2) the number of deaths in the next epidemic 


Buttle and his co-workers, had a greater curative 
activity in spite of the fact that it had no sulphon- 
amide radical (and presumably was not converted into 
a substance containing such a radical in vivo). 
Proseptasine and Soluseptasine on the other hand 
have a sulphonamide radical but have not a greater 
curative activity than sulphanilamide. 3 
I am, Sir, yours faithfully, 
LEONARD COLEBROOK. 


Queen Charlotte’s Maternity Hospital, 
Hammersmith, W., Nov. 8th. 


SULPHANILAMIDE IN GONORRHGA 
To the Editor of TuE LANCET 


S1r,—It is difficult to assess the value of any new 
form of treatment, and although sulphanilamide may 
have a permanent place in the treatment of acute 
gonorrhea there is, I think, need for caution. in its 
use apart from the danger of poisoning. It has a 
rapid effect on signs and symptoms. The redness of 
the meatus disappears quickly and the amount of 
discharge diminishes at once. If the improvement 
continues it may lead the patient into believing that 
a cure has been obtained and he may stop attending 
doctor or clinic. If the condition is a pure anterior 
infection all may be well, but if the posterior urethra 
is infected, as it is in most cases, although the patient 
is well superficially, the urine is sure to contain pus 
and the patient is still highly infectious. 

In a recent case of my own with a posterior infec- 
tion I was struck by the improvement with Prontosil 
~ Album (2 tablets three times a day for 14 days—a 
total of 42 grammes) combined with weak perman- 
ganate irrigation. There were no symptoms referable 
to the prostate but on rectal examination I found the 
gland large, hard, and tender, and the urine was 
cloudy with pus. The importance of this observation 
is that if the public get to know that sulphanilamide 
cures the symptoms and they can obtain the 
drug from a chemist they may be tempted to treat 
themselves and the result will be disastrous. 


I am, Sir, yours faithfully, . 
” Devonshire-place, W., Nov. 8th. RICHARD ROPER. 


PROPHECY 
To the Editor of Tue LANCET 


Sir,—Prophets, even statistical prophets, are so 
frequently disappointed by events that I cannot 
resist the temptation to record a successful venture. 
On p. 287 of my book “Epidemics and Crowd- 
Diseases,” published in 1935, the following passage 
OCCUIS : | 

“ Some years ago, in the course of a discussion I said 
that there was a good deal of evidence in support of the 
proposition that Edward Jenner was a rague—as indeed 
there is, and also a good deal (in my opimion, a good deal 
more) of evidence against it. I shall no doubt always be 
quoted by some fanatics as having said that Jenner was a 
rogue.” | 


On p. 197 of the Vaccination Inquirer, bearing date 
Nov. Ist, 1937, the following passage occurs : 


“The Prime Minister opened the ‘campaign ‘on 
30th September in a speech broadcast from the London 
School of Hygiene and Tropical Medicine. A member of 
the staff of that school is Professor Major Greenwood, who 
has made a thorough study of Jenner’s and Creighton’s 
claims and has come to the conclusion that there is no 
doubt that Jenner was a rogue.” 


To save correspondence, perhaps you will permit 
me to say that my forecasts of (1) the end of the war 


of influenza, and (3) the winner of the Derby in 1938 
are not yet ready. 

I am, Sir, yours faithfully, 

London, W.C., Nov. 3rd. MAJOR GREENWOOD. 


A REVIEW 
To the Editor of THE LANCET ` 


Sir,—My attention has been called to the review of 
the new edition of “Surgical Treatment’? which 
appears in THE Lancer for Sept. llth, 1937. Your 
reviewer evidently thinks very badly indeed of this 
work, and in so thinking is, of course, within his rights 
for we can have no quarrel with anyone who disagrees 
with or does not like what we have written. 

Your reviewer refers to the first and last chapters 


of a three-volume work in a manner which suggests 


that a great part of the material is of interest only 
to hospital administrators, and from that point 
proceeds to unequivocally condemn the remainder of 
the book, making several statements which are not 
capable of substantiation. Among other things he 
states that the work contains many anatomical errors 
and that the views of the authors on the pathology 
of certain conditions are not in keeping with modern 
teaching. Since the brief anatomical sections are all 
taken from sources which have long been recognised 
as standards, and as anatomy is one thing which does 
not change, and further since the book is limited to 
discussion of treatment and contains no pathology as 
such, we are somewhat mystified as to the interpre- 
tation of such statements. Throughout the rest of 
the review, which at times would appear almost to 
be inspired by personal animosity, he continues to 
criticise in general with no specific statements. 
Would it not have been evidence of good faith to 
mention some of these things to which he so 
vehemently objects ? 

It is of interest to note that in the review of the 
first edition of ‘‘ Surgical Treatment ” THE LANCET 
then had no good word to say for it and prophesied 
that it would meet with but little success. The 
inaccuracy of that forecast is attested by the fact 
that the first edition sold over 20,000 sets, no small 
proportion of which went to the United Kingdom. 

In conclusion, may I repeat that this letter is 
not inspired by hypersensitiveness to criticism, but 
I believe that when a reviewer condemns a work as 
your reviewer has done in this instance, he should 
show not only the authors but the journal submitting 
the book to him the courtesy of actually reviewing it. 

I am, Sir, yours faithfully, 


Philadelphia, Oct. 21st. CALVIN M. SMYTH, Jr. 


*«* We do not feel that errors of anatomy are any 
less misleading because they have been made before, 
nor do we construe the word pathology in so narrow 
a sense as Dr. Smyth. The treatment of surgical 
conditions must ultimately depend on the views held 
by the surgeon about their nature and origin.— Ep. L. 


PERIOSTEAL BONE 
To the Editor of THE LANCET 


Sır, —There is one important feature of ‘“ The 
Rôle of Chemiotaxis in Bone Growth” on which I 
hoped your reviewer (Oct. 23rd, p. 968) would express 
his opinion—viz., the explanation of periosteal bone. 
This subject, as Sir Arthur Keith has pointed out, 
has been the subject of bitter controversy for a cen- 
tury and a half. Illingworth and Dick point out that 
“the battle of the periosteum is not yet won.” By 
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adopting the view of John Hunter that the arteries 
bring bone to its destination and the phenomenon of 
disruptive chemiotaxis his theory is vindicated and 
it is possible to lay down the law that “ wherever 
young fibrous tissue, particularly blood-vessels, come 
into contact with bone or a calcified deposit bone 
will form.” I am, Sir, yours faithfully, 
Harley-street, W., Nov. 8th. A. P. BERTWISTLE. 


KETONAMIA IN INFANCY 
To the Editor of THE LANCET 

Sır, —Dr. Gray says (Lancet, Oct. 30th, p. 1018) 
that fatty changes in the liver are five times as com- 
mon in fatal cases of vomiting in infants over the 
age of 3 months as in those under this age. We 
have been impressed by the frequent occurrence of 
fatty degeneration of the liver in infants dying not 
only from gastro-enteritis but also from other causes. 
In many of these infants, especially the younger 
ones, there was no macroscopical evidence of fatty 
change, but histological examination, after staining 
with Scharlach R, revealed much fat replacement 
of the liver cells. 

The result of an analysis of 100 consecutive 
autopsies at the Hospital for Sick Children, Great 
Ormond-street, on infants dying of gastro-enteritis 
and congenital pyloric stenosis is as follows : 


Cases Showing fatty change. 
Under 3 months.. AT _- ee Oe 19 
Over 3 ar 53. santa 41 


Of the 100 cases, 27 were examined microscopically. 
It will be seen from these figures that the incidence 
of fatty changes in the liver in infants under 3 months 
is approximately half that in infants over this age. 
The disparity between the two age-groups is thus 
much less than in Gray’s series. Our figures suggest 
that although the livers of the older infants are more 
subject to fatty degeneration, this can and does take 
place in quite a high proportion of infants dying from 
gastro-enteritis in the first three months of life. 

It would bé interesting to learn of the experience 
of other readers who have the opportunity of examin- 
ing these cases at autopsy. | 

We are, Sir, yours faithfully, 


G. H. Newns, 
R. O. STERN. 
tal for Sick Children, Great Ormond-street, 
Hosp: W.C., Nov. 9th. 


To the Editor of TuE LANCET 


Sık, —I must thank Dr. Graham for his kindly 
criticism of my article, -but would like to point out 


that no part of the latter was meant to suggest in . 


any way that I used Rothera’s test as specific for 
acetone. The only reference in which this is suggested 
is a quotation from Maizels’ paper in which he says : 
“ Diacetic acid was never found in the urine.” It 
would have been better had he said “the ferric 
chloride reaction was never positive”; but in any 
case his meaning is quite clear. 

I agree with Dr. Graham that the expression aceton- 
uria is a misleading one and should be replaced by 
ketonuria, as indeed it has been in my paper. 

I am, Sir, yours faithfully, 
C. H. Gray. 


niversity College Hospital Medical School, 
y Gower street. W.C., Nov. 8th. 


MY POST-BAG 
To the Editor of THE LANCET 
Srr,—I think the last letter of Postman’s Friend 
can hardly represent the attitude of every doctor, 
though he suggests it does, if only because according 
to his statement his knowledge of drugs is mainly 
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limited by his hospital teaching; in other words 
his attitude is unprogressive, while some of us hope 
that ours is not. l 

At the same time one must allow that there is an 
enormous waste in advertising and samples, but 
perhaps it is not so much the fault of the manu- 
facturers as of ourselves. Though I do not profess 
to read anything like every advertisement I receive, 
I must confess that not a few are most instructive, 
and some could not be surpassed for scientific accu- 
racy conveyed in lucid language by any text-book 
or lecturer with which I am acquainted. If the 
result of sending for samples is “‘ the corner of every 
surgery which is full of these wretched bottles and 
jars and boxes ” the result is almost certainly waste, 
but a little system would prevent it and turn it into 
a valuable help. Some years ago I invested in a 
small cabinet and labelled the various drawers 
“ Digestive,” “Endocrine,” “Vitamin,” &c., and 
as the samples come I put them in the appropriate 
drawer. The result is that now if ever I have a 


_ difficult case, or maybe an ideal case on which to 


try a sample, I can rapidly run through all the 
samples I have likely to be applicable to it. Some- 
times just glancing through the samples will start a 
helpful line of thought; sometimes a sample may 
be tried, always with intense interest to myself, 
often with benefit to my patient, and occasionally 
with a subsequent comment to the manufacturer. 

As there may be others like Postman’s Friend 
who do not realise the valuable help which manu- 
facturers are able and willing to give, putting in the 
power of even the humblest and remotest of us to 
do a bit of clinical research, a recent example may 
be worth quoting. A while ago I received an adver- 
tisement of a preparation of vitamin C. Reading it 
reminded me of a case of purpura which had been 
under my care for ten years; this woman, among 
other things, suffered from incapacitating menor- 
rhagia. I sent for a sample and at what I judged 
the correct time I commenced to give it to this 
patient. The result was so favourable—whether due 
to the treatment or not I do not say, but it was the 
least incapacitating menstruation she had had in 
ten years—that I wrote to the makers and asked for 
comments on the case. Yesterday I received a further 
generous sample and a letter which not only suggested 
alteration of dosage but stressed the need of actually 
testing whether the woman had a vitamin-C defi- 
ciency, and enclosed were instructions how to apply 
the test and chemicals wherewith to do it. 

In my experience this is typical of the scientific 
and helpful way in which nearly all firms treat requests 
for samples or further information, and though 
cutting off advertisements and samples might 
diminish the work of the postman it would deprive 
us of a magnificent if neglected opportunity, an 
opportunity for which, as a profession, I think we 
should be profoundly grateful. 

I am, Sir, yours faithfully, 
ANOTHER G.P. 


To the Editor of THE LANCET 


Sır —We would like to thank your correspondent 
M.B., B.S. for his able reply to Postman’s Friend. 
For years we have offered a free service to the medical 
profession to notify changes of address, &c., and on 
the form which we use we ask the practitioner his 
wishes in regard to circular matter, including an 
optional clause, ‘I do, or do not wish to receive 
ethical circulars.” In some cases the response is that 
the practitioner is only interested in literature, or 
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specific subjects, but it is in very rare and exceptional 
circumstances that an entirely negative reply is 
received. In such cases the name is immediately 
removed from our lists and the practitioner’s request 
conveyed to many large manufacturing chemists 
who use their own lists for mailing. As suggested 
by M.B., B.S., if any of the medical practitioners 
with whom Postman’s Friend is in contact, who 
throw their circulars into the wastepaper basket, 
will communicate their wishes in connexion with 
circular matter to us, we shall be only too pleased 
to eliminate the names from any or all of our 
distributions.—We are, Sir, yours faithfully, - 
An ADDRESSING COMPANY. 
Bedford-row, London, W.C.1, Nov. 5th. 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 


Surg. Comdr. R. P. Ninnis retires at own request, with 
rank of Surg. Capt. 

Surg. Comdrs. H. Hurst to Victory for R.N. Hosp., 
Haslar; A. Craig to Caledonia; R. E. Rampling to 
Victory for R.N.B.; and R. A. Brown to Pembroke for 
R.N.B. 

Surg. Lt.-Comdr. H. H. Fisher to be Surg. Comdr. 

Surg. Lt.-Comdrs. C. H. Birt to Dunedin; and A. N. 
Forsyth to R.N. Hosp., Hong-Kong. 

Surg. Lts. D. A. Hovenden to Rochester; W. Boyd to 
Victory for R.N.B.; and G. H. C. R. Critien to Pembroke 
for R.N.B. 

Mr. M. Chadwick has been appointed Admiralty Surgeon 
and Agent at King’s Lynn. 

ROYAL NAVAL VOLUNTEER RESERVE 

The King has approved the award of the Royal Naval 
Volunteer Reserve Officer’s decoration to Surg.-Comdr. 
G. A. Clark. 

Surg. Lt.-Comdr. (D) W. Hume to Newcastle. 


ROYAL ARMY MEDICAL CORPS. 


Lts. to be Capts.: W. Thomson, W. Stewart, E. A. 
Smyth, R. S. Hunt, G. B. Heugh, J. A. Davidson, J. V. L. 
Farquhar, G. G. Smith, P. H. Ball, E. H. Evans, W. N. L. 
Haynes, J. R. Kellett, and K. G..F. Mackenzie. 

The surname of Lt. G. G. Sherriff is as now shown and 
not as in our issue of Sept. 18th. 

Short Service Commission: Lt. (on prob.) W. G. 
MacDougall is restd. to the estabt. 

The following candidates have been selected for short 
servico commissions as lieutenants on probation, R.A.M.C. : 
G. H. H. Dunkerton, J. C. Lambkin, T. M. Fowler, G. F. 
Valentine, G. H. Saunders, W. A. McD. Scott, A. J. N. 
Warraek, C. A. Moynihan, J. McGhie, P. D. Stewart, 
E. D. H. Williams, J. H. Milligan, H. J. Anderson, E. M. 
Rowland, R. P. Hendry, G. W. D. Reeves, 8. Kavanagh, 
D. Matheson, O. Walker, P. J. Fox, B. Lapedus, H. F. 
Lambert, T. P. Howkins, J. M. Corall, S. O. Bramwell, 
T. A. Pace, R. A. Bond, S. Ward, J. Ledingham, D. D. 
Maitland, A. F. Murray, W. M. Stewart, and A. A. P. A. 
Ferro. 

This is the largest number of candidates taken at a 
single entry to the R.A.M.C. since the Great War, and 
brings the total of short service commissions given during 
the present year to fifty-seven. 

REGULAR ARMY RESERVE OF OFFICERS 

Lt.-Col. G. G. Collet, having attained the age limit of 

liability to recall, ceases to belong to the Res. of Off. 
ARMY DENTAL CORPS 

Short Service Commission: A. N. F. Stannard to be 
Lt. (on prob.). : 

Lt. F. E. S. Brailsford, having attained the age limit of 
liability to recall, ceases to belong to the Res. of Off. 


TERRITORIAL ARMY 
Lt.-Col. R. C. Clarke, O.B.E., T.D., to comd. 2nd 


(Southern) Gen. Hosp. 
Capt. F. Heywood-Jones to be Maj. 
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ROYAL AIR FORCE 


Wing Comdr. A. Dickson to R.A.F. General Hosp., 
Iraq, Hinaidi, for duty as medical officer. 

Squadron Leader C. W. Coffey to R.A.F. Station, 
Cranfield, for duty as medical officer. 

Flight Lts. L. M. Corbet to No. 5 (Army Codperation) 
Squadron, Ghaklala, India; F. W. P. Dixon to Home 
Aircraft Depot, Henlow; D. G. Smith to R.A.F. Hosp., 
Aden; and N. P. R. Clyde to Headquarters, R.A.F., 
Iraq, Hinaidi. 

Flight Lt. R. E. W. Fisher is transferred to the Reserve, 
Class D. 

Me Offr. S. Paul to R.A.F. Station, Kalafrana, 
alta. 

Dental Branch.—Flight Lt. C. R. Stone is transferred 
to the-Reserve, Class D. l . 


ROYAL AIR FORCE VOLUNTEER RESERVE 
G. P. Smith is granted a commission as Flight Lt. 
D. M. Wallace is granted a commission as Flying Offr. 


INDIAN MEDICAL SERVICE 


Maj. A. S. Garewal to be Lt.-Col. 
Maj.-Gen. Sir F. P. Connor, Kt., D.S.O., K.H.S., retires. 


COLONIAL MEDICAL SERVICE 


The following appointments havə been made: Dr. 
W. M. Chapman, Medical Officer, Kenya; Dr. H. P. 
Lyon, Assistant Medical Officer, Bahamas; Dr. C. B. 
Phillips, Medical Officer, Jamaica; and Dr. A. V. Wells, 
Medical Officer, St. Lucia. Dr. J. C. R. Buchanan 
(Somaliland) becomes Senior Medical Officer, Aden. 


DEATHS IN THE SERVICES 


Surgeon Captain EDWYN ROBERT GRAZEBROOK, R.N., 
retired, who died at Barnstaple on Nov. 5th, aged 65, was 
educated at King’s College, London, and qualified 
M.R.C.S. Eng. in 1896. He at once joined the Navy as a 
surgeon, being appointed to Impregnable (Devonport) and 
then to various ships. From 1917 onwards he served as 
surgeon commander in the battleship Queen, and in 1921 
was appointed medical officer to the Royal Marine Forces 
at Chatham. 


LONDON MEDICAL SOCIETIES 


AT the opening of a new session we are again 
giving for the convenience of our readers the names 
of presidents and hon. secretaries of London medical 
societies, with the addresses at which they can be 
approached. 


Royal Society of Medicine.—President : Sir John Parsons, 
F.R.S. Hon. secretaries: Mr. John Hunter and Dr. T. C. 
Hunt. (1l, Wimpole-street, W.1.) 

Medical Society of London.—President: Mr. J. E. H. 
Roberts. Hon. secretaries: Mr. A. Simpson-Smith and 
Dr. E. L. Bartleman. (11, Chandos-street, W.1.) 

Hunterian Society.—President : Dr. D. C. Norris. Hon. 
secretaries: Mr. A. E. Porritt and Dr. John Leebody. 
(27, Harley-street, W.1.) 

Harveian Society.—President: Dr. A. H. Douthwaite. 
Hon. secretaries: Dr. F. S. Cooksey and Mr. E. G. Muir. 
(30, Wimpole-street, W.1.) 

Royal Society of Tropical Medicine.—President: Col. 
S. P. James, F.R.S. Hon. secretaries : Dr. C. M. Wenyon, 
F.R.S., and Dr. Hamilton Fairley. (Manson House, 26, 
Portland-place, W.1.) 

Royal Medico-Psychological Association.—President : 
Dr. Douglas McRae. Hon. general secretary: Dr. W. 
Gordon Masefield. (11, Chandos-street, W.1.) 


Society of Medical Officers of Health.—President : Dr. 
James Fenton. Executive secretary : . Q. L. C. 
Elliston. (1, Thornhaugh-street, W.C.1.) 


Association of Industrial Medical Officers.—President : 
Dr. L. P. Lockhart. Hon. secretary : Dr. Donald Stewart. 
(I.C.I. Metals Ltd., Birmingham, 8.) 
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Tuberculosis Association.—President: Dr. S. Rood- 
house Gloyne. Hon. secretary: Dr. Frederick Heaf. 
(Manson House, 26, Portland-place, W.) 

British Institute of Radiology.—President : Dr. Russell 
Reynolds. Hon. secretaries: Dr. R. Boulton Myles and 
Mr. L. H. Clark, Ph.D. (32, Welbeck-street, W.1.) 

Society of Radiotherapists of Great Britain and Ireland.— 


President: Dr. N. S. Finzi. Hon. secretaries: Mr. 
B. W. Windeyer and Mr. R. F. Phillips. (11, Chandos- 
street, W.1.) 


Medico-Legal Society.—President: Mr. Justice Hum- 
phreys. Hon. secretaries: Mr. Artom A. Romain and 
Dr. W. G. Barnard. (120, Seymour-place, Bryanston- 
square, W.1.) 

London Association of the Medical Women’s Federation.— 
President: Miss E. C. Lewis. Hon. secretary: Mrs. 
Philippa Martin. (40, Wimpole-street, W.1.) 

Medical Society of Individual Psychology.—PFresident : 
Sir Walter Langdon-Brown. Hon. secretary: Dr. Ethel 
Dukes. (1, Queen Anne-street, W.1.) 

Society for the Study of Inebriety.—President: Mr. 
Arthur Evans. Hon. secretary: Dr. T. N. Kelynack. 
(144, Harley-street, W.1.) . 

London Jewish Hospital Medical Society.—President : 
Prof. Samson Wright. Hon. secretary : Dr. Max Sorsby. 
(London Jewish Hospital, Stepney Green, E.1.) 

St. John’s Hospital Dermatological Society.—President : 
Dr. W. N. Goldsmith. Hon. secretary: Dr. I. Muende. 
(10, Wimpole-street, ‘W.1.) 

Chelsea Clinical Society.—President : Dr. T. A. Butcher. 
Hon: secretaries: Mr. A. Rugg-Gunn and Mr. H. Paxton 


Baylis. (35, Harley-street, W.1.) 

Hackney Medical Society.—President: Dr. A. J. 
Ambrose. Hon. secretary: Dr. H..Stark. (26, Stoke 
Newington Common, N.16.) 

Hampstead Medical Society.—President: Dr. J. C. 


Andrews. Hon. secretaries: Dr. N. A. Sprott and Dr. 
Oliver Plowright. (53, Belsize-park, N.W.3.) l 

Kensington Medical Society.—Chairman: Dr. James 
Fenton. Hon. secretary: Dr. Benjamin Barling. (St. 
Mary Abbots Hospital, W.8.) 

North London Medical and Chirurgical Society.—Presi- 
dent : Dr. James Maxwell. Hon. secretaries: Dr. W. E. 
Snell and Dr. Jessie Campbell Maxwell. (Royal Northern 
Hospital, Holloway-road, N.7.) 

North-West London Medical Society.—President: Sir 
Walter Langdon-Brown. Hon. secretary: Mr. Lionel 
Green. (127, Harley-street, W.1.) 

Paddington Medical Society.—President : Dr S. Crown. 
Hon. secretary: Dr. C. R. McClure. (68, Loudoun-road, 
N.W.8.) 

Priory Medical Society.—Hon. secretary : Mr. F. W. M. 
Pratt. (49, King’s-gardens, N.W.6.) 

South-West London Medical Society.—President : Dr. 
E. G. Housden. Hon. secretaries: Dr. J. J. Ross 
Mackenzie and Dr. A.W. Wells. (119, North Side, S.W.4.) 

West London Medico-Chirurgical. Society.—President : 
Dr. D. G. Rice-Oxley. Hon. secretaries: Mr. A. Simpson- 
Smith and Dr. H. W. A. Post. (77, Harley-street, W.1.) 

West Kent Medico-Chirurgical Society.—Dr. H. Bowen 
Williams. Hon. secretary : Dr. C. J. B. Buchan. (Ledard, 
267, Baring-road, Grove Park, S.E.12.) 


MEDICAL DEFENCE UNION: ANNUAL MEETING.— 
Mr. Erie Pearce Gould presided at the annual meeting 
of the Union on Oct. 28th when he drew attention to 
continuous increase in membership and in the work done 
for members. He expressed the general regret felt at the 
retirement of Dr. Henry Robinson from the position of 
treasurer after nine years’ service. Largely as a result 
of his foresight and wisdom the cash resources of the 
Union had doubled during that period. Mr. Pearce Gould 
emphasised the provision made by the Union for retired 
life membership of which increasing use was being made. 
Messrs. Hempsons were reappointed solicitors and Messrs. 
Lewis Hardy and Co. auditors. At a subsequent meeting 
of the elected members. of council Mr. E. D. D. Davis 
was elected treasurer and Mr, Pearce Gould was re-elected 
president. 


THE NEW COMMITTEE ON NURSING 
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THE NEW COMMITTEE ON NURSING 


The personnel of the interdepartmental committee 
on nursing appointed by the Minister of Health and 
the President of the Board of Education has now 
been announced. The terms of reference to the 
committee are: 


To inquire into the arrangements at present in operation 
with regard to the recruitment, training, registration, and 
terms and conditions of service of persons engaged in 
nursing the sick, and to report whether any changes in 
those arrangements or any other measures are expedient 
for the purpose of maintaining an adequate service both 
for institutional and for domiciliary nursing. 


The names of those chosen to serve are as follows: 


The EARL or ATHLONE, president of the Queen’s 
Institute of District Nursing (chairman). 

Miss M. Dornotuy Brock, Litt.D., headmistress of the 
Mary Datchelor School. 

Mr. E. W. Cremtyn-Jones, chairman of the public 
health and housing committee of the County Councils 
Association. 

Miss GERTRUDE Cow Lt, 8.R.N., visitor for the Central 
Council of District Nursing in London. 

Mr. Ruys J. Daviss, M.P. 

Mr. H. A. DE MONTMORENCY, a principal assistant 
secretary, Ministry of Health. 

Sir FRancis FREMANTLE, F.R.C.P., M.P. 

Sir ARTHUR Hatt, F.R.C.P. 

Mrs. F. A. Keynes, J.P., a member of the public 
assistance committee of the Association of Municipal 
Corporations. 

Miss Mecan LLOYD GEORGE, M.P. 

Mr. C. W. MAuDsLay, a principal assistant secretary, 
Board of Education. 

Sir FREDERICK Menzis, F.R.C.P. . 

Miss E. M. Musson, S.R.N., chairman of the General 
Nursing Council for England and Wales. 

Mr. R. H. P. ORDE, hon. secretary, British Hospitals 
Association. 

Dr. GILBERT E. ORME. < 

Prof. R. M. F. Picken, M.B. 

Miss D. M. SmıTa, S.R.N., matron of the Middlesex 
Hospital. 

Mr. H. S. Sourtar, F.R.C.S. 

Dr. W. REEs Tuomas, a medical senior commissioner, 
Board of Control. 

Miss FRANCES WAKEFORD, S.R.N., a staff nurse at the 
Kingston and District Hospital of the Surrey County 
Council. 

Mr. H. M. WALTON, director of education, Middlesex 
County Council. 


The secretaries to the committee are: 


Sir WELDON DALRYMPLE-CHAMPNEYsS, F.R.C.P., of the 
Ministry of Health, and 
Mr. W. A. B. HAMILTON, of the Board of Education. 


The Minister of Health has arranged for the ser- 
vices of his women inspectors to be placed at the 
disposal of the committee for the purposes of advice, 
and inquiries on technical nursing matters. 

All communications intended for the committee 
should be addressed to the secretary, Inter-Depart- 
mental Committee on Nursing Services, Ministry of 
Health, Whitehall, London, S.W.1. 


ROYAL VETERINARY COLLEGE.—On Tuesday last 
the King opened the new buildings of the Royal 
Veterinary College, at Camden Town, which replace 
those erected in 1791. The college has now 367 
students, taking a five-years course, and under its 
new charter power has been taken to seek admission 
as a school or faculty of the University of London. 
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PARLIAMENTARY INTELLIGENCE 


NOTES ON CURRENT TOPICS 
Hours of Work in Industry 


In the House of Commons on Nov. 3rd Mr. PALING 
moved :— 


That this House, recognising the claim of the worker 
to benefit from the increased productivity of modern 
industry and realising also the urgent necessity for absorb- 
ing many of the present unemployed, calls for immediate 
measures for securing a substantial reduction in working 
hours. 


The Government, he said, were carrying through a 
physical fitness campaign, but when a man had 
worked 48, 54, 60, and 66 or 70 hours a week he had 
not much time to go in for physical fitness; he 
wanted to go to bed. If the Government could not 
give them the forty hour week at least they might 
do something for those people who had to work 
abnormally long hours. . 

Sir ARNOLD GRIDLEY moved the following amend- 
ment :— 


That this House is in favour of the reduction of working 
hours where it is practicable to make such a reduction 
without reducing the existing earnings of the workpeople, 
and is further of opinion that the adjustment of hours 
and wages is a matter primarily for settlement by negotia- 
tion between the employers’ and workpeople’s organisations 
in each industry. 


What was of vital importance to the worker was, he 
said, not so much what he got per hour, or how many 
hours he worked per week, as what his annual income 
was. These matters should be brought about not by 
trying to legislate for the whole of industry, but by 
leaving each industry to deal with its own problems 
and arrange its own conditions between employers 
and employed. 

Mr. BüTLER, Parliamentary Secretary to the 
Ministry of Labour, said the Government were 
sympathetic towards the possible reduction of hours 
in industry. They realised the strain of modern 
industry, and if they could devise any method of 
reducing unemployment they were out to use it. 
The Government did not think however that the 
method proposed in the motion was the best for 
reducing unemployment. The best method was to 
provide more work. The amendment appeared to 
the Government to suggest the most sensible decision 
to which the House could come at this stage. The 
Government had undertaken discussions with many 
industries in regard to reduced hours. An agreement 
was reached only a fortnight ago which covered 
80,000 employees of grocery and multiple firms. It 
was proposed to hold conferences with a view to the 
regulation of conditions in the catering trades. 


British Scientific Films 


In the House of Commons on Nov. 4th Mr. OLIVER 
STANLEY, President of the Board of Trade, moved 
the second reading of the Cinematograpb Films Bill 
which 1s designed to assist the British film industry. 

Sir ERNEST GRAHAM-LITTLE expressed his fear 
that the effect of the Bill would be to restrict the 
output of educational films. As an instance of a 
scientific film, he had seen a few weeks ago a film 
presented by the secretary of the Zoological Society 
depicting items of food which were nutritious and 
those which were not. In the five minutes which 
that picture occupied the housewife would enjoy the 
presentation of the kinds of food worth buying and 
the kinds which were not. Such a film would make a 
far more effective impression on her mind than any 
written word. As an example of a much more scien- 
tific subject depicted by a film, a member of the staff 
of St. Bartholomew’s Hospital was able to produce 
a film to demonstrate the progress of inflammation, 
which assisted the understanding of a very intricate 
and obscure process. Instances of this kind might 


be multiplied indefinitely, yet as far as he could see 
there was no provision in this Bill for promoting the 
activities of this great industry in that direction. 
The exhibition of short films ought not to be made 
more but less difficult. 

Captain WALLACE, Parliamentary Secretary to the 
Board of Trade, said that up to the present there 
had not been a quora for shorts at all, and actually 
the place which they proposed in this Bill to reserve 
for British shorts, even though it might not be as 
big as some hon. Members would like, was a defin- 
itely protected place and one which at the present 
moment they not got. So far from the proposals 
in the Bill being likely to kill the British short film 
industry, he maintained that it would help them 
and make their exhibition easier. 


New Bills 


On Nov. 3rd in the House of Commons Mr. ELLIOT, 
Secretary of State for Scotland, introduced the 
Housing (Agricultural Population) (Scotland) Bill, a 
measure to authorise the giving of financial assistance 
towards the expenses incurred by local authorities 
in providing housing accommodation for the agri- 
cultural population. 


On Nov. 4th Sir S. Hoare, Home Secretary, 
introduced the Air Raid Precautions Bill, a measure 
to secure that precautions should be taken with a 
view to the protection of persons and pro Ki from 
A or damage in the event of hostile attao from 

e air, 

QUESTION TIME i 


WEDNESDAY, NOV. 3RD 
Electrocution of Children by Live Rails 


Brigadier-General Cuirron Brown asked the Minister 
of Transport whether he was aware that fatal accidente 
to children had continued to occur from contact with the 
live rail on the Southern Railway system; and what 
steps had he taken to ensure adequate protection by the 
railway authorities against this danger that they were 
introducing into the countryside.—Mr. BURGIN replied : 
I have been in communication with the Southern Railway 
Company about the recent cases of electrocution among 
children through contact with the live rail and I will 
circulate a full statement of the steps which the company 
propose to take to give additional protection against this 
danger. 

Town and Country Planning 

Mr. KELLY asked the Minister of Health the number of 
town-planning schemes submitted to the Ministry of 
Health since January, 1935.—Mr. Brrnays replied: 159 
planning schemes have been submitted to my right hon. 
friend since Jan. Ist, 1935. 


Water Shortage 


Mr. KELLY asked the Minister of Health how many 
districts or areas reported water shortage during recent 
months; and what steps were taken to deal with the 
position.— Mr. Brrnays replied: My right hon. friend 
has received reports of shortage from 12 districts. In 
three of them additional supplies were readily available 
and have been provided. In the remainder, my right hon. 
friend is in communication with the local authorities 
concerned on the remedial measures required. 


Jewish Doctors and Palestine 


Mr. Krrkwoop asked the Secretary of State for the 
Colonies if it was the case that a Jewish doctor before he 
could get into Palestine had to be prepared to put down 
£1000.—Mr. OrmsBy-GoORE replied: Yes, Sir. Under the 
principle of regulation by economic absorptive capacity 
anybody with £1000 would be allowed in, but there are 
various categories. "Whether the doctor would be admitted 
or not depends on which category he was in. 

Mr. Krrxwoop: I have got the reply from the Home 
Office that if my friend the doctor wishes to get into 
Palestine he has to be prepared to put down £1000. He 
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has no country. He cannot get back to his native land 
because he is a Jew. He has been educated at Glasgow 
University, but he is without any country. 

Mr. ORMSBY-GOBRE : I know perfectly well that since the 
recent trouble in Central Europe there have been a very 
large number of Jewish doctors from Germany and Poland 
who have already become established in Palestine, and to 
establish more doctors in Palestine might only deprive the 
present Jewish doctors of a chance of making a living. 

Colonel Wsepewoopn : Is the right hon. gentleman aware 
that this departure of limiting the number of Jews, not 
by economic absorptive capacity but by the Act of the 
Government, is regarded by the Jews in Palestine, and by 
those who approved of the mandate in this country, as 
being a deliberate breach of the mandate ? 

Mr. OrnmsBy-GoRE: We have always denied that this 
is any breach of the mandate. I know that the Jews wish 
to be back under the old economic absorptive system, but 
for the interim period of eight months we decided to adopt 
this arbitrary figure. 

THURSDAY, NOV. 4TH 


Sanitary Conditions at Wandsworth Prison 
Mr. THURTLE asked the Home Secretary if he was aware 


that some of the cells in Wandsworth prison were in a . 


verminous condition ; that the vans used for the convey- 
ance of prisoners from prison to court were so constructed 
‘that prisoners were unable either properly to stand or sit 
down, and that frequently prisoners due for trial were not 
provided with facilities for washing and shaving before 
appearing in -ourt; and if he had any statement to 
make.—Sir SAMUEL Hoare replied: In the course of a 
year over 3000 prisoners pass through Wandsworth Prison, 
and occasionally the presence of vermin in cells is detected. 
Close watch is kept and stringent measures of cleansing 
are at once taken whenever vermin appear. As regards 
the police vans and tenders in which prisoners are con- 
veyed to court, they are provided with seats and the 
compartments are so constructed as to allow of sitting in 
a normal position. I know of no foundation for the state- 
ment that prisoners are not provided with facilities for 
washing and shaving. All prisoners are provided with 
facilities for washing in their cells; and there are regular 
arrangements for shaving, special care being taken to see 
that remand prisoners have opportunities for shaving 
before their appearance in court. i 


Nurses Committee: Terms of Reference 


Mr. Turton asked the Minister of Health what would 
‘be the terms of reference of the committee which he 
proposed to set up to inquire into the status and recruit- 
ment of nurses.—Sir KinestEy Woop replied: The 
proposed terms of reference of the committee to be 
appointed by the President of the Board of Education and 
myself are as follow : To inquire into the arrangements at 
present in operation with regard to the recruitment, 
training, registration, and terms and conditions of service 
of persons engaged in nursing the sick and to report whether 
any changes in those arrangements or any other measures 
are expedient for the purpose of maintaining an adequate 
service both for institutional and for domiciliary nursing. 
I am glad to say that the Earl of Athlone has consented 
to act as chairman and I hope to announce the names of 
the rest of the committee very shortly. 

Mr. Jaccer: Will the terms of reference enable the 
committee to inquire into the present unjust position of 
nurses who pay superannuation contributions and are 
not allowed to reclaim ? 

Sir K. Woop : The terms of reference are very wide, and 
I think that anything which affects their status and condi- 
tions of recruitment can properly be considered. 

Mr. KELLY : Will the terms of reference cover not only 
general hospitals but mental hospitals ? 

Sir K. Woop: Yes, I think so. 


Nutritive Values of Bread 

Mr. Turton asked the Minister of Health whether he 
would refer to the advisory committee attached to his 
department the question of the different nutritional values 
of whole-meal bread, brown bread, and white bread, and 
publish the report of the advisory committee when they 
had considered the matter and made their report to him.— 
Sir KinasLEy Woop replied: I will convey my hon. 
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friend’s suggestion to the committee and’ ask them to 
consider the question of dealing with the matter either in 
their next general report or otherwise. I should certainly 
contemplate the publication of any report by the com- 
mittee on this subject. 


Consolidation of Food Law 
Mr. CaRTLAND asked the Minister of Health if, among 
other measures to be laid before the House of Commons, 
alluded to in the Gracious Speech from the Throne, there 
would be one to give effect to the recommendations of the 
departmental committee on the composition and descrip- 
tion of food which reported in 1934; and whether the 
Committee on the Consolidation of Local Government 
and Public Health Law had now prepared such a Bill.— 
Sir KinestEY Woop replied : I do not propose to introduce 
special legislation but I understand that the Committee 
on the Consolidation of Local Government and Public 
Health Law have had the recommendations referred to in 
mind and that their report on the law relating to food, 
together with a draft Bill, is likely to be presented to me 

about the end of the year. | 


Llanelly Hospital Maternity Arrangements 

Mr. James GRIFFITHS asked the Minister of Health if 
his attention had been called to the decision of the manage- 
ment committee of the Llanelly General Hospital to close 
forthwith the hospital] against the admission of maternity 
cases ; whether he was aware that there was no hospital 
provision for the reception of maternity cases in the whole 
of the eastern portion of the county of Carmarthen, 
including the town of Llanelly, which had a population 
of over 70,000 ; and, in view of the high maternal mortality- 
rate prevailing in the county, whether he would take steps, 
in conjunction with the Carmarthen county council and 
the Llanelly borough council, to deal immediately with 
this grave position by the provision of a maternity hospital 
in the eastern portion of the county.—Sir KINGSLEY 
Woop replied: My attention had not previously been 
drawn to the matter referred to in the first part of the 
question. I am aware, however, of the need for the 
provision of maternity accommodation in this area, and 
I am glad to say that arrangements are being made for a 
conference to be held at an early date between repre- 
sentatives of the Carmarthen county council and the 
Llanelly borough council. I shall be glad to arrange, | 
if the local authorities so desire, for a representative of 
my department to attend the conference. 


MONDAY, NOV. 8TH 


Blindness Due to War Service 


Mr. Rostron DUCKWORTH asked the Minister of Pensions 
how many cases of blindness had been accepted as due 
to war service or accentuated by it in each of the last 
three years; and how many pensions in each period had 
been awarded for the discovery of hitherto unsuspected 
shrapnel.—Mr. H. RamsspotHam replied: The cases of 
impaired vision, including those of total blindness, which 
were accepted in each of the last three years numbered 
respectively 9, 10, and 9. The numbers of wounds and 
injuries accepted for compensation or for any necessary 
treatment in the same years were respectively 456, 393, 
and 386. A proportion of these cases would represent 
the effects of shrapnel which had previously caused no 
disablement, but I am unable to give figures separately 
for this class of case. 

The Mantoux Test 


Mr. LEeacu asked the Postmaster-General whether he 
was aware that the machinery of the civil service was 
being used on behalf of the Prophit Trust, letters being 
sent officially to the staff at the money order office asking 
them to volunteer to undergo an examination consisting 
of an X ray photograph of the chest and a skin test ; 
whether this skin test would be either the Pirquet or the 
Mantoux tuberculin test; whether he was aware that 
there was a considerable difference of opinion in medical 
circles as to the significance of skin tests in tuberculosis 
and that the injection of tuberculin into the skin had 
occasioned a violent reaction in susceptible individuals ; 
and whether he would stop this exploitation of young 
civil servants in the interests of a form of research which 
might damage the health uf those undergoing it and 
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could not lead to any certain results. —Sir W. WOMERBSLEY, 
Assistant Postmaster-General, replied: I am aware that 
the Royal College of Physicians are carrying out, on 
behalf of the Prophit Trust, a large-scale research with a 
view to the early detection and prevention of tuberculosis 
in young adults, and that, with the previously obtained 
concurrence of the staff associations concerned, they have 
been allowed to ask for volunteers among the Post Office 
staff, including the staff at the money order department. 
The whole scheme is on an entirely voluntary basis, and 
there is no element of compulsion whatsoever. The 
Mantoux test is used and it is the efficacy of this test 
which is the subject of investigation. I am advised that 
no danger is involved and that the voluntary coöperation 
in this matter of young civil servants, amongst others, 
may be the means of very practical assistance in the 
campaign against pulmonary tuberculosis. 


Family Budgets 

Mr. Sanpys asked the Minister of Labour whether it 
was intended to publish a full summary of the results 
of the inquiry at present being conducted into family 
budgets; and, if so, when he expected to be in a position 
to do so.—Mr. BUTLER, Parliamentary Secretary to the 
Ministry of Labour, replied: A full summary will be 
published in due course. I would remind my hon. friend 
that four sets of budgets are to be collected, the last of 
them in the summer of next year. It will be a considerable 
time, therefore, before the complete results will be known. 


TUESDAY, NOV. 9TH 
Durham Collieries and Influenza 


Mr. Davip Apams asked the Secretary for Mines whether 
he was aware that in order to ward off influenza, the 
owners of certain Durham collieries employing some 
10,000 men and boys were supplying each man with a 
three weeks’ supply of iodised milk tablets, an experi- 


ment successfully initiated last year; and whether he 
would call the attention of colliery owners generally to 
this health precaution with a view to its adoption through- 
out the industry.— Captain Euan WaLLacek, Parliamentary 
Secretary to the Board of Trade, replied: I am aware 
of this interesting experiment at certain collieries in 
Durham and Northumberland and this question will 
serve to call further attention to it. 


Medical Standard of Recruits 


Mr. Day asked the Secretary of State for War what fresh 
steps the Government were now preparing for the purpose 
of stimulating recruiting; and if any arrangements 
were being made by the various Government depart- 
ments in order that further preference might be given to 
time-expired soldiers in the public services after having 
completed their Army service.—Mr. HorEr-BELISHA 
replied: Recruiting, as the hon. Member will be aware, 
has been steadily improving in recent months. The 
weekly figures which have come in to-day for London 
again show a striking increase—the increase being over 
100 per cent. compared with the corresponding week last 
year. I trust the hon. Member will await the Estimates 
for any further proposals which may be desirable. 

Lieut.-Commander R. F. FLETCHER : Is the increase in 
recruiting due to a lowering of the medical standard ?— 
Mr. HorEr-BELISHA : I suppose to some extent that would 
be the case, I do not know that I would admit that the 
standard has been lowered. There have been certain 
changes which are in accordance with common sense. 
There was, for instance, a limitation on the number of false 
teeth which a recruit was supposed to have. I have 
removed that limitation.—Sir A. Knox: Have there been 
any changes in the standard of sight and hearing ?— 
Mr. Horer-Betisoa: Revisions have been made in 
accordance with common sense. The requirements of 
physique have in no way been changed, but in teeth, 
sight, and hearing there have been revisions. 


MEDICAL NEWS 


University of Oxford 


Prof. L. J. Witts of St. Bartholomew’s Hospital has 
been appointed to the Nuffield chair of clinical medicine. 


Dr. Witts was born in 1898 and educated at the Boteler 
Grammar School, Warrington. After war service from 1916 
to 1918 he began the study of medicine at Manchester Univer- 
sity, where he graduated with first-class honoursin 1923. Hayne 
been house physician at the Manchester Royal Infirmary an 
at the Brompton Hospita] he was awarded the Dickinson 
travelling scholarship and worked in America from 1924 to 1926. 
A period of stud Prague followed, after which he became 
John Lucas Walker student in pathology at Cambridge. In 
1928 he was made assistant in the medical unit at the London 
Hospital and in 1929 assistant physician to Guy’s Hospital. 
He held the Will Edmonds clinical research fellowship from 1929 
until 1934 when he succeeded Prof. F. R. Fraser as director 
of the medical professorial unit at St. Bartholomew’s Hospital. 
Dr. Witts was elected a fellow of the Royal College of Physicians 
in 1931 and was Goulstonian lecturer in the follo year. 
He is the present secretary of the Association of Physicians. 
In his research he has worked chiefly on diseases of the blood 
and his name has been given to a form of anæmia which he 
described. He has also written on a large variety of medical 
Bubjects, including asthma, gastro-intestinal diseasés, and 
endocrine disorders. 


Dr. E. S. Duthie has been appointed second May reader 
in medicine. 

Radcliffe Travelling Fellowship, 1938.—An exammation 
for this fellowship, which is of the annual value of £300 
and tenable for two years, will be held on Feb. 8th. 


Candidates must be graduates of the University inartsand 
medicine, and not more than four years must have elapsed 
since they passed the last examination required for the B.M. 

The fellow will be expected to spend at least twelve months 
abroad during the two years. 

The examination will include papers on physiology, patho- 
logy, and preventive medicine, and a subject will be proposed 
for an essay. There will also be a practical examination in 

athology. Candidates may also offer in addition a special 
ranch of either medicine or surgery. 
ther information may be had from the regius professor 
of medicine, University Museum, to whom applications should 
be sent before Jan. 31st. 


George Herbert Hunt Travelling Scholarship, 1938.—This 
scholarship is awarded without examination every second 
year to a graduate in medicine of the University of not 


more than five years’ standing. It is of the value of 
about £100. 


Candidates will be expected to travel abroad for a period of 
not less than three months for the purpose of olinical study or 
research in medicine. Preference will be gi dates 


ven to candi 
who intend to practise as surgeons or general practitioners. 


The next election will be made on April 9th, and candidates 
should send their applications to the dean of the school of 
medicine, University Museum, Oxford, on or before Feb. 26th. 


Royal College of Physicians of Edinburgh 

At a meeting of the College held on Nov. 2nd. with 
Dr. W. T. Ritchie, the president, in the chair, Dr. Francis 
Esmond Reynolds (Glasgow) and Dr. Charles Kelman 
Robertson (Edinburgh) were formally admitted to the 
fellowship. Dr. J. D. W. Pearce (London), Dr. J. P. 
MecGibbon (Edinburgh), and Dr. W. Melville Arnott (Edin- 
burgh) were elected to the fellowship. The Hill Pattison- 
Struthers bursary in clinical medicine was awarded to 
Dr. W. Stuart Thomson, and in anatomy and physiology 
to Mr. A. C. Buchan. 


Huxley Lecture 


The biennial Huxley lecture will be given at Charing 
Cross Hospital medical school on Thursday, Nov. 18th, 
at 5 P.M., by Prof. E. D. Adrian, F.R.S., who will speak 
on Huxley, the Brain and the Mind. 


British Institute of Radiology 


The eleventh annual congress of this institute will be 
opened by Dr. Russell Reynolds in the presence of Queen 
Mary on Dec. 8th at the Central Hall, Westminster. The 
medical sessions on Dec. 9th and 10th are to be devoted 
to a symposium on radiology in the investigation of 
industrial disease and a medical exhibit consisting of 
radiographs of cases of industrial disease has been arranged. 
At the physical session on Dec. 9th there will be a 
symposium on X ray research in industry. The X ray 
industry is showing a scientific exhibit during the congress. 
The Mackenzie Davidson memorial lecture will be delivered 
by Dr. Gilbert Scott at 5 p.m. on Dec. 9th and the Silvanus 
Thompson memorial lecture at 3 P.M. on Dec. 10th by 
Prof. J. A. Crowther, Sc.D. 
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Royal Institute of Public Health and Hygiene 
The King has consented to become patron of thisinstitute. 


Royal Microscopical Society 


At a meeting of this society at B.M.A. House, Tavistock- 
square, London, W.C., at 5.30 p.m., Mr. J. E. Barnard, 
F.R.S., and Mr. F. V. Welch will read a paper on the prin- 
ciples of fluorescence microscopy, and Mr. H. Wrighton 
will demonstrate a new type of microscope lamp. 


Royal Society of Arts 

On Wednesday, Nov. 17th, at 8.15 P.M., Mr. W. W. 
Wakefield, M.P., will read a paper to this society on the 
promotion of outdoor recreations. Applications for tickets 
should be sent to the secretary of the society at John- 
street, Adelphi, London, W.C.2, where the meeting will 
be held. 
Society for Cultural Relations with the U.S.S.R. 


This society is holding a soirée at the Bonnington Hotel, 
92, Southampton-row, London, W.C., on Friday, Nov. 19th, 
at 8.30 p.m., when Dr. N. E. Waterfield will describe his 
visit to the U.S.S.R. as a representative of the British 
Medical Association. All who are interested are invited 
to attend. 


Glasgow University Club, London 

A dinner of this club will be held at the Trocadero 
Restaurant, London, W., on Tuesday, Dec. 14th, at 
7.30 P.M., with Prof. W. Macneile Dixon in the chair. 
Any Glasgow University men who, though not members 
of the club, wish to attend are asked to communicate with 
the hon. secretaries, 62, Harley House, London, N.W.1. 


Medico-Chirurgical Society of Edinburgh 

At a meeting of this society on Nov. 3rd the following 
office-bearers were elected: president, Mr. W. J. Stuart ; 
vice-presidents, Prof. Edwin Bramwell and Mr. J. wW. 
Struthers ; councillors, Dr. Fergus Hewat, Dr. P. Martin 
Brodie, Mr. Bruce Dick, and Dr. H. L. Wallace ; treasurer, 
Mr. W. W. Carlow ; secretaries, Dr. T. R. R. Todd and 
Mr. Walter Mercer ; and editor of transactions, Dr. John 
D. Comrie. 
Institute of Child Psychology 

Eight lectures on hindrances to success in life are being 
given at Friends House, Euston-road, N.W., on Wednes- 
days at 6.15 p.m. The series started on Nov. 10th and 
the speakers will include Dr. Sibylle Yates, Dr. Ethel 
Dukes, Dr. Elspeth Macleod, and Dr. Margaret Lowenfeld. 
Further information may be had from the secretary of the 
institute, 26, Warwick-avenue, London, W.9. 


Society of Public Analysts and Other Analytical 

Chemists 

The office of this society has been transferred to 
7 and 8, Idol-lane, London, E.C.3, and communications 
relating to the routine business of the society should be 
addressed to Mr. J. H. Lane, F.I.C., there. Mr. Lane 
has been appointed secretary in succession to Mr. C. 
Ainsworth Mitchell, D.Sc., who has resigned. 

Communications ‘relating to the Analyst should still be 
addressed to Dr. Mitchell at 16, Blomfield-road, London, 
W.9. 
Botanical Exploration 

The need for exploration by a skilled pharmacognosist 
was suggested by Mr. T. A. Sprague, D.Sc., deputy keeper 
of the herbarium and library at Kew, in a paper read at 
a meeting of the Pharmaceutical Society on Nov. 9th. 
He said that nothing was more striking in the history of 
pharmacognosy than the great time-lag that sometimes 
occurred between the discovery and use of a vegetable 
drug and the botanical description of the plant that 
yields it. The famous drug Costus arabicus (Saussurea 
lappa) is mentioned in the Old Testament as one of the 
ingredients of the holy anointing oil. and wa»'known to 
Theophrastus and Dioscorides, yet its botanical source was 
not established until 1842. Another instance of this time- 
lag is the lesser galangal (Languas officinarum); this 
drug has been employed in pharmacy for over a thousand 
years, but the plant which yields it was not described 
botanically until 1873. Dr. Sprague added, in support 
of his suggestion, that we are still ignorant of the precise 
botanical sources of such drugs as curare, goto bark, and 
sagapenum. 
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Society for Constructive Birth Control 

The annual general meeting of this society will be held 
at Manson House, 26, Portland-place, London, W., on 
Thursday, Nov. 18th, at 8.30 P.mM., when Mrs. Marie 
Stopes, D.Sc., will speak on The Year’s Work, and Behind 
the Scenes in the Present Crisis. 


College of Pharmacy 


Mr. H. Berry, B.Sc., Ph.C., has been appointed dean in 
succession to Dr. J. H. Burn, who also held the chair of 
pharmacology to which Dr. J. H. Gaddum was recently 
appointed. Mr. Berry has been vice-dean since the. 
retirement of the late Prof. H. G. Greenish at the end 
of 1933. 


ot acer 
BURTENSHAW, J. M. B.M. Oxon., D.P.H., Assistant 
Pathologist at the Souke Group Laboratory, Park 
Hospital (L.C.C.). 


ILLESPIE, MARJORIE, M.D. Glasg., Assistant Pathologist at 
the Group Laboratory, North-Western Tospital (L.C.C.). 
KIMBELL, N.Z., F.R.C.S. Edi Registrar at the 
Samaritan Free Hospital for Women. London 
MacRAE S. 5 .C.0.G., Obstetric 
Registrar at St. Mary's Hospital, London. 
MOGEORGE, MURRAY B. N.Z., M.R.C.P. Lond., Resident 
Medical] Officer at oe Hospital and Medical Tutor at 
the University of Pee 
» F.R.CS. Eng.» ' Resident Assistant Surgeon at the 
West London Hospita 


SEAGER, . G., M.B. Lond., Resident Medical Officer at the 
anche General Hospital, Leicester 
-N.U.L., Resident Medical Officer at the 
Solty. General 3 Hos ospital, L Leicester. 

STRAKER, EDITH Assistant Pathologist 
at the aoar Laboratory, Mile Fmd Hospital (L.C.C.). 
SWAIN, V. A. J., M.R.C.S. Eng., Resident Medical Officer at the 

Royal r orthern Hospit 
, M.D. Vienna, L.R.C.P. Edin., Chief Assistant 
to the “Department fo for the Treatment of Injuries at the 
West London Hospital. 
WINNER, ALBERTINE L., M. D., M.R.C.P. Lond., Hon. Physician 
to the Salvat on Army’ s Mothers’ Hospital, London. 
E- OA P » B.D.S., Dental Officer to the Board of 
Education. 
Royal Sussex County Hospital, Brighton.—The following appoint- 
ments are announced :— 
RIVAZ, M.D. Camb., M.R.C.P. Lond., Hon. Con- 


M.R.C.P. Lond., Hon. Physician ; 
» M. D., M.R.C.P. ' Lond., Hon. Assis 
Physician. 


London Homaopathic Hospital.—The following appointments 
are announced :— 
BLACKIE, MARGERY G., M.D. Lond., Physician for Diseases 
of Children : 
NICHOLSON, B. C., M.D. Camb., M.R.C.P. Lond., D.P.H., 
Assistant Physician for Diseases of Children and Physician 
to the Children’s Dispensary at Shepherd’s Bush. 


~ Births ; Marriages; and Deaths 


BIRTHS 


GADDUM.—On Nov. 6th, at Oakhill, the wife of Dr. J. H. 
Gaddum—a daughter 

HARVERSON.—On Oct. 16th, at Ma-li-ping (Pa- de). Yunnan, 
China, the wife of Dr. Eric Harverson—a so 


and 
tant ° 


. LEAVER.—On Nov. 3rd, at 2 m pole-BtEgat; Wo ‘the wife of 


Dr. Robert Leaver—a s 

Manpbow.—On Oct. 31st, at “Minster, Isle of Sheppey, the wife 
of Dr. G. A, Mandow—a son. 

SmirH.—On Nov. 3rd, at Queen Mary Hospital; Hong-Kong, 
the wife of Dr. Dean Smith, Government Medical Depart- 
ment, Hong-Kong—a son. 


MARRIAGES 
ADDIsON—Low.—On Nov. 4th, at St. Mark g ease Regent’s 
Park, Christopher, Baron Addison F.RG.S., to 


Beatrice Dorothy, elder daughter of Me a Mrs. Low, of 
Thames View House, Staines. 


DEATHS 


Bee —On Nov. Ist, at Cambridge, Walter Henry Bansall, 
Edin., in his 80th year. 
econ’. —On Nov. 6th, at Cavendish, Suffolk, Edward S. 
Gooddy, F.R.C.S. Eng., aged 74. 
GRAZEBROOK.—On Nov. "eth, at Newport, Barnstaple, Surg. 
Capt. Edwyn Robert Grazebrook, R.N. (retired), aged 65 


ears. 

HUDSON On Nov. Ist, at Sereetbam, S.W., Edmund Hudson, 
M.R.C:S. Eng., aged 62 y 

OLIVEN = ——On Nov. 5th, Ralbh “Oliver, M.B. Lond., F.R.C.S. 


PRATT. —On Nov. 7th, Reginald Pata M.D., M.R.C.P. Lond.. 
late Lieut.-Col. R.A.M.C. (T.), of Leicester, in his 8lst year. 
KOVOR TON, —On Nov. 8th, a T Walter Roughton, F.R.C.S. 


N.B. yy n, rg is charged for the or aa of Notices of 
seeiey rths, Marriages, and Deaths 


‘ 
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SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 

TUESDAY, Nov. 16th.—5.30 P.M., general meeting of 

ellows. 

Pathology. 8.15 for 8.30 p.m. (Royal Cancer Hospital, 
Fulham-road, S.W.), E. Boyland and H. Burrows: 
1. Lesions in Rabbits after the Administration of 
1:2:5:6-dibenzanthracene. 2. Changes Caused in the 
Testes of Mice by Vitamin-A Deficient Diet. H. 
Burrows, J. W. Cook, L. M. Hawksley, E. Roe, and 
F. L. Warren: 3. Isolation of an Abnormal Hormone 
from the Urine of a Man bearing a Tumour of the 
Adrenal Cortex. J. W. Cook: 4. Carcinogenic and 
Non-carcinogenic Derivatives of 3:4-benzpyrene. J. W. 
Cook and E. L. Kennaway: 5. Tumours of the Rat 

roduced by Methyl-cholanthrene. Alexander Had- 

ow: 6. Inhibitory Effects of Carcinogenic Substances. 
C. L. Hewett: 7. Tumours produced by 3:4-benzphen- 
anthrene and a Methyl Derivative. W. V. Mayneord, 
J. R. Clarkson, and L. D. Parsons: 8. Effect of X Rays 
on Tumour Production. C. C. Bryson, R. D. Clay 
and L. M. Hawksley: 9. Some Benign Neoplasms o 
the Gastro-intestinal Tract. 10. A Series of Testicular 
Tumours. 11. A Few Examples of Unusual] Tumours. 
12. A Rapid Method for Staining Frozen Sections. 
O. G. Ahlström and C. H. Andrewes: 13. Results of 
Inoculating Fibroma Virus into Tarred Rabbits. 
L. Foulds and W. E. Gye: 14. Sarcoma produced by 
Fibroma Virus in a Tarred Rabbit. 

WEDNESDAY. 

Surgery: Subsection of Proctology. 8.30 P.M. Mr. J. P. 
Lockhart-Mummery: Presidential Address. 

THURSDAY. 

Dermatology. 5 P.M. (Cases at 4 P.M.) Dr. J. D. Rolles- 
ton: Baron Alibert (1768-1837), his Life and Work. 
Dr. R. T. Brain: 1-2. Familial Epidermolysis Bullosa. 

a Dr. H. W. Barber: 3. Vitiligo and Scleroderma. 

RIDAY. 

Physical Medicine. 4.30 P.M. Dr. J. L. Haliday with 

T. R. G. Gordon: The Psychological Approach to 
Rheumatism. 

Obstetrics and Gynecology. 8 P.M. Dr. Letitia Fair- 
field : Survey of Maternity Work in the London 
County Council Hospitals since 1930. Prof. Munro 
Kerr, Prof. James Yo ., Dr. W. H. F. Oxley, and 
Mr. Arnold Walker will also speak. \ 

Radiology. 8.30 P.M. Mr. Hugh Reid, Dr. J. V. Sparks, 
and Dr. E. W. Twining: Radiology and Chest Surgery. 

ROYAL SOCIETY OF TROPICAL MEDICINE AND 
HYGIENE. 

THURSDAY, Nov. 18th.—8.15 P.M. (Hospital for Tropical 

7 Diseases, Endsleigh-gardens, W.C.), Clinical and 

Laboratory Meeting. 

SOCIETY OF RADIOTHERAPISTS OF GREAT BRITAIN 
AND IRELAND, 11, Chandos-street, W. 

FRIDAY, Nov. 19th.—4.30 P.M., Lord Horder: The Treat- 
ment of Hodgkin’s Disease. Dr. Bromley, Dr. W. M. 
Levitt, Dr. J. P. Raban, and Prof. James McIntosh 
will also speak. 

CHELSEA CLINICAL SOCIETY. 

TUESDAY, Nov. th.—8.30 P.M. (Hotel Rembrandt 
Thurloe-place, S.W.), Mr. John Grierson: Films an 
the Social Services (with cinematograph demonstra- 


tion). 
TUBERCULOSIS ASSOCIATION. 
FRIDAY, Nov. 19th—-5.15 P.M. (26, Portland-place, W.), 
Mr. Lionel Pearson, F.R.I.B.A.: The Construction 
of the Tuberculosis Sanatorium. 8.30 P.M., Mr. J. E. H. 
Roberts, Dr. Maurice Davidson, and Dr. Lee Lander : 
Bronchiectasis in Tuberculosis. 
BRITISH INSTITUTE OF RADIOLOGY, 32, Welbeck-street. 
THORSDAY, Nov. 18th.—8.30 P.M., Dr. A. Robinson Thomas: 
Radiological Investigation of Colon. Mr. J. Read, 
Ph.D.: Radon Concentrations in the Atmosphere 
of Some Radium Centres. 
FRIDAY, Nov. 19th.—Visit to the X Ray Department of 
St. George’s Hospital. 5.30 P.M., Dr. A. Orley : Demon- 
Mrara of Technique of Bronchography by the Nasal 
oute. 


LECTURES. ADDRESSES, DEMONSTRATIONS, &c. 


HUXLEY LECTURE. 

THURSDAY, Nov. 18th.—5 P.M. (Charing Oross Hospital 
Medical School), Prof. E. D. Adrian, F.R.S.: Huxley, 
the Brain and the Mind. 

CHADWIOK PUBLIC LECTURE. i ' 

TUESDAY, Nov. 16th.—5.15 P.M. (26, Portland-place, W.), 
Dr. Bernard Myers: The Promotion of Health in the 
Empire Citizen. 

TAVISTOCK CLINIC, Malet-place, W.C. 

TUESDAY, Nov. 16th.—6.15 P.M., Dr. Leonard Browne: 
Psycholo ical Causes of War. 

THURSDAY.—8.30 P.M., Sir Maurice Cassidy: Cardiac 


Neuroses. 
BRITION, POSTGRADUATE MEDICAL SCHOOL, Ducane- 
road, A 
TUESDAY, Nov. 16th.—4.30 P.M., Dr. C. M. Hinds Howell : 
Syphilis of the Nervous System 
WEDNESDAY.—Noon, clinical and 


athological conference 


(medical). 2 P.M., Mr. B. J. g, Ph.D.: Intestinal 
and Pancreatic Function. 3 P.M., clinical and patho- 
. 4.30 P.M., Dr. S. R. 


Pe pci conference (surgical). 
Gloyne: The Pathology of Puberculosis. 


- — ee e M 


THURSDAY.—2.15 P.M., Dr. Duncan White: Radiological 
Demonstration. 3.30 P.M., Prof. J. Young: Abortion, 
FRIDAY.—2 P.M., clinical and pathological conference 
obstetrics and gyneecology). 2.30 P.M., Mr. V. Zachary 

ope: Actinomycosis. 

Daily, 10 a.m. to 4 P.M., medical clinics, surgical clinics 
and operations, obstetrical and gynecological clinics 
and operations, refresher course for panel practi- 

oners. . 
WEST LONDON .HOSPITAL POST-GRADUATE COLLEGE, 
Hammersmith, W. 

MONDAY, Nov. 15th.—10 a.m., Dr. Post: X Ray Film 
Demonstration, skin clinic. 11 A.M., surgical wards. 
2 P.M., operations, surgical and secological wards, 
medical, surgical, and penescolowicn] clinics. 

TUESDAY.—10 A.M., medical wards. 11 A.M., surgical 
waras: 2 P.M., operations, medical, surgical, and throat 
clinics. 

WEDNESDAY.—10 A.M., children’s ward and clinic. 11 A.M., 
medical wards. 2 P.M., gynæcological operations, 
medical, surgical, and eye clinics. 4.15 P.M., Mr. 
H. P. Gibb: Demonstration of Eye Cases. 

THURSDAY.—10 AM., neourologiea] and gynæcologicałl 
clinics. Noon, fracture clinic. 2 P.M., operations, 

surgical, genito-urinary, and eye clinics. 
Mr. B. G. Simmonds: fecture on surgica? 


surgical, and throat clinics. 
Smith : Umbilicus. 
SATURDAY.—10 A.M., children’s and surgical clinics. 11 A.M., 
medical wards. 
The lectures at 4.15 P.M. are open to all medical practitioners 
without fee. 
FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, ye poke treet Ww. 
MonbDayY, Nov. 15th, to SUNDAY, Nov. 21st.—ST. JoHn’s 
Hosprrat, 5, Lisle-street, W.C., afternoon course in 
dermatology (open to non-members).—ROYAL W ATER- 
LOO HOSPITAL, Waterloo-road, S.E., all-day course 
in medicine, surgery, and gynscology.—PRINCESS 
BEATRICE HOSPITAL, chmond-road, S.W., Sat. and 
Sun., course in general surgery.—NATIONAL TEM- 
PERANCE HOSPITAL, Hampstead-road, N.W., Tues. 
and Thurs., 8 P.M., clinical and pathological M.R.C.P. 
course.—Unless otherwise stated, courses are open 
only to members. 
LONDON SCHOOL OF DERMATOLOGY, 5, Lisle-street. 
TUESDAY, Nov. 16th.—6 P.M., Dr. W. N. Goldsmith : Infan- 
tile Eczema and Papular Urticaria. 
WEDNESDAY.—5 P.M., Dr. I. Muende: Histopathology of 
New Growths of the Skin. (Chesterfield Neotires. 
HOSPITAL FOR SICK CHILDREN, Great Ormond-street. 
THURSDAY, Nov. 18th.—2 P.M., Dr. Reginald htwood : 


Splenic Anemia. 3 P.M., Dr. A. Signy: Blood Groups. 
Out pa lans clinics y at 10 A.M., and ward visits Ars 


NATIONAL HOSPITAL, Queen-square, W.C. 
MONDAY, How: 15th.—-3.30 P.M., Dr. Macdonald Critchley : 
phasia. 

TUESDAY.—3.30 P.M., Dr. J. P. Martin: Affections of the 
Cranial Nerves. 

WEDNESDAY.—3.30 P.M., Dr. F. M. R. Walshe: Clinical 
Demonstration. 

PHORSD AT Eo P.M., Dr. Denis Brinton: Convulsions 
an 8. 

FRIDAY.—3.30 P.M., Dr. Bernard Hart: Psychopath 
and the Psychoneuroses. a aca 

GEORGE’S HOSPITAL, S.W. 

THURSDAY, Nov. 18th.—5 P.M., Dr. Desmond Curran: 
Psychiatric Demonstration—Hypochondriacal States. 


CENTRAL LONDON THROAT, NOSE, AND E - 
PITAL, Gray’s Inn-road, W.C. gate HOS 
Rhino- 


FRIDAY ov. 19th.—4 P.M., Mr. O. Gill-Carey : 
ST. JOHN CLINIC AND INSTITUTE OF PHYSICAL MEDI- 


ST. 


logical Aspects of Asthma. 
CINE, Ranelagh-road, S.W. 
ERDAL, Nov ee EE pr va eomm: Phy- 
sical Me e in the eumatic Diseases . 
of Physical and other Methods). SE ENNE 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 
WEDNESDAY, Nov. 17th.—4 P.M. (St. James’ Hospital, 
Ouseley-road, S.W.), Mr. R. W. Mein and Mr. C. 
Garner: The Use of Elastoplast in Modern Surgery. 
ae Se Ree one i 
UESDAY, Nov. .—3.30 P.M., Dr. J. T. am : 
Common Skin Affections and their Treatment. REE 
DEERE FUPLIO No th Den 
BD DAY, Nov. .—4 P.M., Dr. R. E.T : 
The Treatment of Obesity. aaeaee 
MANCHESTER ROYAL INFIRMARY. 
FRIDAY, Nov. 19th.—4.15 P.M., Dr. R. S. Paterson: Radio- 
logical Demonstration. 
ANCOATS HOSPITAL, Mancbester. 
THURSDAY, Nov. 18th.—4.15 P.M., Dr. K. V. Bailey: 
Peomnorrhage in Conjunction with Pregnancy ang 


abour. 
UNIVERSITY OF SHEFFIELD. , 

SUNDAY, Nov. 14th, and FRIDAY, Nov. 19th.—Post- 
graduate Clinics at the Royal Hospital, Royal Infir- 
mary, and Jessop Hospital. 

GLASGOW POST-GRADUATE MEDICAL ASSOCIATION: 

WEDNESDAY, Nov. 17th.—4.15 P.M. (Royal Infirmary)> 
Por amog Hendry: Traumatic Lesions following 

rth. 


. i o 
Fi i ` a Fy i 
. 


THE LANCET] 


HYGIENE AND TROPICAL MEDICINE 


Tae London School of Hygiene and Tropical 
Medicine can justly claim that its students come 
from most parts of the world and go to all parts. 
The British Isles naturally provides more than any 
other country, but many come from India, Ceylon, 
and the United States, and are destined for posts in 
India, West and East Africa, Malaya, and Ceylon. 
Last year 137 of the 211 students took the course 
for the D.T.M. & H., 50 for the D.P.H., and the 
remainder studied bacteriology, epidemiology, or 
psychology. For the first time there was a course 
in mental deficiency for those who wished to be 
recognised as certifying officers. In 1936 Dr. N. 
Hamilton Fairley and Mr. R. J. Bromfield spent six 
weeks studying blackwater fever in Macedonia, 
where it is very prevalent, and confirmed the presence 
of the pigment ‘‘ pseudo-methsmoglobin ” in the 
blood in that disease. They found that the tropical 
macrocytic anemia, which can be cured by Marmite, 
is comparatively common among the ill-nourished 
inhabitants. At the school itself investigations have 
been carried out into the production of satisfactory 
antilarval oils, into the biology of the bed-bug, a 
parasite whose fertility has been found to be seriously 
reduced by the chilliness of the average London bed- 
room, and into the. efficacy of drugs in preventing 
sleeping sickness, a disease whose importance is 
increasing with the greater opportunities for travel in 
Africa. The divisions of bacteriology and biod- 
chemistry have succeeded in isolating from bacteria 
chemical fractions which induce an active immunity 
when injected. So far such fractions have been 
obtained from the organisms of typhoid fever, whoop- 


ng-cough, and cholera, and from certain hemolytic 


streptococci. An inquiry into the effects of feeding 
calves on raw and pasteurised mjlk showed that 
there was nothing to choose between the nutritive 
values of these milks. The reduction of methylene- 
blue, which is now used as a standard test in the 
grading of milk, was found to depend upon the 
property of certain organisms, especially the coliform 
group, of evolving nascent hydrogen from lactose. 
The division of epidemiology and vital statistics has 
been doing an increasing amount of official work for 
the Ministry of Health, the Medical Research Council, 
and the Industrial Health Research Board upon such 
subjects as maternal mortality, cancer research, and 
the incidence of sickness in transport workers. This 
last investigation was not instigated by the recent 
strike but has actually been occupying the attention 
of Mr. A. Bradford Hill, D.Sc., since 1934. The 
hardships of dwellers in the tropics may well be 
lightened by the use of the portable air-conditioned 
cubicles which have been developed by the depart- 
ment of applied physiology, and by employing 
reinforced aluminium foil as an insulator in the walls 
and ceilings of their rooms. 

The report of the Ross Institute of Tropical Hygiene 
has this year been incorporated with that of the 
school. In it Sir Malcom Watson points out that, 
although 90 per cent. of the inhabitants of the tropics 


live on produce which they grow themselves, com- ` 


pared with 20 per cent. in England, the basic principles 
of hygiene are the same everywhere, and many 
diseases which are now called ‘ tropical,’”? such as 
cholera, dysentery, and malaria, were common in 
England before improved sanitation and land drainage 
drove them out. He draws attention to the importance 
of teaching health officers the principles of farming ; 
the institute does this, and also in annual courses 
for laymen it teaches the elements of preventive 
medicine to a large number of planters mission- 
aries, mining engineers and others. The workers 
abroad are mainly concerned with the prevention of 
malaria. In India their activities are to be extended 
with the help of grants from industria] concerns. In 
Northern Rhodesia they have been able to reduce 
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the mortality among the European workers in the 
copper mines from 22 to 9 and among the natives 
from 31 to 5 per 1000. Elsewhere they have been 
dealing with anti-malarial measures in East and West 
Africa, with various health problems in the Hedjaz 
and, in England, have been advising Imperial Airways 
as to the best way of freeing their aeroplanes from 
mosquitoes. 


THE ‘* ELIXIR OF SULPHANILAMIDE ’ 
DISASTER | 


THE Journal of the American Medical Association 
for Oct. 30th gives further particulars of the fatal 
poisoning caused in the United States by adminis- 
tration of a proprietary elixir of sulphanilamide (see 
Lancet, Oct. 23rd, p. 976). By Oct. 25th the death- 
roll had risen to 46, with others as yet unconfirmed. 
“ It appears,” says the Journal, “‘that the use in 
this ‘ elixir’ of diethylene glycol—an unstandardised, 
non-official product, not recommended or recognised 
for internal use—was responsible for the deaths.” 


= BLACK HAMLET 

Dr. Wulf Sachs, a psycho-analyst working in 
Johannesburg, was able to gain the confidence of an 
African witch doctor so far as to persuade him to 
submit to a psycho-analysis which lasted for two and 
a half years. Aided perhaps by his absence of moral 
judgment, he obtained a detailed account of the man’s 
life and a deep insight into his mental processes. 
The craft of the witch doctor is revealed as a com- 
bination of sympathy and understanding on the one 
hand with gross superstition on the other, but the 
most valuable result of the investigation is the 
revelation of the emotional reactions called forth by 
the impact of our civilisation upon the native mind ; 
unfortunately the results of this impact are not 
greatly to our credit. 

The life-story of this Black Hamlet! holds the 
attention of the reader like a well-written novel, 
with its alternations of struggle and defeat and its 
thread of tragedy. The explanation of the motives 
of the central figure, which follows the same theme 
as the psycho-analytical explanation of the behaviour 
of the Shakespearian Hamlet, may not be acceptable 
to everyone, but the book stands alone as an intimate 
study of the life and mental workings of the negro 
mind such as very few people would attempt and 
fewer still could carry out successfully. 


POOR OLD THINGS 

In this booklet ? the author sets out proposals for 
improving the living conditions of old people in public 
assistance institutions. She would like to see more 
humanity and imagination applied to the daily life 
of old men and women in institutions, and the relaxa- 
tion of stringent rules—e.g., greater elasticity in 
days and hours allotted for visiting, and more freedom 
in going out, even though some risk may be entailed. 
She emphasises the value of respecting personality 
by encouraging variety of dress, and she urges the 
use of monthly rather than weekly diet sheets, to 
avoid the monotony of waking up “ to the certainty 
that because it is Tuesday there will be mince.” 
Bedridden men and women, especially women, 
suffer greatly from being always in public, and Miss 
Matthews believes that cubicle curtains between the 
beds would be appreciated. She points out the hard- 
ship to old people of being wakened in the small 


hours of the morning to be washed, and says that 


an early cup of tea would probably a aaa more | 

happiness than anything else that could be given. 
The new buildings as visualised by Miss Matthews, 

though desirable, appear rather too elaborate in 


their aim at securing simplicity and homeliness. She 
1 Black Hamlet. By Wulf Sachs. London: Geoffrey Biles. 
1937. Pp. 280. 10s. 6d. 


2 Housing the Infirm. By ve Matthews. 1937. Pp. 42. 
9d. Through W. H. Smith and Son, or post free from the author, 
at 44, Cresswell-place, London, S.W.10. 
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is all against grandeur, but she wants the home to 
be small—50 beds at the outside—and at the same 
time to contain day-rooms with open fires for not 
more than twelve people each, a non-smoking sitting- 
room, a silence room, a room where visitors can be 
received privately, a and a dining-room large enough 
for concerts and entertainments, A sensible economy 
proposed is the concentration of maternity cases in 
one centre in each county or county borough instead 
of providing for them in every institution. 


NEW PREPARATIONS 


LYSANTOL Mouru WASH is a new deodorant and 
detergent for use, when, diluted, as a mouth-wash or 
gargle. It is described as non-caustic and non- 
poisonous, and the makers (Allen and Hanburys Ltd., 
London, E.2) state that it has the same germicidal 
strength as 50 per cent. carbolic acid. The antiseptic 
constituents include chlor-xylenol, menthol, and 
pene acid; it has a pleasant smell and does not 
stain. 

FERRIPAN.—Made by ‘Troponwerke of Cologne- 
Mülheim, this preparation is intended for administra- 
tion by mouth where iron, liver extract and a small 
quantity of copper are likely to be helpful. The 
formula, which is designed to obviate gastric dis- 
turbance or constipation, is given as follows: fat- 
free purified liver, 5'0 ; iron albumin (Fe=2'6), 16:2 ; 
copper albumin (Cu= 0°05), 11:0; nucleo-vitellin, 
10°2-; saccharose, 30°0 ; excipient, 276. The English 
distributors are Harker, Stagg and Morgan Ltd., 
Emmott-street, E.1. 


From J. Flint, Sandoz Products (134, Wigmore- 
street, W.1), come two pamphlets in their Modern 
Therapy Series. The first, on DISORDERS OF THE 
DIGESTIVE SYSTEM, describes the application, in such 
disorders, of their preparations Femergin (ergotamine 
tartrate), Bellafoline (lavorotatory alkaloids of bella- 
donna), Belladenal (a combination of the Bellafoline 
with phenobarbitone), Bellergal (a combination of 
Femergin and Belladenal with phenobarbitone), 
and Calcibronat and Calcium-Sandoz. The second 
describes particularly the treatment of MIGRAINE with 
ergotamine tartrate. 

British DruG Houses Ltp. (Graham-street, N.1) 
have revised their price list of B.D.H. Medical 
Products. It includes a therapeutic index, an attrac- 
tively illustrated account of the activities of the firm, 
and descriptive notes on their various products, 
outfits, and appliances, many of which have been 
issued since the last list appeared. There is also a 
catalogue of solutions prepared for injection. 

BAYER PrRopvuctTs Lip. (Africa House, Kingsway, 
W.C.2) send their ‘‘ concise guide”? for 1937-38 to 
the pharmaceutical preparations of the I.G. Farben- 
industrie A.G., known in Germany under the name 
of Bayer. This guide contains a therapeutic index 
and much information conveniently arranged. The 
Bayer preparations are available day and night from 
so Bell and Croyden: Ltd. (60, Wigmore-street, 

1). 


V acancies 


For further information refer to the advertisement columns 
Ashton-under-Lyne District Infirmary.—Surgeon in Charge of 


Fractures. 
.—H.P., at rate of £200. 
l natorium.—Res, Asst. M.O., £350. 
Also H, P. „at Soa of £150. 
Birmingham City Education Committee.—Asst. School M.O., £500. 
Blackpool, Victoria Hosp. eee £600. 
Bolen Royal Infirmary.— Surg. O., £250. Also H.P. and 
H.S., at rate of £200 and £150 respectively. 
Brighton ’ County cer An Mental Hosp., Haywards Heath.— 
Med. Supt., £1100. 
Brighton, Royal Sussex County Hosp.—Two Hon. Clin. Asst. 
Anæsthet cid dan Also H.P., £150. 
Brig Sussex Eye Hosp., Eastern-road.— H.S. 5 rate oF £150. 
Bre l Winford Orthopedic and Heart Hosp.— 
British OW oe —Ass 
Anesthetist and 


Medical A aimee i Tavistock Square, 
Secretary, £800. 
Cambridge, Addenbrooke’s Hosp.—Res. 
Emergency O., at rate of £2130. 


VACANCIES 


' National Hosp . for Diseases of the 
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Canterbury, Kent and Canterbury Hosp.—Hon. Dermatologist. 
Also Hon. Asst. Physician. 
Cape Town University.—Chair of the Practice of Medicine 


£1250. 

Cardiff, King Edward VII Welsh National Memorial Association. 
Asst. Tuber. M.O. for North Wales PODA OEM; £500. 
Also Asst. Res. M.O. for Glan Ely Hos Sp 

Chelsea, Hosp, for Women, Arthur-street, pen Tui H.S., at 
rate o ; 

Oen ATAR i and North Derbyskire Royal Hosp. —H.S., at rate 
o 

Cumberland County Council.—Consultant in Gynescology and 
Obstetrics, £450. 


`- Dewsbury, Staincliffe County Hosp. aed td Med. Supt., £350. 


Dreadnought Hosp., Greenwich, E.—Two Receiving "Room 
Officers, at rate of £100. 

East Ham Memorial Hosp., Shrewsbury-road, E.—Dental 
Anesthetist nee oa per session 

Edinburgh City, Pub ealih Dept.—Asst. Tuber. O., £600. 

Evelina Hosp. for Stele Children Southwark, S.E. —H. S., at 
rate of £120. 

Hertford County Hosp.—H.S., at rate of £200. 

Hospital for Sick Children,’ Great Ormond-street, W.C.—Res. 
Anesthetic Reg., at rate of £150. 

OEP. E Z rot aan Diseases, Gordon-street, W.C.—Res. Med. 

up 
Hopes for Women, Soho-square, W.—Pathologist and Registrar, 


Ilford Tsolation Hosp.—Res. M.O., £600. 

Tikley, M Middleton-in-Wharfedale Sanatorium.—Jun. Res. M.O. 

Indian Medical Service.—-Ofliicer 

Inverness, Roual Northern lesional: —Med. Consultant and Hon. 
Charge-Physician, 21200. 

Keltering a and District General aop —H.P., at rate a £150. 

Leeds, St. Maru’s Infirmary, A ey.—Res. M. 

London hee ae Victoria Park i E.—Res. M. Ò., 2350. 

London Hosp., E.—Asst. Radiologist, £200. 

Louth Public Health Hosp.—Med. Supt., 8800. 

M ty Pandey Sanatorium —Rea. Jun. Asst. M.O., at rate 


` Crumpsall Hosp.—Res. Asst. Obstet. Officer, at 
rate of £250. 

Maudsley Hosp., Denmark Hill, S.E.—Part-time M.O., £300. 

Melbourne University -—Sen. Lectureship in Anatomy, "£550. 

Middlesex County Council. Visiting Laryngolocist for County 
Sanatorium, 3 gns. per session. 

Middlesex Hosp., W.—Asst. Obstet. and Gynecological Surgeon. 
Also Asst. Aural Surgeon. 

Miller General Hosp., Greenwich-road, S.E.—Res. Surg. O. and 
Reg., £250. Also H.P. and 1a S., each at rate of £100. 

Heart, Westmoreland-street, W. 
Hon. Physician to Out-patients. 

Newcastle-upon-Tyne, King’s College Medical School.—Demon- 
strator in Dept. of gay el £400. 

Newport County Borough.—Asst. and Jun. Res. Asst. M.O.’s, 
£350 and £150 respectively. 

Nottingham General Hosp.—Res. Cas. ge at rate of £150. 

a Chee, Transom 3 a nio and Sherwood Village Settle- 

—Me 

Paddington Green Chi dren's Hosp., W.—Hon. Ophth. Surgeon. 
Also Hon. Physician to Skin Dept. 

Plymouth Education Committee. —Sen. Asst. M. O., £750. 

Plymouth, Prince of Wales’s Hosp., Greenbank- road.—Res. Surg. 
O., at rate of £225. 

Prince of Wales’s General Hosp, N.—Hon. Clin. Assts. 

Queen Charlotte's Maternity Hosp., Marylebone-road, N.W.— 
Res. Ansesthetist, at rate of £100. Res. esthetist and 
Dist. Res. M.O., at rate of £90. Also Asst. 8. M.O., £80. 

Queen’s Hosp. for Children, Hackney-road, E.—H. P, H. S., and 
Cas. O. 7 each at rate of £100. 

Queen Mary's Hosp. forthe East End, Stratford, E.—Res. Appoint- 
ments, at rate of £150-£110. 

Royal Air Force Dental Branch.—Commissions. 

Royal Masonic hedges Ravenscourt Park, W.—Res. M.O., £300. 
Also Res. Surg. O., at rate of £250. 

Royal Waterloo Hosp. for Children and Women, Waterloo-road, 
S.H.—HS., at rate of £100. 

St. Andrews ‘University .— Lectureship in Bacteriolo 
Asst. Directorship of Bio hao ay iral aboral ory. £600. 

St. Bartholomew’ s Hop, E o Dental Dept. 

St. George’ s Hosp., S aid Ry; a Bacteriological Dept. Po 50. 

St. John’s Hosp. for Diseases of the Skin, 5, Lisle-street, W.C.— 
Two Hon. Asst. Physicians. 

sala bel Eye, Ear, and Throat Hosp.—H.S., at rate of 


Sleaford, Lincs, Rauceby Mental Hosp.—Asst. M.O., 8350. 

Southampton Free Eye Hosp.—H.S8., £150. 

FOUR esl Hosp. for Women, Clapham Common, S.W. —Res. 

South Shields County Borough.—Asst. M.O., £500. 

South Shields Ingham Infirmary.—Res. Surg. O., ance: 

Stafford, Standon Hall Orthopaedic Hosp—H.S., 

Watf í riea District Peace Memorial Hosp. bai P., at rate 
o 


West End Hosp. for Nervous Diseases, Welbeck-street, W.—Hon. 
Asst. Physician. 

ee iddlesex County Hosp., Isleworth — Obstet. Surgeon, 

ae ora, Runwell Hosp. for Nervous and Mental Disorders.— 


P., at rate of £150. 
Woolwich and District War M emorial ty te , Shooters Hill, S.E .— 
Also Hon. Laryngo 


Also 


and 


H.P. and H.S., each at rate of £10 
logist. 


The Etre Inspector of Factories announces a vacancy for e 


rtifying Factory Surgeon at Broughton (Southampton 
Hants). 
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ADDRESSES 


PHYSIOLOGY AS A PART OF 
GENERAL EDUCATION * 


By Leonard P. LocxHart, M.D. Camb. 


MEDICAL OFFICER, MESSRS. BOOTS PURE DRUG CO. LTD., 
NOTTINGHAM; OOUPTED MEMBER, NOTTINGHAMSHIRE 
EDUOATION OOMMITTEE; OHAIRMAN OF THE 
ASSOCIATION OF INDUSTRIAL MEDICAL 
OFFICERS 


THE application of science to industry and to the 
general life of the community has of recent years 
brought medicine into contact with a rapidly widen- 
ing range of social problems. This is inevitable 
because the impact of applied science on man is of 
so profound a nature that while workers in the non- 
vital sciences are devising mechanisms the workers 
in the vital sciences are called on with increasing 
urgency to assist in the process of human adaptation 
to the new conditions thus created. Stability and 
progress in the machine age depends on the degree 
to which social and economic change can take place 
without outraging basic physiological needs. Physio- 
logy bears on the day to day personal life of every 
human being. To attempt to live without any 
knowledge of its main principles is however quite 
common. Concerning the intricate mechanism of 
life ignorance is widespread, with the result that as 
Herbert Spencer said ‘ordinarily one-half of life 
is thrown away.” That statement is still not very 
far from the truth. In the structure of our personal 
problems it is true that psychological factors are 
often paramount but without a basis of physiological 
knowledge psychology as a science would be non- 
existent because its symptomatology is so often 
functional. 

Since the personal is of all things the most urgent 
it would be well if as a start we decided that every 
man, woman, and child should be equipped with 
‘the minimum of physiological insight necessary to 
maintain the body at the best standard of health 
which circumstances permit. Then secondarily we 
need’ -to consider what knowledge is necessary for 
those who, through the legislature, through adminis- 
tration, or through their power to control other 
people’s lives, have it in their hands to improve 
those environmental circumstances which limit the 
development of the personal life of each citizen. 


THE BASIC EQUIPMENT 


The physical education of each child in school 
should include elementary physiology. This is 
sometimes called ‘“‘ personal hygiene.” The two are 
not however synonymous terms, and the hygiene 
now taught in schools should have a wider physio- 
logical basis. This could best be attained by helping 
teachers to acquire a deeper foundation of physio- 
logical knowledge. They would thus be enabled to 
codperate more closely with the school medical 
service and make a unitary whole of medical inspec- 
tion and actual teaching in class. A vast amount 
of avoidable sickness, disability, and personal ineffi- 
ciency would be saved if this teaching could be made 
to penetrate more deeply into the adolescent mind. 

Hygiene and physiology possess little or no general 
examination value. Hence it is possible, and indeed 
common, for children even at matriculation standard 
to be ignorant concerning the mogt elementary 


ee. O3O3wvW0O 
- ® Based on a paper read before Section I iology) British 
ur a at Nottingham. (Phys 


¢ 


AND ORIGINAL ARTICLES 


_ [xov. 20, 1937 


natural functions, such as those of the skin, muscles, 
and digestion. This is a serious handicap to the 
living of a full and healthy life, for in the absence 
of a physiological background much that is subse- 
quently encountered under the term “ health educa- 
tion” is a double-edged weapon. This type of 
propaganda too often deals with disease rather 
than with health, and thus tends to aggravate the 
problem it sets out to solve by creating hypochon- 
driasis which is often only another name for fear and 
credulity. Physiology on the other hand deals with 
normal function in such a way that something posi- . 
tive is set up as an ideal to be aimed at and patho- 
logical departures from that standard are considered 
implicitly rather than explicitly and thus appear 
in a more comprehensible and far less sinister light. 
Unfortunately those who set school examination policy 
seem often to be very forgetful of the physical needs 
of examinees. So forgetful indeed that this essential 
human knowledge gets sadly squeezed out of a 
rapidly extending curriculum. It can only be ignored 
at a price which is paid long after the child leaves 
school. There have been great improvements, 
especially in elementary and central schools, but 
more by the efforts of enthusiastic individual teachers 
than as a result of encouragement from the bodies 
that exercise such vast influence on our education— 
namely, the senates of the universities. ; 

The plea for physiology as an essential element 
in general education is not based solely on its value 
to the individual in his or her own private life. The 
case is far stronger than that, and it behoves all 
who control our educational policy to consider the 
matter afresh in the light of current social and econd- 
mic questions. It is in secondary schools and univer- 
sities where the greatest need lies, because it is from 
these institutions that the majority of our legis- 
lators, administrators, industrial leaders, and influen- 
tial teachers emerge to deal with a world in which 
it is impossible to get a truly objective view of reality 
without some sound physiological understan ling. 
Under the heading of teachers we should include 
journalists and all those who mould public opinion 
through literature, the radio, and the film. This is 
not a plea for the creation of thousands of half- 
baked physiologists, but rather a demand that no 
one shall emerge into positions of responsibility and 
power without being able to appreciate the human 
physiological factors in any problem when they are 
properly presented, and, further, that persons in key 
positions shall know enough to enable them to call 
for that technical evidence at the right juncture in 
each issue that arises. 


DEMOCRACY MUST BE PHYSIOLOGICALLY MINDED 


The inclusion of biology into secondary education 
is a great step forward, but it is the physiological 
rather than the morphological aspect that needs 
emphasis, and it needs that emphasis particularly 
for those who after school life may never have a 
further chance of gaining the necessary insight. 
Our complex society living in an intricate social 
system can be neither happy, healthy, nor balanced 
unless its legitimate needs are met, nor can it vote 
wisely and exercise its democratie functions eff- 
ciently without having the issues placed fåirly before 
it in all their naked truth. A modern democracy 
must be physiologically minded if it is to solve its 
problems effectively. The recent debates on the 
Matrimonial Causes Bill revealed great gaps in the 
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knowledge and understanding of some of the most 
distinguished figures in our law-making machine. 
Gaps which should be impossible had those legis- 
lators been made aware during their educational 
career of the over-riding importance of the physio- 
logical aspects of human existence. There is a ques- 
tion which is coming before us at the present time 
with much urgency—namely, population and the 
allied problem of innate intelligence. Are we sure 


that the issues involved will be presented truthfully — 


and in their unvarnished state, and will the majority 
of the nation be able to appreciate them objectively ¢ 
The dull or backward child is as often a physiological 
as it is a psychological problem. Moreover the size 
of families raises the whole issue of physiological 
needs and the economic means of satisfying them. 
The subject of sexual physiology in an undramatised 
form obviously needs a place at some stage in adole- 
scent education. These matters are clearly. bio- 


logical even if they have serious economic and social. 


repercussions, but there are other matters which 
superficially appear unrelated to physiology but 
which so affect the lives of human beings that they 
raise distinct physiological issues. For example, 
the fishery and dairy industries; the construction 
of motor vehicles ; the boot and shoe industry ; the 
utilisation of coal; the electrical and gas industries ; 
the design of housing estates and of industrial build- 
ings—nutrition, ventilation, noise, light, posture, 
and environmental effects on the development of 
mental faculties are some of the matters thus involved 
and the issues are indirectly physiological. In passing 
one must pay tribute to a recent and highly effective 
piece of physiological education sponsored by the 
gas industry—namely, the short film, “ Enough to 
E a fe : 

Often immediate economic considerations seem to 
be so pressing that mere physiology is pushed aside, 
but in the end the ultimate economic outcome 
depends on human health, happiness, and efficiency, 
and a whole generation may have to waste its time 
dealing with the errors of its predecessors instead of 
being able to advance. Fifty years hence it may 
well be that houses built to-day will be in need of 
mass demolition in order to incréase space and give 
room for children to be brought up in, and thus to 
remedy a state of affairs which ought never to have 
arisen. The size of domestic gardens in relation, for 
instance, to the provision of healthy leisure pursuits 
and to the increased supply of protective foodstuffs 
has not received adequate attention. 

As the units of social life get larger, cities, industries, 
transport organisations and the like, power becomes 
. concentrated into relatively fewer hands with a 
result that the lives of vast masses of people are 
virtually controlled by quite a few' individuals. It 
is essential that those powerful and responsible 
persons should have a sufficient knowledge of human 
needs to enable them to discharge their duties wisely 
and well. An understanding of physiological prin- 
ciples is an essential of such knowledge, and it is a 
quite inadequate qualification to have had an advanced 
or expensive education unless that education sets out 
to fit its students for the responsible life that lies 
ahead of them, bearing in mind that the most pressing 
question of our time concerns human adaptation : 
` not only the adaptation of man to his environment 
but the modification of the environment to suit the 
needs of men and women. 


PHYSIOLOGICAL ISSUES HIDDEN BELOW THE SURFACE 


The impact of machine civilisation on, man in the 
mass and as an individual is something far too pro- 


found and involved for us to rely on legislators and 
administrators who have not been properly trained 


for the work. A man may be a supreme technician | 
gineering — 


and therefore fitted to control say an en 
works but he may be a bad staff controller. The 
direction of any organisation, industrial or civic, 
demands both kinds of skill not necessarily found in 
the same person but more likely to be so found if 
humanism on its functional side has been part of 
general education. In the administrative work of 
the modern state let us take six examples at random 
where important physiological issues lie hidden 
beneath the surface. 


(1) The organised destruction of foodstuffs in order to 
keep up prices. 

(2) The uniforms worn by public servants and their 
effect on physical well-being. 

(3) The ratio of rent to fares on housing estates and the 
consequent effect on nutrition. 
. (4) The indiscriminate covering up of green spaces and 
the failure to appreciate the social value of natural beauty. 

(5) The question of noise (including the misuse of wire- 
less sets) which prevents young children getting proper 
sleep and adults from ever being in a state of rest. 

(6) The use of playing fields on Sunday ecially by 
those who have no other available daylight leisure except 
a weekly half-day. 


The items could be continued ad nauseam and every- 
one can add to the list. Suffice to say that the general 
ideas on such problems are very hazy and their 
importance is overlooked until something happens 
to produce a crisis. Ventilation is a good example 
of how slowly knowledge filters. The generally held 
belief is still that foul matter needs to be extracted 
by fans, and the truer version that given adequate 
air interchange it is an increase of cooling power that 
is needed is still not appreciated by the bulk of people, 
including even many engineers and architects. 

Modern industry as a result of applied science and 
certain economic factors has to produce more per 
capita and hence the advent of specialised production 
and the threat that craftsmanship may become 
almost extinct. The new methods are as yet in 
their infancy but they are producing a variety of 
human problems. Not least is the fact that an alarm- 
ing number of young people are growing up to-day 
without being in the possession of a single useful 
specific skill at anything. It is the desire of enlightened 
industrial management to overcome such problems 
but, owing to the general lack of appreciation con- 
cerning the real nature of the question, discontent 
instead of being made the subject of scientific investi- 
gation is allowed to become political. This is under- 
standable in the present state of our general education 
but it is not scientifically a healthy state of affairs. 
Political action may be a means and at times the 
right means of correcting social wrongs, but if we 
allow the physiological basis of most of the social 
unrest in the world to become fogged by political 
argument we shall do irreparable harm. It becomes 
a case of concentrating on the means rather than on 
the ends. Social unrest is, if analysed, largely based 
on the lack of.full physiological satisfaction, and 
much good would come if sufficient knowledge was 
widely enough spread to allow of its being studied 
from this angle. 

It may be objected that intellectual freedom is 
not physiological but physiological principles regard- 
ing function are a safer guide than political prejudice. 
This is not as Utopian as it sounds, for:a survey of 
Europe since the war shows how great an edifice 


of intellectual abstraction and strife can be built up 


on a foundation which has ignored elementary 
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functional truths. We shall not get to our goal any 
faster by continuing to ignore them. The society 
which is functionally stable leaves its independent 
thinkers to say and do as they like and to produce 
further changes by persuasion. Where the majority 
lives in physiological need a state of emergency is 
created where as a result of fear all independent 
thought is crushed. The peculiar conditions on the 
Polish-Lithuanian frontier are a good example of 
the relationship between physiology (in this case 
nutrition and family life) and statecraft. 


MORE THAN A CULTURAL VALUE 


All exact science has a cultural value, but an exact 
science dealing with living processes has something 
more. It can be made to illuminate a whole range 
of other subjects such as history and geography. 
Historical facts can be interpreted to pupils in a 


new light, for there is a physiological basis to social. 


change and evolution which is historically of far 
greater moment than the doings of individual states- 
men. What influence did diet and hookworm have 
on the civilisations of India and Egypt respectively ? 
Did malaria or typhus play a significant part in the 
decline of ancient Greece, and what influence did 
the national attitude to physical culture have? It 
may have led to an excessive preoccupation with the 
body to the neglect of the mind, and the same factors 
may be operating in Europe to-day. How far did 
the fear of the physical which emanated in Europe 
in the middle ages lead to a neglect of hygiene and 
cause Greek medicine to remain in eclipse even 
during the Renaissance? Geography has its physio- 
logical implications. Captain Scott’s ill-fated expe- 
dition would have been saved had a greater knowledge 
of physiological needs been available to it. The 
conquest of Everest depends on physiological factors. 
The dietary of China and the fine machine milling 
of rice have their lesson in the effects of beri-beri. 
The fusion of the Pacific and Atlantic, the creation 
of the Boulder Dam, and the tunnelling of the Alps 
can be so presented‘to children that the physiological 
implications become a living practical issue. A descrip- 
tion of the orange trade can be linked with a state- 
ment regarding its value to man, and the fisheries of 
Newfoundland and Norway can be made more vital 
when considered in relation to vitamin deficiencies 
among industrial peoples. 

The future policy of our country and of all industrial 
states depends to a large extent on our reading of the 
past in the light of new knowledge. The historian 
needs a physiological insight just as much as does the 
social administrator. There are three things there- 
fore to bear in mind regarding physiology and general 
education. 


(1) Factual instruction—e.g., personal hygiene based on 
the pupils’ powers of assimilation but depending for 
success on teachers who are deeply aware of the significance 
of the subject. 

(2) The inculcation of physiological principles for 
teachers and for all who pass through secondary schools 
and go out to control the lives of others. 

(3) The illustration of historical, geographical, and non- 
vital scientific subjects by showing the physiological 
implications involved. Examples and exercises in arith- 
metic should where possible be given with a bearing on 
biological subjects. 


The great problem is how to find time in the 
curriculum for a wider range of physiological study. 
The first thing is to make it compulsory on all pupils 
so that no one can by avoiding it gain time for other 
more valuable mark-gaining subjects, The next is 
to insist on all candidates for posts involving staff 


control and public administration being able to 
understand the meaning of a physiological report on 
some subject likely to be met with in their work— 
e.g., ventilation, food values, fatigue, shift systems, &c. 
Thirdly, the examining bodies should introduce 
questions in arithmetic which involve such terms as 
calories, heat loss, air velocity, dead air space, wages 
and food values, sickness absenteeism, fatigue and 
output, loss of light due to dirt, smoke, and window 
space. It is possible to test anything from addition 
to proficiency in logarithms by examples which call 
for at least an acquaintance with terms within the 
powers of the pupils concerned. This acquaintance 
with certain terms would lead to inquiry as to what 
they meant, and the advanced pupils might easily 
gather some knowledge of vital statistics which 
would improve their calculating abilities while at 
the same time teaching that much in the biological 
world is a question of probabilities which is not 
Synonymous with guess work. The examples used 
to -exercise calculating facilities can be something 
else in addition. They can be used to stimulate inquiry 
on a host of subjects of which physiology is one. It 
is encouraging to see that in some of the most recent 
school arithmetic books examples are being given 
regarding a few of these matters. 


NOT JUST ONE MORE SUBJECT 


Physiology is not just one more subject to be 
added to the school curriculum by yet another group 
of enthusiastic specialists. It is a fundamental of 
all education and of all health, but it goes further. 
By reason of its discipline as a vital science and of 
its conceptions as working hypotheses for life it lies 
at the root of sound national and local government 
and of enlightened industrial management. Progress 
in many fields of social life is slow not because people 
are necessarily stupid nor even primarily because 
they lack facts—one cannot be au fait with every 
technicality—but because even highly educated 
people are so often quite incapable of appreciating 
and of grasping the facts when presented to them. 
The vital sciences do not always talk in blacks and 
whites—‘' Yes” or “ No”’—but often in probabili- 
ties and tentative suggestions. Experiment and 
modification do not appeal to most people, and until 
they do real progress must be slow and hesitant. 

Physiological knowledge and training is the enemy 
of vested interest. It teaches a conception of life 
which is critical and which asks questions demanding 
answers. It can be worked into the pattern of our 
educational system, incorporated even into other 
subjects and so made to appear as something essential 
and worthy of respect and further study. It can 
make many dull things interesting, and it can provide 
a seed which in the future will prove fruitful in social 
stability and progress. Without a wide spread of 
understanding of it we shall continue to fashion a 
world in which man finds it increasingly difficult to 
live without an escape mechanism. It may be the 
escape into illness or the resort to ill-considered and 
violent methods of social change or even war. The 
whole question merits a full and impartial review 
over a very wide range of human activity by an 
ad-hoc body set up by the universities on a basis 
broad enough to give its conclusions the greatest 
possible weight and effectiveness. 


CULDUTHEL INFECTIOUS HOSPITAL, INVERNESS.— 
A new cubicle block extension, erected at a cost of 
£12,000, has been opened at this institution by Lady 


‘Hermione Cameron of Lochiel. 
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“SARCOMA OF THE UTERUS | ~ 
- By R. S. HANDLEY, M.B. Camb. 


ASSISTANT PATHOLOGIST AND GEORGE MILLS SCHOLAR, MIDDLESEX 


l HOSPITAL, LONDON; AND 
Joun Howxms, M.D., M.S. Lond., F.R.C.S. Eng., 
a; PR AMCOGe a A 
| GYNAICOLOGIOAL REGISTRAR, MIDDLESEX HOSPITAL 


(From the Bland-Sutton Institute of Pathology and the 
Gynecological Department, Middlesex. H ospital) - 


_ Sarcoma of ‘the uterus though far from being a 
pathological curiosity is yet a rare and extremely 
lethal - disease, the exact pathology of which is 
e. The present 
survey of 40 cases comprises the entity known by 
various synonyms, such as leiomyosarcoma, myo- 


‘Sarcoma, and myoma malignum. It has been our 


aim to preserve an outlook as unbiased as possible 
by previous writers antl to discover in what respects 
our evidence led us to agree with, in what respects to 
differ from, their conclusions. ‘ 


The clinical material placed at our disposal by the _ 
kindness of.our seniors consists of 40 cases of sarcoma, | 


of the uterus (see Table I). The original total 
would have been greater had we not excluded certain 


' cases on the grounds of incomplete clinical and patho- 


logical data, and 2 cases of botryoid sarcoma with 
which this paper is not concerned. 
sections were available for study in all except’5 of 
the cases, but these 5 are included on the ample 
pathological reports available. a 
© _7 INCIDENCE OF SARCOMA OF THE UTERUS 
Statistical analysis of all benign and malignant 
neoplasms treated surgically or radiologically at the 
Chelsea Hospital for Women from the years 1922-36, 
and at the Middlesex Hospital from the years 1925-36, 
yields the facts summarised in Table II: We consider 
that the figure of 466 cases of carcinoma of the cervix, 
treated at the Middlesex Hospital for the 1925-36 
period, as being disproportionately high; for this 
hospital, because of its cancer research department 
and’ other factors, attracts a number of cases that 


would not normally be included in the everyday — 


practice of other institutions. oo 

Of all mesodermal tumours of the uterus in our 
series sarcoma therefore comprises just over 1 per 
cent. ; while to all malignant epithelial growths of the 
uterus, corpus, and cervix, sarcoma bears the ratio of 
1 to'50, or 2 per cent. This is on the whole in agree- 
ment. with the work of others, collected tables of 


whose figures appear in some of the papers on the . 


subject (e.g., Vogt 1923). 
| CLINICAL’ FEATURES © 
The etiological importance of parity has in the 
past been stressed, notably by J ames Young (1933) 
who states that parity has an important predisposing 


‘influence upon the incidence of sarcoma, 75 per cent. 


of his cases being parous women. Wilfred Shaw 
(1936) on the other hand states that sarcoma of the 
uterus is quite unrelated to childbearing. In our 
series 21 were parous and 19 nulliparous, and we 
therefore agree with Shaw that parity is of little 
significance. . i 
Certain clinical features about these cases are 
perhaps‘‘of' interest and importance: ‘ The average 
age in our series is 53 years, which agrees with the 
figures of Evans (1920) and: Bunten (1925) of 50 years 
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each. Our. youngest patient was aged. 30, our eldest 


68. According to decades the. incidence was as 


- follows :— 
30-40 years ' 5 cases 50-60 years 11 cases ` 
40-50 s .. 12 , 60-70 n  .. 12 , 


The commonest symptom was irregular uterine 
bleeding, frequently post-menopausal; this was 
noted in 28 of our cases, or roughly 70 per cent. The 
most. noticeable clinical sign was a tumour arising 
from the pelvis which was found in 29 of the cases. 
In.7 gases a.polypus was felt or seen on examination 


_ of the cervix.. The average duration of symptoms 


before admission to hospital was roughly 63 months, 
and it needs no special comment to point out the 
tragic importance of this long delay. 7 l 

The vexed question of the part which fibròmyomata 
play in the ætiology of the uterine sarcomata is further 
pathological section of this paper. 
standpoint there was macroscopic 


From a surgical 
fibromyomata in 21 of our 


evidence of coexisting 


cases; they were absent in 16' and not ‘noted as 


either absent or, present in 3.” Figures quoted by 
Ewing (1928) suggest that a similar ratio would hold 
good for a series of 40 autopsies on women dying of 
various diseases in whom no clinical attention had 
ever been’ focused on the pelvis. a 


‘PROGNOSIS 


_For the estimation of prognosis we have taken the 
five-year basis. Of these 40 cases, 25 were operated 
upon five or more years ago. Of these 4 are alive 
and well and 1 is alive but dying of a recurrence ; 
so that the strict five-year Salvage is 16 per cent. A 
cure rate based on five years’ freedom from recurrence 
does not however afford an absolute prognosis, as the 
following case illustrates:—' °° 7 o. . 

Mrs. A. F., aged 55, was admitted to the Chelsea Hos- 
pital for Women in March, 1929, and a panhysterectomy 


` was performed for what was diagnosed as:a sarcomatous 


polypus. In 1936, just over seven years later, she was 
readmitted with a large bilobular mass fixed to the pos- 
terior abdominal wall and reaching to the umbilicus. 
At laparotomy this'was adherent so intimately to large 
and small bowel that: enucleation was the only feasible 
proposition. . This was successfully ‘performed, but a year 
later, in May, 1937, a further recurrent abdominal tumour 
had appeared. The histology of the 1929: and . 1936 
growths is very similar, showing a. sarcoma in which 
round cells predominate with no evidence of mitoses, ‘and 
‘there is little doubt that this is a true recurrent sarcoma, 
The long period of quiescence before the 
reappearance of the growth provides food for thought 
when the five-year period of freedom from recurrence 
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is regarded as an index of prognosis. So that our 
4 cases who have successfully survived their first 
five post-operative years may yet succumb. : 


The case quoted above is remarkably paralleled 
by a case of Matthews and Stier (1935). In 1922 


these surgeons operated on.a patient with multiple | 


fibromyomata, performing a hysterectomy. In 1927 
a recurrent abdominal mass was removed which 
resembled a degenerating fibromyoma; again in 
1931 a similar mass was removed, and also in 1932. 
The patient succumbed in 1932 with pulmonary and 


hepatic metastases, and the histology of the latter - 


specimens ‘was | reported as showing spindle-cell 
sarcoma. From these 2 cases we deduce that 
uterine sarcoma may recur after a number of years, 
the long period of freedom giving the patient and 
her surgeons a sense of false security. Mr. Victor 
Bonney (1937) tells us that he has had similar cases. 


TREATMENT 


The treatment of uterine sarcoma is so well 
established that we have little to add. We would 
advocate a wide resection, a panhysterectomy with a 
4 in. cuff of vagina, emphasising the simultaneous 
removal of both appendages. Surgery should be 
supplemented by a course of deep X ray therapy 
in .all cases. There is however a point of great 
importance, which many have already stressed— 
namely, that all fibromyomata, whether removed by 
myomectomy or hysterectomy, should be immediately 
incised and macroscopically scrutinised by the 
surgeon. Ideally all fibromyomata should be histo- 
logically examined, for only in this way will a fuller 
comprehension of their varying grades of cellularity 
be acquired. If thisideal prove impracticable, at the 
least any fibroid showing suspicious degenerate areas 
should be submitted to histological examination. 
Such a routine procedure will from time to time 
bring to light’an area of unsuspected malignancy as 
illustrated by the following case :— 


Miss H. B., aged 31, was operated on in 1931 for a | 
"As the patient was a young woman, the’ 


fibromyoma. ~ 
surgeon performed a conservative myomectomy. Noticing 
- that the tumour did not readily enucleate and that on 
macroscopic section it appeared atypical, he asked for 
a histological examination which showed a spindle-cell 
sarcoma without evidence of mitosis. A week later a 
panhysterectomy was performed and the patient is now 
alive and well six years ‘after the operation. j 


FIG. 


2.—Sarcoma, Mitotic figure. (x 850.) 
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FIG. 3.—Sarcoma. To show. hyperchromatic cells, It is 
impossible to say whether any of these reprenata mitotic 
activity. Note surrounding degeneration. AxB ae 


Had the fibromyoma, as is so often the lot of these 
ugly ducklings of pathology, been cast into the bucket 
unexamined, the fate of this patient would doubtless 
have been very different. ' Hoenig (1932) records a 
similar case, in which a myomectomy was performed 
on a woman of 31 years; subsequent histological 
examination revealed a central area of sarcoma, 
hitherto unsuspected. 


PATHOLOGICAL MATERIAL 


The material on which the following remarks on 
the pathology of uterine sarcoma are based consists 
of sets of microscopic sections from 35 cases whose 
history and post-operative course are known; the 
gross specimen was available in 15 cases." In addition 
there were sections from 4 cases (with one macro- 
scopic specimen) whose clinical history could not be 
ascertained, and which are not therefore included in 
the Tables. The material is completed by a number 
of cellular fibromyomata, the post-operative course 
of the majority of which was followed, and a few 
sections of undifferentiated carcinoma; ‘included or 
discussion of differential dagnonis. 


CLASSIFICATION 


A classification of a clinical condition is of most 
value when it correlates some gross or microscopic 
feature with clinical behaviour, and it is clear that 
no classification of sarcoma of the uterus has yet 
appeared which is sufficiently satisfactory to command 
general acceptance. The anatomical site of origin 
has been chosen by some (notably by Lockyer 1928) 
as a basis, but we have found that in many of our 
macroscopic specimens the disease is so widespread 
that it is impossible to say whether cervix, body, 
endometrium, myometrium, or fibromyoma is the 
seat of origin; and it is obvious that a scheme into 
which an appreciable proportion of tumours will not 
fit is of little value. Some-have divided the sarcomata 
into diffuse and circumscribed growths but we have 
seen so many intermediate stages that it is clearly a . 
matter of time before the circumscribed -becomes 
diffuse. The histologists have also propounded their 
classification, but. our experience has been that 
many tumours show areas of two different cell types. 
Nor could we find any relation between predominant 
cell type and malignancy as judged by the subsequent 
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Hyperchromatic giant cells in a degenerate 
; area. (x need 


FIG. 4.—Sarcoma. 
clinical progress, ` Lipsett (1935) would go so far as 
to divide sarcoma into three groups : metastasising, 
locally recurrent, and non-metastasising ` leiomyo- 
sarcoma, ‘To wait for post-mortem examination, 
or at least for the appearance of clinical signs of 
recurrenée,. before classifying sarcoma is a proceeding 
too academic to appeal to the majority of clinicians 
and too much modified by different forms of treatment 
to satisfy the academic pathologist. 

By far the most promising line of attack on this 
problem of classification has been made by Evans 
(1920). He divided his cases into three classes 


according to whether mitotic figures were abundant,’ 


moderate in number, or scarce ; and his results are 
based on actual mitotic counts on the tissues he 
examined. He was able to get close correlation 
between these counts and the subsequent history of 
his patients, and this observation has more recently 
been -confirmed by Kimbrough (1934). Of this 
method and its difficulties we shall have more to say, 
but it has the merit of dividing sarcomata into classes 
according to their clinical behaviour, and it forms a 
practical basis for discussion. 


HISTOLOGICAL DIAGNOSIS 


Many sections of uterine sarcoma leave no doubt 
in the mind of the histologist that what he sees is a 
sarcoma, and little more need be said of the familiar 
picture of highly malignant infiltrating growth. But 
there are also many in which he is puzzled to know 
whether the tumour is a cellular fibromyoma or a 
sarcoma of low-grade malignancy, and it is this 
difficulty which has led to the vast discrepancy both 
in the reported.cure rates and in the reported per- 
centages. of fibromyomata showing sarcomatous 
change. Moreover, there are a few sections in-which 
the less important. distinction: between undifferen- 
tiated carcinoma and sarcoma has to be attempted. 
In judging the former problem between fibromyoma 
and sarcoma the following pointa appear to us to be 
of importance :— ' 


1, The presence and number of mitotic figures. 


typical mitotic figures are seen, the tumour may be . 


classified as a sarcoma. 

2. The obliteration of the typical whorled pattern of 
the fibromyoma by cellular proliferation with which is 
bound up the question. of decrease of the stroma. In the 
‘absence of mitotic figures this obliteration must be | 


: very weighty factor in diagnosis. 


advanced before sarcoma is diagnosed ; but there are many 
sarcomata showing mitotic figures which still possess the 
whorled pattern. . 

3. The cellularity of the tumour with irregularity of 
cell and nuclear shape. Cellularity alone does not indi- 
cate malignancy; for we have seen many cellular tumours 


- with regular cell shape which we considered benign and 
whose subsequent clinical course confirmed this opinion, 


4, Increase in size of the nuclei of tumour cells together 


* with increased density of staining. We lay little stress 


on this point, if considered alone. 
5. The precariousness of the blood-supply. We have, 


_. however, seen perivascular infiltration by & sarcoma in 


which the tumour cells were grouped round fully formed 
vessels having all the appearance of being part of the 
original uterine vascular system, 


Important as these criteria are in assessing 
malignancy, it must be emphasised that we do not 
think that there is any hard and fast line between 
benign and malignant growths, and it is therefore 


TABLE JJ 


Benign and Malignant Uterine Tumours 


‘Chelsea Hospital for Women 1922-36, Middlesex 
Hospital 1925-36 


‘Total cases. — cee metas ane: 
Chelsea, 1922-36 .. | 2775 22 
Middlesex, 1925-36. . 633 14 

Total.. .. .. | 3408 36 


clear that the experience of the pathologist may be a 
Frank (1931) 
gives as a point in the differential diagnosis the 
appearance of “unrest”? of the tumour; and that 
one of such experience can find no more precise term 
is an indication ‘of the difficulty of the subject. 
Nevertheless, we wish to lay stress on the impertance 
of mitotic figures as a guide, and this leads us to the 


inherent difficulties of Evans’s method of mitotio 


counts. | 

Evans himself appears to have counted not only 
typical mitoses but also atypical ones. While the 
former are very simple ‘of recognition, the latter 
may be very difficult. Indeed; it seems impossible 
in many cases to be certain whether the hyperchromatic 
cell in question is an atypical mitosis or some form 
of nuclear ‘deg generation. In examining our sections 


FIG. 5.—Fibromyoma, showin pyknotic nuclei, and hype 
chromatism. Pent alive š 0 well one year after myo- 
mectomy. (x 850.). 
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TABLE I—PARTICULARS OF THE FORTY CASES OF SARCOMA UTERI 


Case. | Age.|Parity..Symptoms.| Signs. 
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oO fm Oo O 


oOo © 


anweon © © 


© 


© 


Bleeding. | Tumour. 
Pain. ” 
Bleeding. ‘ 
" Polypus. 
os Tumour. 
Bleeding. 
” Tumour 
Pain. 7 
Bleeding. > 
Polypus 
- Tumour 
9 i ” 
” Polypus 
`” Tumour 
»” n 
Pain. “i 
Bleeding. | Polypus. 
” Tumour. 
” Polypus. 
” Tumour. 
Retention F 
of urine. 
Bleeding. 7 
Traumatic wi 
rupture 
of uterus. 
Bleeding. Sa 


Discharge. | Polypus. 
Bleeding. | Tumour. 


” Polypus. 


Duration 
of symp- 
toms 


2m, 


lyr.3m. 


4m. 


Coinci- 
ent 


Yes. 


Not 
stated. 


Yes. 


Not 
- stated. 
Yee. 


No. 


Pan-hysterectomy. 
Myomectomy. 
Subtotal + bilateral 


salpingo-odphorectomy. 


Pan-hysterectomy. 


Subtotal hysterectomy. 


Radium. 


Pan-hysterectomy. 
Local excision. 


Subtotal hysterectomy. 


Total hysterectomy 
+ radium. 


Subtotal hysterectomy. 


Pan-hysterectomy. 


Subtotal +rt. salpingo- 
odéphorectomy. 


Pan-hysterectomy. 


Total hysterectomy. . 
Pan-hysterectomy. 


Subtotal hysterectomy. 


Subtotal + bilateral 


salpingo-odphorectomy. 


Nil. 
Pan-hysterectomy. 
Total hysterectomy. 
Radium. 


Subtotal hysterectomy. 


Subtotal] + deep 
X ray. 


Subtotal + rt. salpingo- 


oéphorectomy. 
Pan-hysterectomy. 


Pan-hysterectomy 
+ deep X ray. 


Subtotal+deep X ray. 


Total hysterectomy. 
Deep X ray only. 


Pan-hysterectomy. 


w. = weeks ; m. = months; yr.= year. 


’ 


Alive and well 
12 yrs. later. 


Recurrence 7 yrs. 
later (laparotomy). 


Died. 


Alive and well 
7 yrs. later. 


Died. 


Alive and well 
6 yrs. later. 


Died. 


Alive and well 
4 yrs. later. 


Died. 


Recurrence in lungs, 
dying 6 m. later. 


Died. 
Alive 3 m. later. 


Died. 


Alive and well 
5 yrs. later. 


Died. 


Lid 


Alive 6 yrs. later. 
Died. 


Alive and well 
5 m. after. 


Alive and well 
4 m. after. 


Alive but dying 
3 m. later: 


Alive and well 
4 m. after. 


Alive 8 m. later. 


Time from onset 
of symptoms 
to death. 
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Subtotal hysterectomy. 


Alive but d of 
further mat eons fy 


- 11m. 


Exact date of death 
not known. 


3m. 


3m. 


3m. 
4 yrs.5 m. 
2 m. 
1 yr.2 m. 
1 yr. 8m. 


3 yrs. 3 m. 
lyr. 3m. 


2 yrs. 4m. 


3 yrs. 1m. 
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we have attempted to assess the number of typical 
mitoses, taking as criterion such mitotic figures as 
we felt could be demonstrated to students as charac- 
teristic (Figs. 1 and 2). We have thus side-stepped 
the difficult decision of what was, or what was not, 
an atypical mitotic figure without, as subsequent 
Tables will show, losing that correlation between 
pathology and clinical course which is such a striking 
feature of Evans’s work. Evans tacitly admits 
this difficulty, for he has shown his figs. 2, 3, and 4 
as examples of atypical mitosis in the legend, while 
in the body of his paper he refers to the same figures 
as examples of hyperchromatic and giant forms. 
The accompanying photographs show some of these 
curious and difficult cells (Figs. 3, 4, and 5), and it is 
at least evident that some form of nuclear upheaval 
is occurring; but whether the pangs of birth or 
death we cannot presume to decide. 


' (To be concluded) 


THE NEWER ELECTROCARDIOGRAM 
DENOTING RIGHT BUNDLE-BRANCH 
| BLOCK 


By WurraĮm Evans, M.D., F.R.C.P. Lond. 
ASSISTANT PHYSICIAN TO THE LONDON HOSPITAL 
(From the Cardiac Department the London Hospital) 
(Concluded from p. 1131) 


Pathological Report on Case 7 by 
HousBert M. TURNBULL, D.M. Oxon., F.R.C.P. Lond. 


DIRECTOR OF THE BERNHARD BARON INSTITUTE OF PATHOLOGY, 
THE LONDON HOSPITAL ; PROFESSOR OF PATHOLOGY 
IN THE UNIVERSITY OF LONDON 
® 


NECROPSY 


Summary: Heart failure; ischemic fibrosis of 
myocardium and of auriculo-ventricular bundle; 
cardiovascular hypertrophy ; hyperpiesia. i 


Very stout, almost edentulous woman. Great adiposity 
of pericardium, and of outer two-fifths of myo- 
cardium of right ventricle. Dilatation and slight hyper- 
trophy of right auricle and ventricle; considerable 
hypertrophy of left ventricle. Numerous petechiæ in 
pericardium of back of left auricle and ventricle; a few 
on left side of interventricular septum. No active or healed 
valvulitis. Considerable atheroma in aorta and carotid 
arteries ; medial calcification, very severe atheroma, and 
occlusion by organised thrombus of tortuous dilated splenic 
artery opposite tail of pancreas; numerous flecks of 
atheroma in right horizontal and anterior descending 
coronary arteries; no stenosis of superficial ‘coronary 
arteries. Hypertrophy of media of larger arteries in organs ; 
myo-atrophy and fibrosis of media and of hypertrophied 
intima of many small arteries. Rusty old infarct in spleen. 
Scars of ischemic atrophy beneath capsules of kidneys. 
Great osdema and congestion of lungs. Collapse of lower 
and posterior half of lower lobe of right lung and of one- 
third of lower lobe of left lung. Right pleural effusion 
(16 oz.). Congestion of kidneys. Firm congested and 
cedematous spleen. Conspicuous congestion and confluent 
back pressure atrophy of liver. One mixed stone in fundus 
of greatly dilated, fibrotic gall-bladder. Mucous catarrh 
of stomach. Thymus masked by fat. 

:- Weights.—Body, 70°2 kilo (length 144 om.); brain, 

1204°9 grammes ; liver, 1559°2 g. ; heart, 453°6 g. ; kidneys, 
276°4 g. ; spleen, 170°1 g. ; pancreas, 63°7 g. ; thyroid, 15 g. ; 
suprarenal bodies, 10°8 g. ; pituitary, 0'8 g. 


Macroscopically the valves of the heart were thin 
and transparent. No abnormality could be detected 
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in the neighbourhood of the node and limbs of the 
auriculo-ventricular bundle. oe 


MICROSCOPIC EXAMINATION 
METHODS 


Pieces of the kidney, aortic arch, splenic artery, and 
myocardium from the upper third of the anterior wall of 
the left ventricle, the centre of the anterior wall of the left 
ventricle with the anterior papillary muscle, and the 
centre of the outer wall of the right ventricle were 
embedded in paraffin, while a portion of kidney and of 
myocardium from the lower third of the left ventricle 
were cut upon the freezing microtome for Herxheimer’s 
method. | 

The auriculo-ventricular bundle was examined in the 
following way. After the heart had been opened and 
fixed in formaldehyde an oblong slab, 4:5 cm. from above 
down and 3:3 cm. wide, was cut from the inner wall of 
the right auricle and ventricle through to the aorta and 
left ventricle. The upper border was approximately 
parallel to the origin of the tricuspid valve and 1 cm. 
above it; the posterior vertical border was slightly in 
front of the Thebesian valve, and the anterior was in front 
of the moderator band. This slab was divided into three 
blocks, each 1:5 cm. from above down. After being 
embedded in paraffin the blocks were cut from above 
down in serial sections of 10u. In the uppermost block 
6 sections were kept for staining and 34 were cast; so that 
the interval between each group of stained sections was 
340u. On microscopic examination the lesions in the 
auriculo-ventricular bundle were found to be so focal 
that this interval appeared to be dangerously wide ; 
consequently in the lower two blocks only 17 sections 
were cast, the interval between each, group of stained 
sections being reduced to 170u. The sections were stained 
with Ehrlich’s hematoxylin and eosin, Weigert’s iron- 
hematoxylin and van Gieson, Weigert’s fuchselin and 
neutral red and Mallory’s phosphotungstic-acid hema- 
toxylin. In order to make accurate notes upon the changes, 
drawings were made with a projection apparatus of the 
first of each group of sections until the two limbs of the 
trunk were completely separated. ~ 

According to the number of sections cut, the length 
of the three combined blocks had in the process of being 
embedded in paraffin shrunk from the original 4-5 cm. 
to 3:35 cm. 


KIDNEY, AORTA AND SPLENIC ARTERY 


The changes are incorporated in the Summary of 
Necropsy. 
| VALVES 


The aortic and tricuspid valves are included in the serial 
sections. They contain no vessels, and show no evidence 
of active or healed inflammation. 


MYOCARDIUM _ 


There is in the myocardium a considerable amount of 
lipoidaffin pigment around the nuclei. In the slab of 
tissue cut in serial section for examination of the auriculo- 
ventricular bundle there are a few scattered, small areas 
of fibrosis in the lower 6 mm. of the mesial walls of the 
auricles, and a larger area in the lower extremity of the 
mesial wall of the right auricle. In the uppermost part 
of the interventricular septum a large area of fibrosis 
involves the posterior margin of the pars membranacea 
septi and extends backwards for a considerable distance, 
another large area lies in the septum still further back, 
while a small area occupies the anterior margin of the 
pars membranacea. At 2-8 mm. beneath the first appear. 
ance of the interventricular septum the fibrosis is at its 
maximum, nearly two-thirds of the muscle behind the 
pars membranacea being fibrosed. At 6 mm. it has become 
very much less. It still continues, however, in both margins 
of the pars membranacea and in parts of the septum 
behind, particularly beneath the endocardium of the right 
ventricle, until the pars membranacea is passed. Then 
small patches are found in very similar positions until 
10:9 mm. beneath the top of the interventricular septum. 
In the septum beneath this level and in the two segments 
from the anterior wall of the left ventricle areas of fibrosis 
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are very scanty and small. In the segment of the outer 
wall of the right ventricle they are not present. 

The fibrosis consists of a dense collagenous tissue in which 
there are very few spindle nuclei. It replaces the muscle 
fibres entirely or encloses a variable number. In the 
larger areas of fibrosis in the upper part of the interven- 
tricular septum and occasionally in areas of fibrosis else- 
where there are streaks and large irregular patches which 
are stained deeply by Ehrlich’s hematoxylin. The streaks 
sometimes correspond clearly to muscle-fibres. The larger 
patches consist in part of stone-like, isotropic plaques 
and groups of irregular lumps. Calcification was suspected, 
but the streaks and patches are not stained by silver nitrate 
and do not evolve gas in hydrochloric acid; attempts to 
form gypsum and calcium oxalate crystals in them failed. 
They give a deep Prussian blue and a more diffuse but 
paler Turnbull’s blue with hydrochloric acid after potassium 
ferrocyanide and ferricyanide respectively. They are 
apparently areas of impregnation with ferric and ferrous 
iron of muscle-fibres and collagenous tissue, and they 
recall Gandy-Gamna nodules in the spleen. 

As the ramus septi fibrosi of the right coronary artery 
passes forwards in the interauricular septum it shows an 
increasing degeneration of the media, which becomes so 
great anteriorly that the muscle-fibres are reduced to 
two or three layers or are completely absent. The intima 
shows a hypertrophy in the form of a longitudinal] musculo- 
. elastic coat which increases in depth as the media narrows. 
Degeneration of the hypertrophied intima is shown by 
sparsity of muscle-fibres and abundance of fibrous tissue. 
The artery gives to the node a relatively slender branch of 
normal structure. It then turns down into the upper part 
of the interventricular septum. The media has now lost 
all muscle-fibres and is merely a narrow zone of fibrous 
tissue, the wall of the artery consisting almost entirely of 
a thick, degenerated musculo-elastic intima. The artery 
gives off branches which show similarly severe degenera- 
tion, and from 1-6 mm. to 3-2 mm. beneath the first appear- 
ance of the interventricular septum its lumen becomes 
almost completely occluded by the degenerated hyper- 
trophied intima. As described above, it is between these 
levels that fibrosis of the myocardium is greatest. At 
lower levels in the septum and in the sections of the 
anterior wall of the left ventricle relatively few arteries 
show degeneration. There are, however, occasional small 
arteries in which the media is absent and the lumen is 
narrowed by a degenerated intimal hypertrophy. Such 
degeneration is often seen to occur suddenly in the course 
of an artery of normal structure. 


AURICULO-VENTRIOULAR BUNDLE 


A few fibres of the node of Tawara introduce the special 
conductive system when 6-4 mm, have been cut from the 
uppermost block. The measurements given below are 
distances from this section, the conductive system being 
followed for 2°71 cm, 

The node rapidly enlarges and is seen for 163 mm. It 
shows no abnormality. 

The trunk is first seen at 0-4 mm. It passes forwards 
almost horizontally in a canal in the central fibrous body 
to 1-6 mm. During this almost horizontal course it appears 
to be perfectly normal. At 1-6 mm, it has turned more 
steeply downwards to follow the slope of the upper margin 
of the interventricular septum where this forms the 
posterior boundary of the pars membranacea septi. It is 
seen as a lenticular mass and lies immediately in front 
of the upper margin of the septum, which is met for the 
first time. As described above, the muscle-fibres of this 
part of the septum are almost completely replaced by 
fibrosis. The trunk, or part of it, continues to lie imme- 
diately in front of the fibrotic upper margin of the inter- 
ventricular septum until at 8:13 mm., having given off all 
fibres of the left limb, it has become the right limb and lies 
below and to the right of the upper margin of the septum. 
As it lies immediately in front of the fibrotic margin of the 
septum it shows the following changes. At 1-6 mm. dense 
fibrous tissue almost completely replaces the muscle-fibres 
of the right two-thirds of its posterior fifth, and extends 
forwards to replace many fibres in the rest of its posterior 
third. At 2-4 mm. the trunk has become triangular with 
its apex anterior. The posterior fifth, excepting the left 
posterior angle, is fibrotic, The replacement of muscle 


by fibrous tissue increases and extends forwards, while 
the trunk shrivels. At 2-8 mm. the posterior two-thirds 
are fibrosed, except the left posterior angle. At 3:24 mm. 
the whole trunk is fibrotic, shrunken and devoid of muscle, 
except the anterior fifth and the right posterior angle, in 
both of which there are a few fibres, and the left posterior 
angle, in which there is a considerable number of fibres. 
At 3-6 mm. the trunk is much larger again, but the anterior 
extremity is completely fibrosed and there is much fibrosis 
in the rest of the anterior half. At 4-0 mm. fibrosis is 
confined to small areas in the anterior and right posterior 
extremities. After this, until the depth of 7-2 mm., there 
is in almost all sections fibrosis of the right posterior angle, 
sometimes associated with impregnation with iron. 
Between this level and the termination of the trunk at 
8-13 mm. there is fibrotic replacement of bundles of muscle- 
fibres in its left margin, from the centre to the anterior 
extremity. 

The left limb is not a compact limb branching from the 
trunk, but is a series of small bundles of muscle passing 
backwards beneath the left endocardium from the left 
side of the trunk between the levels of 2.4 mm. and 
8:13 mm. Its origin is at first from the left posterior angle 
of the triangular trunk, but later from the left side and 
finally from the anterior extremity. The first fibres 
encountered are separated from the trunk by a band of 
fibrosis which passes to the left and slightly forwards from 
the fibrosed upper margin of the muscular interventricular 
septum across the endocardium of the left ventricle. From 
2-8 mm. to 4:03 mm. this is absent, and the muscle-fibres 
appear to pass without interruption from the trunk. But 
from this level to the end of the origin of the left limb at 
8-13 mm., the band of fibrosis is again present. The 
fibrosis is rarely dense, and consists chiefly of delicate 
fibrils, but stout collagen fibres run across it to the left. 
These are fibrosed bundles of muscle-fibres from the trunk, 
as is shown by their being sometimes continuous with 
healthy muscle-bundles on one or other side of the band 
or by their occasionally containing one or two muscle- 
fibres or iron impregnated strands of about the size of a 
muscle-fibre. The band of fibrosis is a zone of fibrotic 
atrophy of the muscle bundles rather than a zone of general 
fibrosis. Areas of fibrosis are seen in only a very few of. 
the bundles of fibres of the left limb as they pass down 
beneath the endocardium of the left ventricle to the lower 
limit of the serial sections. 

The right limb is completely separated from the left 
at 8:13 mm. At 17:36 mm. it has sunk so far beneath the 
endocardium as to lie deep to the level of the bundles of 
ventricular muscle on either side. At 17:62 mm. it 
definitely enters its intramuscular course, lying 1 mm. 
from the ventricular cavity and being separated from the 
endocardium by a continuous layer of muscle. During 
its downward course there has been a great reduction in 
its size and in the number of its fibres, but this reduction 
is normal, being associated with no alteration in structure. 
Between 19:24 mm. and 21:07 mm, however there is a 
destructive reduction of the limb. At 19-24 mm. the limb 
contains sections of about 180 muscle-fibres and there is 
no fibrosis. A small fibrotic area is present at 19-26 mm. 
The fibrosis increases, and from 19-69 mm. to 19:95 mm. 
the lenticular limb has become a mere strand of collagen 
and elastic fibres, different cross sections containing from 
7 to 25 scattered muscle-fibres, almost all of small size. 
The number of fibres then increases rapidly, while fibrotic 
areas become focal and fewer; at 21-07 mm. the limb is 
again a stout lenticular bundle free from all fibrosis and 
containing some 207 large and small fibres. At 22°45 mm. 
& group of over a dozen epithelioid histiocytes lies in its 
centre. At 22-7 mm. it has become subendocardial again. 
At 23°39 mm. the first of three branches is seen, and it 
contains a small area of fibrosis. 

Arteries.—No abnormality was detected in the artery 
to the node and trunk and in the arteriole in the right limb. 


REMARKS 


The left limb of the auriculo-ventricular bundle 
arises from the trunk at levels between 2-4 and 8:13 
mm. from the first appearance of the node. As the 
fibres pass from the trunk, however, they are destroyed 
by fibrosis, except at 2-8 to 4:03 mm. At and above 
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these levels the left posterior angle of the trunk, 
from which fibres pass to the left limb, is largely 
though not entirely free from the fibrosis which 
spreads through the trunk from behind forwards 
between the levels of 1:6 mm. and 4 mm. A small 
portion, therefore, of the path between the node and 
the left ventricle appears to have escaped interruption. 
If the conducting fibres in the trunk keep in approx- 
imately the same relative positions, then all the 
fibres to the right limb would be interrupted by the 
fibrosis which spreads through the trunk from behind 
forwards between the levels of 1-6 and 4mm. Even 
if this fibrosis of the trunk does not cut off all impulses 
from the right limb, complete interruption of the right 
limb appears to have been caused by the fibrosis 
during its intramuscular course at levels between 
19-69 and 19-95 mm. 

There are no characteristics by which any difference 
can be recognised in the age of the fibrosis in the 
different sites given above. 

The fibrosis appears to be ischemic and the result 
of severe arterial degeneration. It thus resembles 
the fibrosis in the kidney, while the infarct in the 
spleen is the result of occlusion by thrombosis of the 
very degenerate splenic artery. Small areas of fibrosis 
are scattered throughout the myocardium, but exten- 
sive fibrosis is confined to the upper 10-9 mm. of the 
interventricular septum. This is explained by the 
exceptionally severe degeneration of the large ramus 
septi fibrosi of the right coronary artery. The artery 
shows severe degeneration before it gives off the 
branch to the node and bundle. After giving off this 
branch it passes down to the upper part of the 
interventricular septum, where its branches are very 
degenerate and it itself is almost occluded by degen- 
erated hypertrophied intima. The branch to the 
node, and the artery and arterioles within the node, 
trunk, and right limb do not show degeneration. The 
fibrosis in these structures is possibly due to the 
degeneration of the ramus septi fibrosi before the 
origin of the branch to the node. It appears, however, 
to be closely related to fibrosis of the adjacent 
myocardium, and to be thus due to degeneration 
of the arteries of the myocardium, 
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NOTTINGHAM GENERAL Hosprrau.—Mr. W. G. Player 
has promised this hospital a further donation of £42,000 
to provide additional beds for women and extra accom- 
modation for the nursing staff, and make alterations and 
improvements to the kitchens and laundries. The pay-bed 
block is nearing completion, and the cost of its furniture 
and equipmenht is being defrayed by Sir Julien Cahn, 


~~ . 


FURTHER EXPERIENCE WITH 
HEPARINISING THE DONOR IN BLOOD 
TRANSFUSIONS 


By PER HEDENTUS, Med. Lic. 
OF ST. GÖRANS SJUKHUS, STOCKHOLM 


EVERY clinician to-day regards blood transfusion 
as life-saving in certain cases, but opinions about its 
scope vary from the most cautious to the most 
extravagant. This lack of unanimity is in some 
degree due to there being two schools of thought 
among proponents. of transfusion—those who will 
prescribe only a whole-blood transfusion and those 
who mix some anticoagulant with the donor’s blood. 
For the first group, blood transfusion is of course 
a more serious procedure, which is resorted to only 
when urgently needed, since the possibilities of its 
failure are greater than when anticoagulants are used. 
The adherents of the second school often agree that 
the whole-blood transfusion is ideal, but because 
of its technical difficulties, they prefer to work with 
non-coagulating blood. | 

In my opinion the following conditions should 
be fulfilled in an ideal blood transfusion: (1) the 
technique should be so simple that no lengthy prepara- 
tion or large staff is necessary; (2) it should not 
injure the donor or recipient ; (3) it should be possible 
to transfer the desired amount of blood ; (4) it should 
be possible to perform the transfusion with the donor 
and recipient in separate rooms ; and (5) whole blood 
should preferably be used. 

As regards the technique, whole-blood transfusion 
does not entirely meet the requirements, since it 
necessitates good technical training and a relatively 
large staff, because it must be effected so quickly. 
It not infrequently miscarries, thereby diminishing 
the chances of transferring the desired amount of 
blood. In this respect the addition of an anti- 
coagulant offers a certain advantage, but even this 
cannot prevent the blood from coagulating in the 
cannula in the donor’s vein, which may necessitate 
a renewed puncture and needless waste of time. The 
Athrombit method has an advantage here, but this 
is balanced by its cumbersomeness, because of the 
direct communication ‘between the needle and the 
flask. : 

The second. requirement was that neither the donor 
nor recipient sustain any injury. This means that 
no veins are dissected out. Nowadays the donor's 
vein is only exceptionally dissected out, but in whole- 
blood transfusion the normal method includes dis- 
section of the recipient’s vein. Even with other 
methods, indeed, this procedure is often required. 
Further the recipient should suffer no ill effects from 
the transferred blood, and here the whole-blood 
transfusion is the best, since it does not introduce 
any foreign agents into the body of the recipient and 
the blood received is not diluted in any way. Citrate 
is the most common of the various anticoagulants 
that the adherents of the second school add to the 
blood taken in order to facilitate the. technique. 
It has, however, been thought—and probably cannot 
be denied—that in a proportion of cases by no means 
negligible the use of citrate has given rise to shivering 
fits, sometimes with slight fever. Even if these symp- 
toms are not considered worthy of much attention, 
they nevertheless indicate that the citrate transfusion 
is not to be regarded as a whole-blood transfusion. 
In order to avoid them French authors have suggested 
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alkalising the blood by adding a mixture of sodium 
carbonate and sodium phosphate, which method is 
reported to result in half as many cases, or about 4 per 


cent., of shivering and temperature rise as observed. 


in citrate transfusions. — 

In whole-blood transfusions the ideal amount of 
blood is often not reached because of the technical 
difficulties which arise when the donor’s veins are of 
imperfect quality. It should also be possible in cases, 
where it is desirable, to have the patient in another 
room than the donor; but this cannot be done in 
direct transfusions, an inconvenience which lessens 
the possibilities of using whole blood. Finally, all 
probably agree that the whole-blood transfusion 
would be the most advantageous if only it allowed 
of simpler technique. 


USE OF HEPARIN 


The new method of blood transfusion that I 
described last year has been tested and found 
valuable. More than 150 transfusions have now been 
carried out in this way, some at Surgical Clinic No. IT 
(head: Dr. K. H. Giertz) in Sabbatsberg Hospital, 
where Dr. Crafoord introduced the method, and some 
in the surgical clinic of the Serafimer Hospital (head : 
Prof. Söderlund), where it was introduced by Dr. 
Schuberth. It is now used as a routine in both these 
hospitals, having replaced the citrate and whole- 
blood methods. The transfusions in 50 per cent. 
of the cases were performed during or within the first 
six hours after operations causing anemia. Trans- 
fusions were effected in 20 per cent. of the cases 
because of post-operative complications (hemorrhage 
sometimes combined with septic conditions) especially 
after cancer operations, in 5 per cent. because of 
bleeding stomach ulcers, in 15 per cent. because of 
chronic septic conditions, and in per cent. because 
of serious anæmia of pernicious or chronic secondary 

e. In 3 per cent. of cases the transfusions were 
done before serious operations. The procedure 
has not been changed essentially since my last 
publication. . By injecting the donor with a sterile 
solution of heparin * before taking the blood, non- 
coagulable blood is obtained for a certain length of 
time, depending upon the amount of heparin injected. 
The blood obtained is whole blood and has no anti- 
coagulant effect on the recipient’s blood. This is 
to be noted, for if heparin is used in vitro instead of 
citrate it may lengthen the recipient’s coagulation- 
time if. the amount of heparin employed is too large 
in relation tothe amount of blood actually obtained. 
Since heparin of a constant strength and purity may 
now be obtained and may be bought in sterile solutions 
(up to 5 per cent.), there is no longer any difficulty 
in dosage, since a certain amount of heparin keeps the 
blood fluid for a definite space of time. In order to 
obtain a distinct prolongation of the time of coagula- 
tion, demonstrable with the present methods, a 
certain threshold dose must be exceeded. This is 
about 0-25 mg. per kg. body-weight when heparin 
is given intravenously. The transfusion should be 
done within half an hour of fhe injection and with 
this time-limit 1 mg. of heparin per kg. body-weight 
of the donor will be required. 

A sterile 5 per cent. heparin solution containing 
0-25 per cent. of tricresol is used. The amount of 
heparin necessary is injected intravenously into the 
donor, preferably in the arm not to be used in the 
transfusion. Heparin has been proved to be non- 


* Heparin, which is now believed to be a mucoitin poly- 
sulphur’ ester (Jorpes and Bergström, 1937), is a powerful 
ant Cong ant: t is marketed in Sweden by Firma Vitrum, 
ckho m. 


toxic in experiments upon rabbits, in which up to 
100-150 mg. per kg. body-weight was injected intra- 
venously. In man single doses up to 4 mg. per kg. 
body-weight, or smaller doses given at intervals of 
some hours, have proved to be quite harmless.. 
Heparin is quickly removed from the blood stream 
and after a dose of 1 mg. per kg. the time of coagula- 
tion—diminishing rapidly at first—returns to its 
original figure in about 14 hours. 

Ten minutes after the donor has been injected 
with heparin, the transfusion may begin. Any 
method of transfusion can be used. The surgeons — 
who performed the above-mentioned transfusions 
used as a rule a Jeanbreau flask; I myself have 
given transfusions with the Rotanda syringe, both 
directly and after the blood has been allowed to run 
down into a sterile flask. Even an ordinary 60 c.cm. 
syringe has been employed. In using syringes it 
is advisable to moisten the piston with a drop of 
sterile paraffin in order to prevent cellular destruction 
and kinase-production, which otherwise takes place 
along the walls of the syringe and makes the piston 
go hard. 

There is no tendency to the formation of clots in 
the cannulas inserted either into the donor or the 
recipient during the transfusion and no extra difficulties 
are caused if the donor’s veins are small, since the 
blood flow does not stop even if it has to be slow. 
The coagulation-time of the donor is chiefly lengthened 
during the first hour after the injection of the heparin, 
but, on the other hand, his bleeding-time is not 
lengthened, only a very serious accident would -be 
dangerous for him if he was healthy otherwise. 

The blood obtained by the recipient does not lose 
any of its whole-blood properties, for the dose of 
heparin he receives in the transfusion does not reach 
the threshold value 0-25 mg. per kg. body-weight. 
The coagulation tests carried out have not shown any 
lengthening of the recipient’s coagulation-time, but 
usually the slight shortening thereof which is often 
wanted. Not even in a lung extirpation, when three 
rapidly repeated transfusions were given with life- 
saving effect, could any increased bleeding be found 
which might have been traced to the transfusions. 
None of the patients have suffered any subjective 
unpleasantness or any fever from the transfusion. 
In a couple of cases small clots were observed on the 
walls of the Jeanbreau vessel, and in one case the 
transfusion had to be discontinued because of 
coagulation in the needle; but in all these cases the 
transfusion had taken longer than the rather small 
doses of heparin used on these early occasions would 
allow. Where the blood is not tapped off into 
Jeanbreau flasks, it is advisable to run it down the 
sides of the transfusion vessel in order to avoid air 
bubbles, which easily bring about coagulation. 


SUMMARY 


This paper is based on the result of 150 transfusions 
carried out after the intravenous injection of heparin 
into the donor, as described last year. Such an 
injection reduces the coagulability of the donor’s 
blood, but not that of the recipient. The method 
described fulfils all the requirements of an ideal blood- 
transfusion method. It allows the use of whole blood 
in its natural state and does not involve the use of 
any substances foreign to the body. It has all the 
advantages of the citrate methods but none of the 
disadvantages, such as a possible excess of anti- 
coagulant when the expected amount of blood is not 
obtained. The transfusion can be performed with 
any equipment available and the technique should 
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prove of value particularly in performing transfusions 
away from hospitals. 
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THERAPEUTIC TRIALS ON PELLAGRINS 
IN EGYPT 


"By P. ELLINGER,* A. HASSAN, 
AND M. M. TAHA 


(From the Lister Institute, London, and the Biochemical 
Department of the Medical Faculty of the University, Cairo) 


NuMEROUS attempts have been made to cure 
pellagra with material rich in Goldberger’s pellagra- 
preventive dietary factor since in 1926 he put forward 
the theory that lack of it caused the disease. 


Spies and his co-workers (Spies and de Wolf 1933, 
Spies 1934 and 1935, Spies, Chinn, and McLester 1937) 
treated pellagrins in hospitals with a good hospital diet, 
complete rest, and different preparations considered to 
contain an abundance of the pellagra-preventive factor, 
such as dried yeast, liver extract, desiccated hog’s stomach, 
or wheat germ. Landor and Pallister (1935) reported the 
successful treatment of pellagrous prisoners in Johore 
with Marmite or with dried or autoclaved yeast. Syden- 
stricker and Armstrong (1937) showed by means of 


statistics that administration of yeast to pellagrins in 


Augusta, U.S.A., reduced the mortality-rate from 33-7 per 
cent. to 25:3 per cent. Birch, György, and Harris (1935) 
mentioned unsuccessful therapeutic trials by Spies and 
Chinn and by Dann, Ruffin, and Smith with parenteral 
administration of pure Lactoflavin (cf. also Dann 1936). 
Simpson (1935) described a successful treatment with a 
protein-free concentrate prepared from egg-white. 


Parallel with the above clinical trials attempts 
have been made in the last few years to elucidate 
the therapeutic effect of different preparations from 
yeast and from liver by the study of diseases caused 
by vitamin B, deficiency in rats, dogs, and other 
animals, In these investigations there is much 
confusion concerning the preparations used by the 
different workers and their connexion with the 
dietary factor preventing human pellagra. In order 
to throw some new light on these points the 
observations presented in this were made among 
Egyptian pellagrins. 

RESULTS 


Two kinds of difficulties were encountered in these 
trials. In the first place the judgment of the results 
is complicated by the fact that less severe cases of 
pellagra occasionally recover without treatment. 
Only severe cases were therefore chosen, and the 
treatment was regarded as successful when the 
clinical symptoms and the increased porphyrin 
excretion either disappeared completely or were con- 
siderably reduced in the course of the treatment. 
A complete and lasting cure could not be expected 
as the treatment did not remove the causes of the 
disease. In most cases after treatment the factors 
exciting the pellagra remained unchanged. This 
reappearance of pellagrous symptoms was also 
observed by Spies and de Wolf (1933) in 37 per cent. 


* Research fellow of the Society for the Protection of Science 
and Learning, London, assisted for this work by & grant from 
the Medical Research Council, London. 


of their cases when the treatment was discontinued. 
The second difficulty lay in the fact that the thera- 
peutic effect of the material examined can only be 


judged correctly when the diet and the condition of 


life remain unchanged during the treatment. With 
treatment in hospital even the rest and the lack of 
physical work might essentially influence the course 
of the disease and even: when orders are given for 
patients to receive their previous home diet they 
cannot be réstrained from getting the better hospital 
food either from friends or from fellow patients in the 
same ward. We were, therefore, compelled to under- 
take our therapeutic trials in the villages where the 
patients continued to do their usual work and to take 
their usual diet. 

The treatment was carried out in four villages of 
the central Nile Delta under the supervision of the 
local barbers and the control of the inspector of 
health of the district, and the effects were judged by 
repeated inspections by ourselves. As was to be 
expected some of the pellagrins disappeared during 
the test and could not be traced; nevertheless, 
nearly 90 per cent. of those treated were collected for 
reinspection. In a few cases the patients did not 
take the preparations regularly. The substances 
used, the daily dose, its equivalent in dried yeast, 
and the results are shown in the Table, 


TABLE SHOWING EFFECT OF THERAPEUTIC SUBSTANCES 


3 l Results. 
a , Por- 
© | T S toms ph 
2 5 | Pa ymp x excre- 
res ag 2 tion 
No.| Material. » |o|~| 3 
algi lS l.a 
A aie sga. s| 3.3 
x Sa La od =) og 
E E PE Za] 3 |79 
S Sg | SJM] & 
1 | Protein-free | 100 — |15 2| 1 | — | 1f| 2] 1t 
egg-white |c.cm. 
concentrate. | 
2 | Dried whey. | 50 g. — 17] 3/1 |—]|2 | 3|— 
» yeast |30 g.| — ! 17 |10| 9 | 1 | — |10| — 
Autoclaved | 60 30 | 17 3i 2 l1 | — 3| — 
yeast extract.| c.cm.| g. | 
5 |Fuller’s earth) 4g. | 36 | 17 3| 1 1 1 2) 1 
adsorbate g. 
from (4). 
6 Eluate* 30 | 60 ! 15 2 | 1§| — |) 12) 18] 1% 
from (5). {c.cm.! g. ` 
sep rea ol 30 160 
ate | mg. | g. 
from (5). |+ 60; 20 fn 5| 3 |—| 23) 3j 3 
c.cm.| g. 


* Almost free from lactoflavin. 

t We wish to expres our gratitude to Messrs. Hoffmann- 
La Roche and Co. Basle, and in particular to Dr. M. 
Aopen Basle, for Oe eas supplying us with crystallised 
actofla 

t Refers to one refractory case that received successively 


different treatments. 
§ Case shown in photograph: Cf. Copping and Roscoe (1937). 


mp.=improve 


All the materials were given orally. The egg- 
white concentrate was used also by Simpson (1935). 
All the yeast fractions described under (5), (6), (7) 
were prepared according to Edgar and Macrae (1937), 
who tested them on rats. In two non-pellagrins an 
increased porphyrin excretion disappeared after treat- 
ment with dried yeast in daily doses of 30 g. for 
12 days. 


t 


b 


l] R s è E 


l 
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DISCUSSION 


In contrast to previous experiments on pellagrins 
our observations appear to be the only ones in which 
the effect can be attributed exclusively to the adminis- 
tration of the therapeutic material. In all the other 
experiments there was an alteration either of the 
diet or of the condition of life, or of both—this is 
probably as important as. the administration of the 
therapeutic. material. Spies (1931 and 1932) reported 
a considerable improvement of the general condition 
and in the skin symptoms in pellagrins kept on a 
pellagra-producing diet. These improvements should 
be regarded as a consequence of the complete rest in 
the hospital: Results obtained from the simultaneous 
alteration of more than one unknown factor cannot 
be decisive. The results of our experiments, however, 
were performed by the exclusive alteration of one factor 
only—the administration of the therapeutic material. 

In the experiments with egg-white concentrate and 
dried. whey the dosés may have been too small, and 
bigger doses of these materials might have had a more 


parations of er are too few and their results too 
variable to permit of definite conclusions and had 
to be repeated. The treatment with fuller’s earth 
eluate and with lactoflavin and the fuller’s earth 
filtrate seem to be promising. The results with 
the adsorbate are very variable, probably because the 
eluation of the effective substances was not satis- 
factorily performed in the intestines of the different 
patients. - Variable results were also obtained with 
this material by Edgar and Macrae (1937) on growing 
rats probably for the same reason, while fuller’s earth 
eluate and fuller’s earth filtrate, together with lacto- 
flavin, were found by these authors to produce a 
submaximal growth of rats deprived of vitamin B,. 

Variable results are not surprising in these thera- 
peutic trials seeing that the unfavourable conditions 
of life related to the onset of the pellagra remained 
unchanged during the treatment. Even in the obser- 
vations of Spies and his co-workers and of Syden- 
stricker and Armstrong, where the treatment was 


carried out under much better conditions, only a 
certain proportion of the pellagrins improved or were. 
cured. It may never be possible to find a therapeutic 
material which will be successful in every case; some 
of the pellagrins will always be refractory. .Therefore, 
in order to judge the result of the treatment correctly, 
trials are necessary on a large number of patients 
with statistical evaluation of the results. As we: 
have already described (Ellinger, Hassan, and Taha 
1937) pellagra in Egypt seems to be due to the 
coincidence of porphyrinuria caused by parasitic 
intestinal infection and a deficiency of some constituent 
of the vitamin B, complex in the diet, and of some i 
extrinsic factor such as hard physical work in the 
open air. Parasitic infection of the gut was present 
in almost every case of pellagra observed. The mal- 
absorption caused by this condition must have been 
still present during the treatment. The fact. that in 
some cases our therapeutic materials were successful, 
in spite of this malabsorption, is proof that the _ 
material contained the pellagra-preventive factor 
either in a condition aowe an easy absorption or, 


satisfactory - l what is 
effect. The. ` © A B c more pro- 
results with l bable, in 
these two such great 
materials: an abun- 
are incon- dance that. 
clusive and a sufficient 
need repeti- | amount 
‘tion: With could yet be 
yeast and > absorbed. 
yeast pre- 
parations CONCLU- 
were ade- SUMMARY 
quate, 30.g.. Our ex- 
of dried periments 
yeast daily - showed that 
or @ corre-: 30 g. of 
sponding yeast or a 
dose of the e correspond- 
autoclaved ose EREI E = ing dose of 
e: b ge Boy aged 14. Second attack of pellagra. Diet: maize bread ; vegetables 2—3 times weekly. ae out 2 
act = pemg Parasites: ancylostoma and oxyuris. Treatment: 30 c.cm. daily of an eluate from fuller's Claved - ex- 
enough in earth adsorbate fraction from yeast extract. tract of 
S A. April 24th: Before treatment. Severe erythema, desquamation, roughness, and pigmenta- | 
the success tion of the skin of cheeks, nose, neck, and hands. Severe stomatitis. aii yeast will 
ful treat- +B. May ist: After a week’s treatment. Erythema of the face has disappeared. Little. usually cure 
ment of 13 desquamation, roughness, or pigmentation on cheeks and nose; much desquamation and E gyptian 
some roughness on neck and hands. Severe stomatitis. y : 
cases. The ©. May 8th: After a fortnight’s treatment. Very little desquamation or pigmentation on, pellagrins 
trials with face and neck. Some depigmentation on the hands and very little desquamation on the without any 
forearms. Stomatitis has disappeared. i 
the three alteration of 
other pre- their con- 


dition of life or diet.. Promising results were 
obtained from trials with, corresponding doses of 
an eluate from a fuller’s earth absorption of yeast 
extract and of the filtrate from this absorption 
given together with lactoflavin, but further trials on 
æ larger scale are needed. Inconclusive results were 
obtained with fuller’s earth adsorbate from the yeast 
extract, with an egg-white concentrate and with dried 
whey. The porphyrinuria when present in pellagrins 
or non-pellagrins was Toducod by treatment with 
dried yeast. 
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GASTROMEGALY DUE TO 
ARTERIO-MESENTERIC OBSTRUCTION | 
OF THE DUODENUM | 


By SETON CAMPBELL, M.B. Camb., D.C.H. 


LATE WANDER SCHOLAR AND REGISTRAR IN THE CHILDREN’S 
“DEFARIMENT: WESTMINSTER vote ee LONDON 


Tae term eastroniegaly was ore in 1930 by 
Miller and Gage for a syndrome in children com- 
prising loss of weight, projectile vomiting, and enlarge- 
ment of the stomach with visible peristalsis. They 
reported 9 cases and since then have written two 
further papers on the subject (1932, 1935). The 
following case is reported. because it represents a 
classical 


‘sions small amounts of green material have been : seen in the 
vomit. His mother noticed that he had a large stomach at 
9 months. Since the age of 6 months his diet has consisted 
of cow’s milk and water, rusks, groats, and spinach, and 

lately his appetite has improved. He teethed at 7 months 
and walked at 18 months. The bowels have always been 
constipated, and the stools have been small and green. 


Physical examination.—Small child weighing 17 Ib... 


psychologically negativist. Dark skin (is of South African 
and Jewish parentage) and not pale; no evidence of 
rickets; no dehydration. Inspection of the abdomen 
revealed a grossly dilated stomach whose outline could 


easily be made out, and which reached well over to the l 
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right side. . Huge peristaltio waves could be seen ‘running 
from under the left costal margin to the right side of the 
abdomen, These began about five minutes after a. feed 
and could easily be felt with the hand. No reverse peri- 
stalsis was seen. The vomit was large and projectile. “A 
splash was not: eclicited and no tumour was felt. The 
descending colon was palpable and filled with feces. The 

remainder of the examination was negative. 
Investigations.—Nothing abnormal in the urine. Blood 
count shows a mild low colour-index anemia, After 
8 oz. of chocolate barium—given finally with some diffi- 
culty through a stomach -tube—radiographic screening 
showed marked gastric peristalsis but the duodenum was 
not visualised. A plate, taken prone, suggests an obstruc- 
tion at the junction of the first and second part of the 

duodenum (Dr. F. M. Allchin) (Fig. 1). - 
Treaiment.—There was a rise of temperature after the 
barium meal and with it anorexia and early dehydration. 
This was 


‘example of ) 1- 9 treated with 
this syn- rectal glu- 
drome. cose in saline; 
: the stomach 

Male, aged was -washed 
2 yoars. out with 
First preg- _-saline . once 
nancy; nor- daily for four 
mal labour at days and the 
term; birth vomiting 
-weight 5 Ib. ceased. It 
Breast-fed for was then 
six months. decided. to 
History.— ‘operate, and 
Appeared to Mr. G. H. 
be quite well Macnab 
till aged 4} opened the 
months when abdomen 
‘he vomited through & 
for the first transverse in- 
time. A cision and 
month later found the 
he vomited stomach large 
again, and. and hyper- 
since then has . trophied. The 
vomited re- duodenum 
gularly 1-4 was traced 
times daily. distally and 
= The vomit is was also 
‘large, pro- found large 
jectile,and FIG. 1.—Taken half an hour after the barium was aien showing the enlarged duodenum, and hyper- 
foul-smelling, | - (Barium in rectum due to a previous enema.) trophied as 
indicating FIG. 2.—A fortnight later. Barium passing freely into the small intestine. far as the 
stasis. On , . : obstruction 
three occa- by the supe- 


rior mesenteric vessels. A posterior gastro-jejunostomy was 
performed, as it was considered inadvisable to attempt to 
free the vessels and adhesions. Recovery was uneventful 
apart from some tonsillitis with cervical adenitis lasting four 
days. Three weeks after the operation he was discharged 
home, on a mixed diet, weighing 19 lb. A fortnight later a 
barium meal at out-patients showed that though there was 
still considerable distension of the first part of the duo- 


. denum the obstruction was much relieved (Fig. 2). He then 


weighed 20} lb. and had not vomited while at home. A 
further radiogram was taken a month later and showed 
that the food passes readily into the small ‘intestine. He 
weighed 234 Ib. 


Miller and Gage suggest that the best way of 
treating these cases is first by alkaline gastric lavage 
to remove the mucus. The mucus is the result of 
chronic gastritis set. up by stagnation and is partially 
responsible for the anorexia and vomiting. To remove 
the mucus is admirable therapy, but to do so with 
alkali in a patient who, because of persistent vomit- 
ing, may be on the verge of alkalosis, seems irrational. 
In the present case saline was used and: was found 
effective. 

Miller and Gage also treat their cases successfully 


with dry feeds and with fluid only between meals. 
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This treatment was not tried in this case for reasons 
of time, the mother being anxious to take her child 
back to South Africa. The advisability of this treat- 
ment is, however, mooted by the reports of Wilkie 
(1927) and of Rowlands (1930), who find that a number 
of their adult patients with chronic duodenal obstruc- 
tion have had similar .attacks dating back to early 
childhood, which were regarded as constitutional or 
as evidence of recurring acidosis. These attacks, 
though followed by apparent recovery, came on 
again in adult life, and one wonders whether these 
cases will improve, for a time at least, in spite of any 
medicinal treatment. 

While admitting that gastro-jejunostomy is better 
performed in adult life, the alternative is that these 
people must live with the possibility of obstruction 
hanging, like the sword of Damocles, over their head. 


I have to thank Dr. Donald Paterson, under whose 
care this patient was, for permission to publish. 
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THE pH OF HUMAN BLOOD PLASMA 
IN RESPIRATORY AND CARDIAC DISEASE 
By Cecilia SHISKIn, B.A. Cape, M.D. Glasg. 


WALTON MARSH BARNES RESEARCH SCHOLAR, LONDON 
CHEST HOSPITAL | 


Ir. has been suggested that alterations in the hemo- 
respiratory exchange may in certain circumstances 
affect the growth of the tubercle bacillus in the tissues. 
The present investigation was undertaken to ascertain 
whether the pH of the blood differs in various forms of 
respiratory and cardiac disease, some of them rarely, 
and some often, associated with tuberculosis. 

Various workers have described changes in the 
hydrogen-ion concentration of the blood :— 


Koehler (1923) found an elevation of pH in cases of 

influenza and influenzal broncho-pneumonia with tem- 
peratures above 103° F. Kast, Myers, and Schmitz (1924) 
report similar findings in febrile patients. Hastings, Neill, 
Morgan, and Binger (1924), and Binger, Hastings, and 
Sendroy (1927) found the pH in pneumonia to be normal or 
nearly normal. Sasano (1935) stated that the pH values of 
strict bed cases of tuberculosis were higher than those of 
normal controls. Wiese (1936) however, in a study of the 
hydrogen-ion concentration of the blood in pulmonary 
tuberculosis, noted no extreme variations from the normal. 
Woodward and her colleagues (1931) found that the average 
pH in cancer cases was considerably higher than in normal 
cases and they go so far as to say that “the degree of 
alkalinity is closely related to the prognosis of the disease.” 
Dautrebande (1925) observed that in cases of cardiac 
decompensation the pH values of venous blood were lower 
than normal. 
The findings of different workers have not always 
agreed, and Peters and Van Slyke (1932) remarked in 
connexion with the work on pyrexial cases that more 
data are required. 

In the present investigation 160 blood samples from 
150 cases of respiratory and cardiac disease were 
examined for their pH values, Almost always the 
samples were primarily collected for other hemato- 
logical examinations such as the Wassermann test, 
sugar or urea estimations, or bacteriological culture. 
Thus the cases represent a varied collection, including 
all forms of cardiac disease—rheumayzic, syphilitic, 


hypertensive, and degenerative. In the respiratory 
group are cases of pneumonitis, tuberculosis, 
bronchiectasis, asbestosis, catarrhal conditions, and 
neoplastic disease. Six samples were obtained from 
out-patients, but all the others from in-patients of 
the London Chest Hospital. ` : 


All the specimens were collected between the hours of 
eleven and twelve in the forenoon, shortly before the mid- 
day meal, so as to exclude changes that might be ascribed | 
to meals. In addition to the 160 samples from patho- 
logical cases, 16 samples were also examined from 12 
healthy persons to serve as controls. These were taken 
from members of the medical staff and porters of the 
hospital, while 2 samples came from patients’ relatives— 
would-be donors for a blood transfusion. The blood was 
drawn from a vein of the forearm into an oiled syringe and 
transferred under oil into the special centrifuge tube of 
Myers and Muntwyler—described by Peters and Van 
Slyke (1932)—coated with enough potassium oxalate to 
give a concentration of 3 mg. oxalate per cubic centimetre 
of blood. 

In a previous paper (Shiskin 1936) a full description was 
given of the technique and the colorimetric method 
employed. 


The results are set out in Tables I-III. 
Taste I—WNormal Oontrols 


——==— 


s No. Sex. | Age. pH. 
1 M. 50 + 7°39 

E 1:43 

7°40 

2 F. 40 7:39 

3 M. 19 7:39 

4 M. 28 7°40 

5 M. 59 7°39 


The five readings for Subject 1 were obtained on the folowing 
qatan aa aor: 27th, Nov. 30th, Dec. 14th, Dec. 21st, an 
Web. 23rd. 


DISCUSSION 


In the 12 control subjects examined the pH varied 
from 7-39 to 7-43, with an average of 7-40. 


Sasano’s (1935) figures for normal controls are 7-35 to 
7-41, with an average of 7:384. Ely (1933) found variations 
from 7-35 to 7:39, with an average of 7-37 ; Wiese (1936) in 
5 normal cases a range of 7-35 to 7:375, with an average of 
7°37; and Harris, Jones, and Aldred (1935) in 4 cases a 
range of 7-41 to 7-46, with an average of 7-443. Shock 
and Hastings (1934) give the following figures: 7:34 to 
7-45, with an average of 7:399, for men; and 7:38 to 
7-45, with an average of 7-415, for women. Emerson and 
Helmer (1935) from a study of 16 normal subjects found 
the pH to vary from 7-34 to 7-39, with an average of 7:37. 
Crimm and Watson (1933) reported an average pH of 
7:37, with a range of 7:35 to 7-40, for 50 normal persons, 
while Woodward and her co-workers (1931) obtained an 
average value of 7-38 in 25 normal cases. My figures appear 


to be similar to those obtained by Shock and Hastings 
(1934). 


In the 160 pathological samples examined a much 
wider range is observed—from 7-31 to 7-58 as against 
7:39 to 7-43 in the normal cases. As is seen from the 
accompanying Figure, most of the values lie between 
7°40 to 7-44. 

There was no characteristic pH for any particular 
disease. The average for pulmonary tuberculosis 
was almost identical with the average for neoplasm, 
while the average for chronic pulmonary suppuration 
differed little from that for renal disease. In cases 
of mitral stenosis and aortic disease, the average pH of 
those with cyanosis was lower than that of the cases 
without cyanosis. This difference between cyanotic 
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TABLE II 
Cases with pH Values in Various Diseases 


Chronic “pulmo suppuretion—e: &-5- 


bronchiectasis and abscess 0 0 0 
Renal disease with pulmonary or r cardio- 

vascular complications `.. Sa 0 1 0 
Mitral disease without cyanosis .. sà 0 0 0 
Mitral disease with cyanosis as at 1 2 1 
Neoplasms .. So, Te. tie es “eee 0 0 2 
Pulmonary tuberculosis .. 0 0 2 
Aortic disease without cyanosis. .. d. 0 0 1 
Aortic disease with cyanosis sa 0 0 1 
Cardiovascular degeneration ieot 

cyanosis T ace Sank oe, oe 0 3 
Cardiovascular degeneration with cyanosis 0 1 2 


Pulmonary disease of indeterminatecausa- 
tion (bronchitis, fibrosis, &c.) 0 1 2 
Miscellaneous diseases with respiratory or 
cardiovascularcomplications(pulmonary ` 
asbestosis, &e. ) ee ae ee oe 0 0 0 


\ , i $ 
Under | 7.35- | 7:37- | 7-39- | T41- | 7°43- 


l 


3 | 2 3 1 2 11 7-432 
1 0 2 1 1 5 7-430 
1 t 3 2 1 0 { 7-426 
2 3 | o- | 1 1 10 7-395 
6 5 7 3 1 21 7423 
7 6 7 4 2 26 7-422 
2 5 2 2 0 10 7-414 
2 0 0 0 0 3 |. 7-390 
4 | 3 2 19 { 7-413 
2 2 2 9 Il 7-411 
5 10 2 22 7-410 
4 '2 6 10 7-418 


153 


153 mee instead of 16 


and 150. 


\ N. B.—Three patients (5 samples) were included in two disease groups, hence the total appears here as 165 samples and 


and ianceyanotis patients was not observed in the 
cases of cardiovascular degeneration. _ 

Increased pulmonary ventilation appeared to 
increase the alkalinity of the blood, as also did 
pyrexia. The pH did not vary with sex, or age, or 
an increase or decrease in the pulse-rate. One 
normal control and a few of the patients were examined 
more than 
once, and it 
is note- 
‘worthy that 
there was 
very little 
variation in 
the figures 
obtained, 
even when 
the interval 


100 


80 


60 


aminations 
was as long 
as nine 
months. 
On the 
whole the 
present 
findings 
accord with 
those of 
other 
workers. 
While 
Sasano 
(1935) found that the pH values of strict bed cases of 
tuberculosis were higher than those of normal controls, 
Wiese (1936) reported no great variations from the 
normal. In the present work the average »H in the 
cases of pulmonary tuberculosis (7-422), though higher 
than in the normal controls, is almost identical with the 
average pH (7-423) in the neoplastic group and lower 
than the figure for pulmonary suppuration (7- 432). 
The increase in alkalinity observed in the pyrexial 
: cases—7-433 as against 7-417 in the apyrexial series— 


40 


20 


740-1745-|7-50- 7-58 
7:39 17-44 17-49 1752 


Chart showing pH values obtained in 


160 
observations on 150 patients with respiratory 
or cardiac disease. 


between ex- ` 


iis likewise been recorded by Koehler (1923) and 
Kast, Myers, and Schmitz (1924). It is not a 
pronounced difference. Hastings and his co-workers 
(1924 and 1927), who determined the pH electro- 
metrically, found it normal or nearly norma in 


TABLE III 


_ Relation of pa to Age, Pulse-rate, Temperature, 
Respiration-rate, and Sex , 


es 5 Totals s 
D b> S 
r= 2 : ER 
— c alg 3 is 
i res 3 =) D e= 
5 Si Ele] "8 
|] a | & 
Agein years : a 
‘Under 30 .. 1 4 | 32 | 30 | 7-412 
0-49 . | O 2 | 56 | 51 | 7-418 
50-59 0 2 41 | 7-412 
60 and over | 0 2 | 30 | 28 | 7-417 
Pulse-rate 
72— 80 ..] 0 1 | 54 | 50 | 7-411 
Terg! Ige 102° F.| 0 32 | 30 | 7-433 
Normal ..| 1 4 |128 |120 | 7-412 
Resp.-rate:: 
p to 20 1 4 | 87 | 85 | 7-410 
22—48 -. | 0 6 | 73 | 65 | 7-423 
Sex: 


Females ss 1 
Males aie 0 


j 


pneumonia, where of course the temperature was 
considerably raised. 


CONCLUSIONS 
1. The pH of 12 healthy controls was found to vary 


: Írom 7-39 to 7-43, with an average of 7-40. 


2. The pH of 150 patients varied from 7-31 to 
7-58, with an average of 7-416. These pH values 
have a much wider range than the normals but the 
numbers investigated are not comparable, 
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3. Little variation was noted in the few cases where 
repeated pH estimations were made. 

4. In mitral and aortic disease an increased acidity 
was found in the cyanotic group as compared with the 
non-cyanotic group. This difference was not observed 
in the cases of cardiovascular degeneration. 

5. The average pH values in pulmonary tubercu- 
losis were somewhat higher than in healthy controls, 
but were lower than those of chronic pulmonary 
suppuration. 

6. In cases of pyrexia, irrespective of cause, there 
was a tendency towards alkalinity. 

7. While in a few cases wide variations in the pH 
value of the blood were observed it appears that, 
unless there is gross interference with the hemo- 
respiratory exchanges, the normal buffers of the blood 
are adequate to deal with changes in the acid-base 
equilibrium. The increase of acidity in mitral disease 
associated with cyanosis—a condition usually regarded 
as inimical to tuberculosis—is of possible significance, 


I am greatly indebted to Dr. S. Roodhouse Gloyne for 
assistance and advice. 
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SEROLOGICAL GROUPING AND TYPING OF 
HAEMOLYTIC STREPTOCOCCI 
FROM VARIOUS HUMAN SOURCES 


By CONSTANCE SHAW, B.Sc., Dp.Bact. 


RESEAROH WORKER IN THE DEPARTMENT OF BACTERIOLOGY — 
PREVENTIVE 


AND MEDICINE, UNIVERSITY OF MANOHESTER 


Tus is a short contribution to the general 
problem of determining the types of hemolytic 
streptococci found in human streptococcal infections, 
especially puerperal fever, and in the nose and 
throat of normal persons. It is realised that prevalent 
types may vary from place to place and at different 
times and that a complete picture will eventually 
be obtained by compiling numerous observations by 
different workers. During this work the assistance of 
Dr. F. Griffith of the Ministry of Health and those 
working at Queen Charlotte’s Maternity Hospital, 
London, was made available, so that the results 
reported here may be considered in relation to the 
much larger number of strains they have studied. 


STRAINS STUDIED 


Congdon (1935) from this laboratory reported upon 
the grouping of 107 strains from cases of puerperal 
fever, septic abortion, and the nose and throat of 
patients or contacts. I have typed some of these 
and in addition 88 freshly isolated strains have been 
examined. Swabs were plated on hoysse-blood agar 


plates and incubated aerobically at 37° C. for 18 to 
24 hours. Soluble hemolysin tests have not been 
performed unless there was some doubt about the 
strain isolated. 
| GROUPING 


The strains were allotted to their particular group 
as a preliminary to typing. 

Preparation of group extracts—The method used was 
that of Plummer (1935), but smaller volumes were 
employed. A tube of 20 per cent. serum trypsin broth 
was inoculated with a sweep of colonies from a blood-agar 
plate and incubated for 18 hours. The deposit after 
centrifuging was heated with 1 c.cm. of N/20 hydro- 
chloric acid in a water-bath at 100°C. for 10 minutes, 
cooled and centrifuged. The supernatant fluid was 
pipetted off and neutralised with N/1 caustic soda, using 
brom-thymol-blue as an indicator (pH 6-7-6). The volume 
of extract obtained was sufficient to group a strain by . 
the capillary pipette method. 

Preparation of group sera.—Sera for Groups A, B, C, 
D, F, and G have been prepared with cultures sent by 
Dr. Hare from Queen Charlotte’s Maternity Hospital. 
The method of preparation was that of Lancefield and 
Hare (1935) and their technique for the capillary pipette 
precipitin test has also been followed. 


Resulis.—Throughout this work only one strain 
from each case has been recorded, as it was found 
that organisms isolated from blood, cervix, or vagina 
were always similar in group and type. 

For convenience the strains may be divided into 
the following sections :— 


(a) 25 strains isolated from the blood, cervix, or vagina 
of definite purperal fever cases ; of these 1 strain belonged 
to Group C (Griffith’s Type 7) and 24 (96-0 per cent.) to 
Group A. 

(b) 34 strains isolated from definite streptococcal infec- 
tions (scarlet fever, erysipelas, mastoid,.and septic foci). 
2 of these strains belonged to Group G, 1 remained 
ungrouped, and the remaining 31 (91-2 per cent.) were 
Group A strains. 

(c) 29 strains from nose or throat of normal individuals, 
throat washings of influenza cases, and nose, throat, or 
gums of puerperal fever cases, but not necessarily of 
patients with streptococcal infections. 9 (31-0 per cent.) 
strains belonged to Group A, 1 to Group B, 1 to Group G, 
and 18 (62-1 per cent.) remained unclassified. None of the 
unclassified strains formed soluble hemolysin. 


TYPING 


Strains have been typed by slide-agglutination as 
described by Griffith (1934), who most generously 
supplied the set of type-specific sera used for these 
tests. All Griffith’s types were represented and all 
were prepared from Group A strains, with the 
exception of Types 7, 20, and 21, which are Group C, 
and Type 16, which is Group G. 

Strains have always been tested as soon as possible 
after isolation. 

Resulis.—A total of 159 Group A strains have been 
examined ; of these, 3 were too granular to form 
suitable suspensions for testing and 5 gave doubtful 
reactions. In all, 86 (54-1 per cent.) have been typed 
by slide-agglutination ; the remainder did not 
agglutinate with any of the type sera. 

The incidence of the types in relation to source 
is given in the accompanying Table, and further 
particulars are noted below. 


(a) 79 strains from puerperal fever cases; of these 2 
were too granular to form usable suspensions and 2 gave 
doubtful reactions ; 44 (55-7 per cent.) have been typed, 
and 31 (39-2 per cent. ) remained untyped. 

(b) 8 strains from cases of septic abortion and 2 (25-0 
per cent.) of these have been typed. 

(c) 31 strains from miscellaneous streptococcal infections. 
and 20 (64:5 per cent.) of these agglutinated with type, 
sera and 11 (35-5 per cent.) remained untyped. 
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(d) 41 strains isolated from nose and/or throat of puer- 
peral fever cases and their contacts and norma] indi- 
viduals; of these 1 was too granular to type and 3 gave 
doubtful reactions. 20 (48-8 per cent.) have been typed 
and 17 (41-5 per cent.) failed to agglutinate. 


Griffith Types found by Slide-agglutination Tests 


F E 
; g| 3 B 
Source. b= 3 3 Source. E 3 
5 . & 
om SA 
Ze Z2 
5 6 8 2 
4 4 I(c) Strains iso- 
4 | 25 lated from 2 | 22 
miscellan- 2 | 27 
3 5 eous strep- 
3 a tococoal in- 1 4 
(a) Strains iso- ections. 
) lated from 3 2 5 1 12 
uerperal 3 28 ' 13 
ever cases. 
2 27 5 22 
(a2) Strains iso- 
i l lated ye 4 4 
nose and/or 
t a throat of 3 |13 
1 12 normal indi- 2 1 
1 14 viduals i 
uerpera 
> ie fover Pe pati- A 
b) Strains iso- ents, an 1 9 
m lated from 1 |22 ae con- ane 
cases of 1 25 ' 1 12 
septic abor- j 1 14 
tion. 


DISCUSSION 


These results agree with what is now generally 
accepted, that human streptococcal infections are 
caused by Group A strains. The percentage of 
puerperal fever strains which agglutinated with 
Griffith’s type sera .is definitely lower than that 
obtained by Dora Colebrook (1935), who typed 70-2 
per cent. of 121 strains tested by this method. This 
lower percentage may perhaps have been due to the 
fact that some of the strains isolated by Congdon 
(1935) had lost their type-specificity, as they had been 
subcultured for two or three years before typing. 
The percentage of freshly isolated strains that 
agglutinated (66:7) was higher than the percentage 
(54:5) of older strains. 

The incidence of types in puerperal fever is some- 
what different from that found by Colebrook (1935), 
although Types 2 and 25 are among the most 
frequent in both collections. It seems probable, 
therefore, that this incidence is influenced by the 
distribution of types among the general population, 
and that when these strains were collected this 
distribution in the Manchester district was not the 
same as in the London area, where Colebrook’s 
investigation was made. 

e 2 is also apparently a common cause of other 
streptococcal infections, but is not represented among 
. the nose or throat strains that have been typed. 


I am indebted to Dr. Veitch Clark, medical officer of . 


health for Manchester, and the maternity and child welfare 
committee of the public health department of Manchester 
for an annual grant for this work, and also to the Ministry 
of Health for a grant towards expenses. 


` REFERENCES 


Celeron: D C. (1935) Spec. Rep. Ser. med. Res. Coun., Lond. 
o. i 

Congdon, P. M. (1935) Lancet, 2, 1287. 

Gritith, F. (1934) J. Hyg., Camb. 34, 542. 

Lancefield, R. C., and Hare, R. (1935) J. exp. Med. 61, 335. 
Plummer, H. (1935) J. Bact. 30, 5. 


Clinical and E EA Notes 


SUBARACHNOID HÆMORRHAGE 
SIMULATING ‘s ACUTE ABDOMEN ”’ 


By Gavin TuHurRstTon, M.R.C.P. Lond., D.C.H. 


ASSISTANT AT THE ROYAL WATERLOQ HOSPITAL 


SPONTANEOUS subarachnoid hemorrhage presenting 
a clinical picture suggestive of an acute abdominal 
catastrophe has, so far as I can ascertain, never been 
described. 


A married woman, aged 31, was delivered naturally of 
@ microcephalic child, which survived nine days, in 
November, 1936. After this confinement she began to 
have migrainous headaches, recurring about once a week. 
The headaches were severe, especially in the eye and 
frontal region; they were unaccompanied’ by vomiting 
or teichopsia. There was no clear predisposing cause for 
the headaches, but they were worse at the time of her 
periods. At the same time she began to have backache 
and occasional frequency of micturition. 

In 1930she had had an illness characterised by drowsiness 
and headache. She was in bed for a week, and the attack 
culminated in a profuse epistaxis, which gave her relief, 
She had had no other notable ill health and has a healthy 
child aged 3. 

On Sept. 26th, 1937, she noticed a “stitch-like ’’ pain 
in her left side. There was no headache, vomiting, or 
bowel disturbance. During the next two days the pain 
varied in severity,‘and she carried out her usual household 
duties. On the 28th I saw her with regard to the abdominal 
pain. Pulse-rate, 80; temperature, 98:4° F.; tongue 
clean. She was vague in localising the pain but it seemed 
worst in the left side of the abdomen. Respiratory excur- 
sion was full and easy. On palpation, there was hyper- 
esthesia of the whole abdominal surface, but no rigidity 
or deep tenderness. Other systems normal. The urine 
contained no albumin or sugar; a few pus cells were seen 
in the centrifugalised deposit. — l 

On Sept. 29th, at midday, she was seized by a sharp 


abdominal pain whilst shopping. This eased during the 
‘afternoon, but at 8 P.m. it became worse and she fainted 


and vomited. At this time she was pale and sweating. 
Pulse-rate, 104; temperature, 98° F.; tongue dry, with a 
yellow central fur. The abdominal soreness was such that 
she cried out while being examined, but there was still 
no rigidity or deep tenderness. Her mental state was 
peculiar, inasmuch as she averred, while writhing in pain, 
that she felt quite well, which was the more surprising 
since her usual attitude is most intelligent and qdperative. 
During the next two hours the pulse-rate rose steadily to 
120, and it appeared that she had an acute abdominal 
condition, possibly a perforated viscus. At 10 p.m. she 
was seen with Mr. R. H. O. B. Robinson, who advised 
against abdominal section. 

At 10.30 p.m. she complained that the light hurt her 
eyes and that she had a headache. She was, by now, 
decidedly drowsy. Examination showed slight neck stiff- 
ness and an extensor plantar and positive Kernig on the 
right side. The eyes and discs were not properly inspected 
because of her photophobia, but the pupils were equal 
and reacted to light, and I could elicit no evidence of 
ocular paresis or double vision. Blood pressure 128/80. 
I now suspected subarachnoid hemorrhage. Lumbar 
puncture disclosed blood-stained cerebro-spinal fluid, and 
the procedure gave her much relief. 

On Sept. 30th she felt better. The abdominal pain had 
gone and there was no hyperesthesia, but drowsiness, 
headache, and photophobia persisted. On Nov. lst she 
was seen with Dr. A. H. Douthwaite, who agreed with a 
diagnosis of spontaneous subarachnoid hemorrhage from 
a congenital aneurysm of the circle of Willis. A second 
lumbar puncture yielded a clear fluid which contained red 
cells, protein 0-04 per cent., and negative Wassermann, 
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Kahn, and Lange reactions. She was kept in bed for three 
weeks and her condition steadily improved. 


I suggest that the abdominal pain was due to 
irritation of the lower dorsal nerve-roots by the 
deposit of fibrin. This part of the spine is at a low 
level in recumbency, and blood from a small leak would 
tend to accumulate here while the patient lay in bed. 
The absence of body movement would facilitate this 
at night, while during the daytime there would be less 
likelihood of fibrinous deposit occurring at any special 
part of the central nervous system. Collier (1934) 
explains in this way the lumbago-sciatica syndrome 
described by Sir Arthur Hall (1932). Hall mentions 
the occurrence of subarachnoid hemorrhage of intra- 
spinal origin, and this must be considered in connexion 
with the above case. Intraspinal hemorrhage begins 
with severe backache and shows neck stiffness and 
headache as later developments. Taking into account 
the previous attack in 1930 and the recurring head- 
aches, the origin of my patient’s hemorrhage seems 
more likely to have been an aneurysm of the circle 
of Willis. | 


I am indebted to Dr. Douthwaite and Mr. Robinson for 
their help. 
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A CASE OF OTITIC MENINGITIS 
By A. BowENn-Davies, M.B. Camb., F.R.C.S. Eng. 


CHIEF CLINIOAL ASSISTANT AND REGISTRAR IN THE EAR, NOSE? 
AND THROAT DEPARTMENT, GUY’S HOSPITAL, 
LONDON 


THE following case of dtitic meningitis treated by 
conservative mastoidectomy and continuous lumbar 
puncture drainage may be of interest. 


The patient, a girl of 10, was admitted to Guy’s Hospital 
on Feb. 23rd, 1937, complaining of discharge from the 
right ear with general malaise. For the previous ten days 
she had had a discharge from the right ear. There had 
never been pain in the ear but during the first week of the 
illness there had been severe frontal headache. There 
was no history of previous ear disease. 

On admission the temperature was 104°F., the pulse- 
rate 128, and the respiration-rate 22 per minute. The 
child was toxic and irritable although she complained of 
no pain. The tongue was furred and there was fetor oris. 
A copious thin discharge was coming from the right ear 
but there was no swelling or tenderness over the mastoid 
process. There was nystagmus on looking to the right and 
some rigidity of the neck muscles. Kernig’s sign was 
absent, the mentality was clear, and in every other respect 
the central nervous system was normal, A lumbar punc- 
ture was performed immediately, and the findings were :— 


Pressure of cerebro-spinal fluid : 240 mm. water. 
Macroscopic appearance of fluid : opalescent. 
Microscopic examination : 


Cells: Polymorphonuclears 110 per c.mm. 


Lymphocytes... yt 90 » 
Mononuclears .. ar 35 
Red corpuscles .. .. 50 » 


No organisms seen. 
Pandy: positive. 


A diagnosis of acute mastoiditis with meningitis was 
made and a conservative mastoidectomy was performed. 
There were many cells filled with granulations but little 
pus was found. The dura mater of the middle and posterior 
fossæ appeared healthy. Over the lower part of the 
lateral sinus, however, granulations were seen over an 
area about the size of a threepenny piece, Healthy tissue 
was exposed all round this area. 
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Next day a lumbar puncture was performed and con- 
tinuous lumbar puncture drainage was started. In the 
evening the temperature rose to 105° F. and the pulse- 
rate was 120. .Lateral sinus thrombosis was suspected 
but no confirmatory evidence was obtained, and by the: 
following day the temperature had fallen to 103°. The 
report on the fluid was :— 


Macroscopic appearance: slightly turbid. 
Pandy : positive. 

Protein : 0°07 per cent. 

Microscopic appearance : 


Cells 600 per c.mm., of which 70 per cent. are polymorpho- 
nuclears. 


An occasional Gram-positive coccus. ; 
Cultures: heemolytic streptococcus and Staphylococcus albus. 


Prontosil soluble (23 per cent.) was administered in doses 
of 10 o.cm. intramuscularly, with Prontosil album 2'0 
grammes (in three doses) by mouth, daily for six days. There 
was & gradual fall in the temperature and the general 
condition improved. The continuous lumbar puncture 
was draining freely, six ounces of fluid having been 
removed during the first twenty-four hours. The improve- 
ment was maintained until Feb. 27th, four days after 
admission. Twenty-one ounces of fluid had drained from 
the lumbar puncture but the needle had now become 
blocked and was therefore removed. It was not reinserted 
but by the evening the patient was not so comfortable. 
A lumbar puncture was performed and three ounces of 
fluid were removed. The continuous drainage was resumed 
the next day and the condition of the patient improved 
until March 6th when she became drowsy and the tempera- 
ture rose. The continuous drainage was working more 
slowly, only nine and a half ounces of fluid having been 
removed during the previous nine days. On March 9th 
the patient had a leucocytosis of 14,000 white cells and 
as she appeared to be losing ground a blood transfusion 
was given on March llth. The patient belonged to 
Group 2, and five ounces of blood were given. After this 
she made a rapid improvement and she was discharged 
on April 27th with the ear dry and the mastoid wound 
healed. 

During the first two days after the operation the patient 
did not take fluid well but after the third day she was 
taking 120 oz. during the twenty-four hours. Her mental 
condition was good although at first she was inclined 
tobe delirious at night. She appeared comfortable, 
and although the needle in her back necessitated her 
movements being somewhat restricted she required no 
restraining. 


The favourable progress of the case after the 
administration of prontosil seems to have been some- 
what misleading, since the removal of the needle 
caused a rise in temperature and a deterioration of the 
general condition. The needle used for the con- 
tinuous lumbar puncture drainage has a bayonet 
attachment for a rubber tube leading to a manometer, 
by means of which the pressure can be maintained 
at any level. A flange is provided which prevents 
movement taking place. This type of needle was 
designed by Dr. A. C. Hampson and was introduced 
to us by him. 


I am indebted to Mr. W, M. Mollison for permission to 
publish this case. 


ELIZABETH GARRETT ANDERSON HOSPITAL.—The 
foundation-stone of the new nurses’ home at this 
hospital has been laid by the Duchess of Kent, who is its 
president. The estimated cost of the home is £60,000, 
towards which £35,400 has so far been subscribed. 


Essex COUNTY HOSPITAL, COLCHESTHR.—Mr. S. A. 
Courtauld on Oct. 28th opened new wards at this 
hospital, each containing 22 beds. This is the first 
part of the extension scheme which is ‘to cost £40,000, 
and ophthalmic wards, more X ray and massage accom- 
modation, and a new operating theatre will be added 
when funds allow. The hospital has been in existence for 
over a century and now serves a population of 130,000. 
Last year 86,000 cases were treated there. 
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MEDICAL SOCIETIES 


LONDON ASSOCIATION OF THE MEDICAL 
WOMEN’S FEDERATION 


A MEETING of this association was held on Oct. 25th, 
with Miss E. C. Lewis, the president, in the chair. 
Prof. J. W. McNEE spoke on 


Rheumatic Fever 


. He stated that since returning to Glasgow. from 
London he had been impressed with the frequency 
and severity of the acute rheumatism diseases com- 
pared with his clinical experiences in London. He 
referred particularly to cases of acute rheumatism 
seen in the early spring of 1937, especially affecting 
adults and adolescents. He discussed the features 
and possible stiological relationship between three 
different types of case: (1) ordinary acute rheumatic 
fever ; (2) chorea ; and (3) an illness starting with the 
usual phenomena of acute rheumatic fever but 
running on directly into the typical picture of 
rheumatoid arthritis. He spoke of the clinical 
severity of the first type? the striking effects of 
salicylates on the fever and general symptoms and 
the great tendency to relapse if heavy dosage of 
salicylates was relaxed too soon. In the second 
type he denied that chorea only affected alert and 
nervous people ; the dull and apparently unemotional 
factory girl seemed quite.susceptible. The third type 
of case was important in relation to the problem of 
setiological connexion between acute rheumatism and 
rheumatoid arthritis. These cases, when affecting 
adolescents, were not Still’s disease—there was never 


enlargement of lymph glands or spleen. Endo- 
carditis occurred in all three groups ; but this was no 
proof of a direct etiological connexion between the 
groups. An exactly similar endocarditis might occur 
in other and quite different diseases. Prof. McNee 
said he had seriously begun to wonder if the acute 
rheumatic: diseases, especially rheumatic fever and 
chorea, represented any true clinical and infective 
entity—his faith in these things had been shaken by 
the recent developments in knowledge of scarlet 
fever. Perhaps the Aschoff body was the sole clue 
available at present, but was that a lesion caused by 
a specific virus or merely the reaction round a small 
area of necrosis due to various infective or toxic 
agents ? Were Aschoff bodies to be found constantly 
in chorea or in the third type of case referred to ? 
It was difficult to interpret the epidemiological facts 
about acute rheumatic diseases that were already 
known. : It was usually a seasonal disease in Britain, 
having its greatest incidence in November, but had 
been common this year in early spring. Prof. 
McNee was impressed, as was Thomson in Birming- 
ham, with the frequency of damp houses and of 
residence near a river—the Clyde. It was difficult 
to suggest any influence of diet—the disease did not 
seem to attack specially those in the extremest 
poverty and squalor but often what had been well 
described as the “ decent poor.” None of the hypo- 
theses of setiology—streptococcal, allergic, or filtrable 
virus—was at all convincing. Work on all of the three 
types must be pushed on in the centres where the 
rheumatic diseases were particularly prevalent, and 
Glasgow certainly appeared to be in this category. 


REVIEWS AND NOTICES OF BOOKS 


Antenatal and Postnatal Care 

Second edition. By Francis J. Brownz, M.D. 
Aberd., D.Sc., F.R.C.S. Edin., F.C.0.G., Professor 
of Obstetrics and Gynecology, University of 
London; Director of the Obstetric Unit and 
Obstetric Surgeon, University College Hospital, 
London. London: J. and A. Churchill. 1937. 
Pp. 588. 18s. 


Dourine the last two years this work has grown 
considerably. There are now a hundred additional 
pages, some containing new matter, and the remainder 
being used for the amplification of various sections. 
Dr. J. S. Fajrbairn has contributed a valuable chapter 
on the constructive, educational, and social aspects 
of antenatal care, which serves to connect the various 
aspects of antenatal care that are discussed in the 
first hundred and twenty pages of the book, and 
might well be transposed in the next edition to follow 
the chapter by Dr. Grantley Dick Read on the 
influence of the emotions upon pregnancy. Another 
excellent contribution is a well-illustrated one on 
the uses and value of radiology in obstetrics by Dr. 
R. W. A. Salmond which cannot fail to help students 
and practitioners. Prof. Browne has himself rewritten 
twenty pages devoted to the diet of the pregnant 
woman, a subject of acknowledged importance which 
is seldom clearly explained in text-books. Post- 
natal care and supervision is considered in greater 
detail. Attention is directed to the importance of using 
a speculum in examining the cervix, and of treating 
cervicitis following childbirth at an early stage. 

This edition should attract many new readers ; 
and if they follow conscientiously the sound advice 


set forth they will do their part in expediting the 
time when obstetric text-books will no longer have 
to devote much of their valuable space to rare and 
disastrous complications of pregnancy, labour, and 
the puerperium. 


Textbook of Midwifery 


Ninth edition. By R. W. JOHNSTONE, C.B.E., 
M.D., F.R.C.S.E., M.R.C.P.E., F.C.0.G., F.R.S.E., 
Professor of Midwifery and Diseases of Women in 
the University of Edinburgh. London: <A. and C. 
Black. 1937. Pp. 483. 18s. 


LITTLE more than twelve months have elapsed 
since we reviewed the eighth edition of this excellent 
book. The main features of the work are unaltered, 
but there are several small but important changes. 
The physiological changes that occur in the uterus 
and endometrium both in the pregnant and non- 
pregnant state are now most clearly described and 
illustrated. The section on antenatal supervision 
has been enlarged and contains a detailed account 
of the aims and objects of this branch of the work 
as well as hints on how examinations and investiga- 
tions should be conducted. The possibility that 
regular observations of the weight of a pregnant 
woman may give early warning of a toxæmic state 
is emphasised, and the use of sulphonamide in 
the treatment of streptococcal infections in the 
puerperium is noted. - | 

With these exceptions the book remains unchanged. 
The teaching is eminently sound in spite of the fact 
that Prof. Johnstone has adopted an attitude more 
dogmatic than is usual in obstetric text-books to-day. 
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Chronic Miliary Tuberculosis 


By Cuirmrorp Hoyr, M.D., M.R.C.P., Resistant 
Physician to the Hospital for Consumption and 
Diseases of the Chest, Brompton; and MICHAEL 
VaizEY, M.B., M.R.C.P., Medical First Assistant 
and Registrar, London Hospital. London: 
Humphrey Milford, Oxford University Press. 
1937. Pp. 140. 12s. 6d. 


To anyone who regards miliary tuberculosis of the 
lungs as an acute and inevitably fatal disease this 
book will come as a surprise. Within the compass of 
130 pages the authors have given a clear exposition 
of a clinical rarity that has been known for over a 
century, basing their description of it upon 10 cases 
that they have themselves obsérved and a further 
110 cases selected from the literature. A distinction 

is drawn between chronic hematogenous tuberculosis 
aud the much less common lymphogenous variety 
that spreads along the pulmonary lymphatics. 
These two types resemble each other closely at onset 
but display differences which can be detected as the 
disease advances. The differential diagnosis is dis- 
cussed at length; it would seem, however, that 
tuberculous broncho-pneumonia, secondary carcino- 
matosis, and pneumoconiosis cause the most con- 
fusion. As regards the clinical course prognosis 
must be guarded until at least two years has elapsed 
since the disappearance of the last symptom. The 
patient has about 1 chance in 4 of survival. The 
book closes with an appendix containing a short 
summary of each of the 110 cases chosen from the 
literature and a complete bibliography. 


Die biologische Bedeutung der infraroten 
Strahlen 


- By O. MERKELBACH, Medizinische Universitaets- 
Poliklinik. Basel: Benno Schwabe and Co. 1937. 
Pp. 64. Sw. fr. 4. 


ALL forms of ray therapy have started with the 
empirical and often irresponsible application of the 
new agency. No exception can be taken to this 
traditional procedure, for it has proved fruitful in 
the history of medicine. It means in this instance 
however that the physicist is needed at first only in his 
technical capacity as a designer of apparatus; the 
assessment of therapeutic effects must remain in the 
hands of the doctor. A misguided desire to explain 
the way in which these effects are produced frequently 
leads to experimental work of a low order and to 
the publication of claims which in the light of physical 
knowledge seem to be ill-founded but cannot, unhap- 


pily, be dismissed out of hand. A stage is inevitably 


‘reached at which controlled physical investigation 
becomes essential, and the physicist who undertakes 
the task is confronted with a mass of assertions 
which he has to re-examine—assertions which carry 
implications of the highest importance but which 
may well turn out to be untrue. 

He can, however, approach the subject by another 
route; he can examine in the simplest possible 
systems the properties which he considers relevant 
to the action of the physical agency under considera- 
tion, and build up a body of information which will 
ultimately enable him to judge, with good authority, 
the kind of biological action which might be expected, 
and perhaps to exclude with certainty other modes 
of action. Dr. Merkelbach, in a monograph on the 
biological significance of infra-red waves, has made a 
noteworthy contribution to the study of the thera- 
peutic effects of infra-red radiation from this 


strictly physical standpoint. As far as the various 
empirical observations on biological systems are 
concerned, he is content to review the alleged effects, 
and to comment upon some of the inconsistencies, 
attributing them largely. to the neglect of physically 
defined experimental procedures. After a brief 
survey of the absorption of infra-red radiation by 
skin and by the reptilian integument, he describes 
in some detail his own experimental data on the 
infra-red absorption spectra of various organic and 
biological substances. Such measurements are funda- 
mental, for biological effects can only be produced 
if the incident radiation is capable of causing photo- 
chemical change, ‘and it can only do this after having 
been absorbed. The measurements deal in part with 
a series of simple substances, particularly those, like 
water, benzene, chloroform, alcohol, pyridine, and 
dioxane, which are used as solvents, and in part with 
solutions of substances of biological interest, such as 
cholesterol, the gallic acids, and the blood and plant 
pigments and their derivatives. These measurements 
provide at least some indication of the possible range 
and mechanism of infra-red effects ; for chlorophyll, 
pheophytin, and methyl phzorbid do not absorb up 
to 2-12 u, and cannot therefore be the starting-point 
for any biological effects stimulated by these waves, 
while oxyhsemoglobin, reduced hemoglobin, and 
hemochromogen show a distinct absorption band 
between 0-92 and 0-95 u and could therefore con- 
ceivably act as photosensitisers when exposed to 
radiation of this wave-length. The technique appears 
to have been excellent and painstaking. Some of 
the measurements are entirely new, although Dr. 
Merkelbach is hardly justified in claiming this for 
piperidine and quinoline, for the positions of their 
absorption bands were indicated in 1905 by Coblentz. 

The whole question of the photo-activity of infra- 
red radiation needs clearing up, and especially perhaps 
its biological effects. It is to be hoped that the 
next few years may bring enough knowledge to 
enable these effects to be studied on a proper 
physical basis. 


Minor Maladies and Their Treatment 


Seventh edition. By Lronarp WILiAms, M.D. 
London: Bailliére, Tindall and Cox. 1937. Pp. 439. 
10s. 6d. 


Dr. Leonard Williams is an entertaining writer, if 
not always an instructive. one. In the seventh 
edition of his well-known book there is an entirely 
new chapter on dietetics, a subject on which he holds 
positive views. Nature, he reminds us, combines 
foods in such a way as to render them acceptable to 
our digestive organs, and “commercial glucose, 
created by pouring nitric acid on to starch, is a sorry’ 
substitute for a bunch of grapes.” The cooking of food, 
he thinks, is responsible for ‘“‘ adenoids, rickets, ... 
criminals, pansies, and village idiots,” but he adduces 
no evidence in support of this ingenuous contention. 
Excessive intake of protein he holds responsible for 
many sinister maladies such as gout’ but, if this is 
true, it is difficult to explain the increasing rarity 
of that disease in an age when mankind is probably 
consuming more protein per head of population than 
at any previous time. He condemns, perhaps rightly, 
“the furtive fill-up whicb goes by the name of 
‘ elevenses,’’”’ and even afternoon tea, but some. 
doctors, and even more elderly patients, will be pre- 
pared to break a lance with him in defence of the 
night-cap. The rest of the book, which has been 
thoroughly revised, contains chapters on such matters 
as indigestion, constipation, and minor glandular 
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insufficiencies. There is a chapter on insanity, 
though this can hardly be said to belong to the sphere 
of minor maladies. The reader must not look upon 
this book as a text-book, for he will find little therein 
in the way of solid instruction which would be 
generally accepted, but he will find it provocative, 
and anything but dull. 


Recent Advances in Entomology 


Second edition. By A. D. Imus, D.Sc., F.R.S., 
Reader in Entomology, University of Cambridge. 
London: J. and A. Churchill. 1937. Pp. 431. 16s. 


In its second edition this volume has been enlarged 
by 56 pages. It deals with the same selected range 
of topics .as its predecessor: morphology, meta- 
morphosis, palzontology, sense organs and behaviour, 
coloration, certain aspects of ecology with their 
practical application, parasitism, and biological con- 
trol. Each of these subjects is well reviewed and the 
selection serves to illustrate the,interdependence of 
pure and applied entomology. Insects of medical 
importance figure rather little in the argument ; 
but in most respects the principles of ecology are the 
same in all groups of insects, and observations on 
harmless species or on agricultural pests can be 
instructive to the medical entomologist. Much of 
the matter is in itself highly interesting quite apart 
from its bearing on practical problems. 


Ocular Fundus in Diagnosis and Treatment 


By DONALD ATKINSON, M.D., F.A.C.S., Consulting 
Ophthalmologist to the Santa Rosa Infirmary, 
San Antonio, Texas. London: Henry Kimpton. 
1937. Pp. 142. 46s. 


THE author’s main theme is to show the importance 
of ophthalmology in general medicine, and he succeeds 
in doing this. He describes the practical application 
of the ophthalmoscope, and then devotes chapters 
to the normal fundus, the retinal vessels, optic nerve, 
vitreous, retina, choroid, and the usual ophthalmo- 
scopic manifestations in special diseases. This work 
is profusely illustrated at the expense of the text 
which has been rigidly condensed. Among the illus- 
trations are 58 coloured plates, many of which have 
been made by the author himself. These may lack 
the finish and finer points to be seen in the work of 
a professional artist but they afford a good example 
of what can be achieved by an ophthalmic surgeon 
without expert help and of the value of being able 
to make drawings as a record of clinical experience. 
In a future edition the coloured plates of angioid 
streaks, retinitis juxta papillaris, and coloboma of the 
optic nerve might be replaced as they do not show 
clearly the typical features of these diseases. 

There are some errors and some omissions in the 
text. Discussing the tortuosity of retinal vessels (p. 38) 
Mr. Atkinson says that ‘straight vessels are apt to 
be normal vessels.” Friedenwald has demonstrated 
that straightness of the retinal vessels with branches 
at acute angles is a condition associated with arterio- 
sclerosis. 
retinal vessels Vaquez’s disease is not mentioned ; 
disseminated sclerosis has been omitted as an stio- 
logical factor in retrobulbar neuritis, and Leber’s 
disease is not included among the causes of optic 
atrophy. The author’s remarks on the differential 
diagnosis between glioma, retine, and miliary tubercles 
in the choroid give the impression that in the 


former disease the lesion is a single nodule and ` 
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in the latter. the nodules are multiple; unfortu- 
nately for the diagnostic value of this distinction 
glioma retins may arise from several sites in the 
retina at the same time. The pathology of this 
neoplasm is not well explained and the coloured 
illustration is hardly that of a typical example. The 
vigorous application of antiluetic measures in the 
treatment of syphilitic lesions of the optic nerve, as 
here recommended, is out of favour with a number 
of experienced ophthalmic surgeons, and some caution 
should have tempered this advice. 

The book is well produced, the print easily 
readable, and the illustrations mostly clear and 
unambiguous. 


Quarteriy Journal of Medicine 


THe October issue contains the following papers :— 


Srupvigs IN Graves’ Disgase. I. Alterations in Gastric 
Secretion and Correlated Blood Changes. By Florence 
Louis and Lucy Wills (Royal Free Hospital). Of 18 cases 
of Graves’s disease 15 showed diminution of gastric 
secretion and absence or diminution of free acid after 
histamine stimulation. Volume and acidity both increased 
after thyroidectomy. The plasma chloride level was 
usually low normal before operation and subnormal after 
operation. Changes in the opposite direction were shown 
by one case of myxcedema. 

PSYCHOLOGICAL Factors IN ASTHMA-PRURIGO. By 
C. H. Rogerson (Guy’s Hospital). Thirty unselected 
children with asthma-prurigo were studied psychologically. 
Their mean intelligence quotient was much higher than 
that of controls. Among their personality characteristics, 
over-activity, over-anxiety, and irritability were out- 
standing. In their environment parental over-anxiety 
and over-protection were common, but did not entirely 
account for the peculiarities of the children; the evidence 
suggests that their personality traits are in some degree 
constitutional. The incidence of asthmatic attacks was 
related in a general way but not intimately to psycho- 
logical difficulties. Psychological treatment seemed to 
help in causing improvement both in asthma and in 
prurigo. ' 

ISOLATED UNCOMPLICATED DExTROOCARDIA. By D. S. 
Stevenson (Glasgow). A case is described in full and the 
findings compared with those in a dissected museum 
specimen. ; 

HunrtNaTOoN’s CHOBRBA IN SouTH Wares. By John 
Spillane and Robert Phillips (Cardiff). Twenty-faur cases, 
in six families derived from the county of Pembroke, are 
described and' discussed. Unaffected members of tainted 
families showed no sign by which the later development 
of chorea in them could be foretold. Prevention of 
marriage of any member of affected families is advocated. 

Lune CHANGES IN INFLUENZA. By J. G. Scaddi 
(British Postgraduate Medical School). A detailed clinical 
study of the pulmonary features of 58 cases of influenza 
occurring in last winter’s epidemic; from 4 of them the 
influenza virus was isolated. The changes vary greatly, 
and range from mere tracheitis, through patchy suppression . 
of breath sounds at the bases, and signs of oedema of the 
bases, to frank consolidation. They correspond fairly 
closely in kind with the changes described in the 1918 
pandemic, but were less severe. Pneumococci pre- 
dominated in the sputa of most cases with consolidation. 
The variable course of the disease and nature of 
pulmonary involvement can be attributed to varying 
combinations of virus and bacterial infection, each of 
which may be of any degree of severity. 

Puasma Liprps iv THs Draanosis or Mirb Hyro- 
THYROIDISM. By Eldon M. Boyd and W. Ford Connell 
(Queen’s University, Ontario). In 16 cases of mild hypo- 
thyroidism, subsequently responding to thyroid treat- 
ment, all the plasma lipids except neutral fat were 
increased above their normal ranges. In 19 cases, 
superficially similar but not responding to thyroid 
treatment, the plasma lipids lay within normal limite, 
Estimation of plasma lipids is therefore an aid in the 
recognition of mild hypothyroidism. 
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THE SPECIALISTS RESPONSIBILITY 


In the recent case of Morris v. WINSBURY- 
WHITE a patient made an unsuccessful attempt to 
enlarge to the utmost limit the legal responsibility 
of the surgeon. In effect he sought to treat the 
surgeon as though the latter’s promise of personal 
attention amounted almost to a guarantee against 
accident or the carelessness of others. Mr. Morris 
was operated upon for removal of the prostate 
gland. Two months after his discharge from 
hospital his condition led to the taking of an 
X ray photograph. This revealed the presence of 
a piece of tube either wholly in the perineum or 
partly in the perineum and partly in the bladder. 
How had it got there? Was it the prevesical 
tube, inserted in the preliminary operation for 
draining the bladder? Or was it what the judge 
for convenience described as the perineal tube—a 
tube such as was inserted at the major operation 
and was replaced and changed and from time to 
time shortened ? The actual tube was not pro- 
duced in court; an operation was performed to 
extract it as soon as its presence was detected ; 
but on rémoval it was, without any sinister inten- 
tion of concealing evidence, thrown away. Its 
identity was thus a matter of inference.. The 
judge was satisfied that it could not have been 
left in the body at the preliminary operation. Had 
it been so, the surgeon’s fingers, exploring the 
bladder when the bladder was like a punctured 
balloon, must have discovered it at the major 
operation. The judge was also satisfied that it 
had not been left behind at the major operation. 
He accepted another theory to explain its presence, 
as he stated in his judgment which is substantially 
reported elsewhere at p. 1211. The perineal tube 
fell out from time to time when the patient had 
his motions ; it would then be replaced by a nurse 
or by one of the hospital doctors. It was possible 
that on some occasion a mistake might be made 
and a second tube inserted while a tube was 
already in position. The plaintiff, the victim of 
this regrettable and apparently unprecedented 
occurrence, was naturally inclined to hold the 
surgeon responsible. The judge, therefore, was 
called upon to decide whether there had been any 
special contract on the part of the surgeon to 
. assume liability for every contingency. If there 
was no such contract, how far was a specialist, 
performing an operation at a hospital and from 
time to time visiting the patient thereafter in the 
hospital ward, liable for anything which happened 
in the ordinary routine ? 

Mr. and Mrs. Morris gave evidence in support 
of their view that Mr. Winsbury-White had under- 
taken entire responsibility. Mr. Morris had thought 
of going into the Freemasons’ Hospital. Mr. 
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Winsbury-White preferred that he should go into 
St. Paul’s Hospital in Endell-street'; he himself 
would be able to give the case his “ personal 
attention ” as he visited the hospital three days a 
week; the Freemasons’ Hospital was further off 
and he would have to make a higher charge if: 
Mr. Morris went there since the longer journeys 
would take up extra time. Whatever the exact 
words used and whether the arrangement was 
called a special contract or not, the judge came to 
the conclusion that the agreement or under- 
standing merely embodied or emphasised the 
ingredients of the ordinary case where a surgeon 
is retained to perform an operation of this kind. 


_It was involved in the retainer that he should 


perform the operation personally and should pay 
such subsequent visits as were necessary after the 
operation to see how the patient was progressing 
under the nurses and the resident medical officers 


there. In this respect, said the judge, Mr. Winsbury- 


White performed his undertaking. On two other 
important issues the court was in the defendant’s 
favour. Mr. Morris, in the preliminary pleadings 
in his: action, had not put forward the case that 
Mr. Winsbury-White was responsible for the acts 
of the nurses and the hospital staff; this should 
have been made plain from the beginning; the 
plaintiff should have named the particular people 
alleged to be the defendant’s agents and the 
particular acts of negligence. But, if these matters 
lad been specified, the judge would still have 
decided this point against the plaintiff. 

“I think it is well established as a matter of law 
that the resident medical officers in a hospital of this 
kind, and the nursing staff, are not the agents of a 
specialist surgeon who comes and performs an opera- 
tion of this kind, at any rate in so far as they are 
performing the ordinary routine which have to be 
carried out in a hospital of this kind. The very 
reason for a patient entering a hospital of this kind 
—and it is inherent in the arrangements that he 
makes with the specialist—is that he will go some- 
where where he will receive nursing attention, and 
where he will also receive some attention from the 
resident medical officers, in the hospital.” - 


This is a valuable re-statement of the law. As 
Mr. Justice Tucker observed, it could not have 
been argued that the specialist was liable for an 
error in putting a hot-water bottle into the 
patient’s bed. The plaintiffi’s counsel contended 
that the insertion of a tube was not such a routine 
matter but involved much more skill and care. 
The judge did not agree that the surgeon could 
be liable for the changing of a tube which neces- 
sarily takes place frequently during the progress 
of convalescence. He even thought that, as the 
wound healed and the tube was shortened, the 
removal, shortening, and replacement were an 
“ordinary routine hospital process”; not only 
were the resident medical officers perfectly com- 
petent to perform it, it was their function and duty 
to do so. It was unthinkable that the specialist 
surgeon should attend at the hospital whenever 


this process became necessary ; if it was not his 


duty to attend, he was not responsible for any 
negligence in the performance of these routine 
duties by the nursing staff or the resident medical 
officers. 
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The final argument on behalf of Mr. Morris was 
based on the legal phrase res ipsa loquitur. If a 
patient, surrendering his body to the surgeon, lies 
unconscious on the operating-table or helpless in 
bed and a tube is left in his body which has no 
‘business to be there, then there must be negligence 
somewhere—the thing speaks for itself. In those 
circumstances, it was argued, the onus is on the 
surgeon to prove that he was not negligent, and 
the plaintiff need not show exactly when, where, 
and how the acts of negligence occurred. The 
judge rejected this contention. It might have 
been successful if Mr. Morris had alleged that the 
tube was wrongly left in his body at an operation 
conducted by Mr. Winsbury-White. But Mr. 
Morris was saying that the tube was wrongly 
inserted in his bladder at some date between 
Nov. 27th and Feb. 10th, the period of his stay in 
the hospital, a time when he was treated by 
numerous nurses and sisters and by two medical 
resident officers, with occasional visits by Mr. 
Winsbury-White. As he was not throughout this 
period under the control or charge of the defendant, 
the doctrine of res ipsa loquitur was inapplicable 
—the thing. did not speak for itself. Thus the 
case ended in a victory for the surgeon at all 
points, the judge expressing himself satisfied that 
if, after all, the burden lay upon the surgeon to 
prove that he had not been negligent, Mr. Winsbury- 
White had, by the evidence of himself and his 
witnesses, discharged the burden. He had not in 
any way failed in his duty to Mr. Morris. Some- 
thing was said by plaintiff’s counsel of a possible 
appeal against the judgment. Meanwhile the 
result of the case is one on which the Medical 
Defence Union deserves congratulation. In taking 
up the cause of the defendant, it was fighting the 
battle of every specialist who operates at a 
hospital. 


GASTROSCOPY AS AN ESTABLISHED 
METHQD 


Tue Wolf-Schindler flexible gastroscope was 
first demonstrated at a meeting of a medical 
society in Munich in July, 1932. By the beginning 
of 1933 it was in regular use in many German 
clinics. The attention of workers in this country 
was called to its advantages over the rigid type 
later in that year, but a considerable latent 
period elapsed before many’ of them began to learn 
to use it, though one at least was inspired to go 
abroad to study the technique.” Now it is creating 
widespread interest and the issue of two large and 
authoritative monographs on the subject is timely. 
One, in English, is by ScHINDLER himself,’ now a 
welcome refugee in America; the other, in 
German,‘ is by GuTzEIT, one of the earliest and 


1 See Lancet, 1933, 2, 813. 
2 Edwards, H. C., Lancet, 1935, 2 


oo nai hele pa of Medicine, 
University of Chicago. Chicago : versity o cago Press ; 
London Cambridge vena Press. 1937. Pp. 345. 348. 

Gastr r. Kurt Gutzeit, Direktor der 
inischen Universit&teklintk, Breslau; and Loz. Dr. 
H. Teitge, Direktor des Städtischen Krankenhaus am Urban, 
Berlin. Berlin and 1937. 
Pp. 342. -R.M.42. 
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most assiduous of the German workers with the 
instrument, in collaboration with Tretrrar. Both 
are comprehensive and detailed treatises, well put 
together and produced; both are lavishly illus- 
trated, the German book with 155 excellent coloured 
reproductions of gastroscopic pictures from Gut- 
zeit’s collection, the American one with 96 similar 
reproductions from Schindler’s; the latter are 


.good, but not so beautiful an example of de luxe 


printing as Gutzeit’s. In their subject matter both 
works cover much the same ground—gastroscopic 
technique and gastroscopic findings. Schindler 
has a distinctly superior chapter on orientation in 
the stomach ; with its numerous schematic draw- 
ings it looks confusing to the mere reader, but to 
anyone who has used the instrument it explains 
very clearly the principle as well as the method 
of finding one’s way about in an irregular obliquely 
lying hollow organ surveyed through a window in 
the side of a bent tube. Both authors use sub- 
stantially the same instrument, made by the Berlin 
firm of Wolf, whose years of research on the 
problem are now being rewarded by a large sale. 
Neither seems to have had experience of the 
useful balloon device of H. W. Ropasrs ® for 
moving the window of the gastroscope away from 
an area of stomach wall with which it may lie in 
contact. 

The supremacy of the Wolf-Schindler instru- 
ment has seemed to be well-established, but last 
summer it was challenged by a Japanese firm . 


‘who made a modified replica® of it with two 


additions. One is the incorporation of a steel 
wire and screw device by means of which the tip 
of the instrument can be bent under control while 
it is in the stomach ; if this works as well as it is 
said to do, it will be of considerable value, both 
in making visible the lesser curvature of the 
antrum and in facilitating the manipulation of 
the instrument in abnormally shaped stomachs. 
The other addition is a camera with electrical 
apparatus for producing very intense illumination 
of measured short duration to enable photographs 
to be taken. Gastroscopic photography has 
hitherto been possible only through rigid straight- 
tube gastroscopes, and has been of little value ; 
loss of light in the multiple lens system made it 
impossible with the flexible instrument. It was 
to be expected that this difficulty would eventually 
be overcome, but the Japanese photographs, as 
reproduced, ‘ate still such poor representations of 
what is actually visible that they seem hardly 
worth taking ; they show only gross abnormalities, 
such as obvious tumours, and fall far short of the 
gastroscopist’s verbal description, supplemented 
where possible by his drawing. 

The permanent réle of gastroscopy is not yet 
clear, It is evident that, used as a supplement to 
radiography, its renders the diagnosis of gastric 
ulcer and gastric tumours more accurate. Most of 
those who have used the instrument agree on that, 
and the consensus has by now probably escaped 
from the influence of first enthusiasms. It is 


5 Lancet, 1936, 2, 438. 
* Kirihara, S., et al., Nagoyo J. med. Sci. June, 1937, p. 1. 
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therefore reasonable to urge that every large 
hospital should possess a gastroscope and an 
experienced gastroscopist. The latter is not made 
in a month or two; Schindler requires that he 
should be in the first place a well-trained gastro- 
enterologist, skilful at handling patients in the 
psychological sense and getting their confidence, 
and naturally deft and delicate with his hands, and 


he remarks further that the beginner will need to - 


make 100 examinations before he learns properly 
to find the pylorus. Gastroscopy as an aid to 
diagnosis should therefore be undertaken only 
by those, suitably qualified, who are in a position 
to examine large numbers of patients ; once they 
have become expert they need examine only 
doubtful cases. Expertness is slowly achieved, 
and the serious study of the art is no short cut to 
local fame. Gastroscopy as a research technique 
is bound up with the problem of chronic gastritis, 
which indeed is now defined in. terms of gastro- 
scopic appearances. Schindler and Gutzeit describe 
- these under practically the same headings : super- 
ficial gastritis or catarrh, hypertrophic gastritis 
(with mammillation), erosive gastritis, atrophic 
gastritis, and the peristomal gastritis that may 
follow gastro-enterostomy. Schindler makes a 
tentative effort to sketch a clinical picture and 
natural history for each of his varieties. Gutzeit 
gives more attention to the precise description of 
the changes seen and their explanation in terms of 
- microscopic anatomy, but finds no regular relation 
between those changes and the patient’s symptoms. 
It is evident that much careful and systematic 
observation is still needed before the wider 
significance and relationships of these gastritic 
changes become clear. Enough has already 
emerged—such as the finding of extensive atrophic 
changes in the stomachs of patients with pernicious 
anemia, and of kindred changes accompanying 


carcinoma—to make further study worth while.. 


An understanding of the factors that promote or 
check these various gastritic changes might well 
lead to the prevention of many cases of carcinoma 
and perhaps also of ulcer. 


A MEDICAL CLEARING-HOUSE 


Tue chief medical officer of the Ministry of 
Health holds a position of responsibility and 
delicacy. About this time each year he has to 
submit to his Minister an annual statement of 
the work of the medical department. This depart- 
ment consists of seven sections, each dealing 
with a particular body of medical knowledge or 
experience, and it is the duty of the chief medical 
officer to collaborate with, all these sectional 
chiefs and to present their views with his own 
concurrence to the Minister of Health. The 
Minister is admittedly an amateur—for, as Mr. 
WALTER ELLIOT agreeably emphasised at a medical 
dinner last week, the government of this country 
is carried on by the amateur—and it is appro- 
priate that this should be so, for the chief medical 
officer’s report is directed not primarily to the 
members of his own profession byt to. the public 
at large which has doubts and fearg and suspicions 
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and susceptibilities that a medical education 
removes. This year Sir‘ ARTHUR MaoNatty has 
had two opportunities of bringing the work of 
his clearing-house before the public. In his con- 
tribution to “ The Nation’s Health ”* he was free. 
to range widely over the whole period during 


which we have had a Ministry of Health and even | 


beyond it, and he drew out a table of changes in | 
mortality over a quarter of a century in certain 
directions. Taking as his beginning and end 
points the years 1910 and 1935, he found the 
mortality per thousand live births at ages 0-1 
had come down from 105 to 57. But far more 


striking than this total mortality, the deaths from 


- common infectious diseases were 2 instead of 7, 


from tuberculosis 0-5 instead of 4, and from diar- 
rhea and enteritis 5 instead of 13. Taking 
another figure he found the death-rate at ages 
under 15 per million living had fallen from 750 to 
143 for measles, from 200 to 47 for scarlet fever, 
and from 798 to 170 for whooping-cough. He is 
quite justified in saying that these are remarkable 
and indeed amazing figures: The changes may 
fairly be attributed, at any rate in part, to the 
operation of public preventive and clinical services, 
and this has happened to a people which, the 
Times once said, would prefer to take the chance 
of cholera rather than be bullied into health. 

The second opportunity, the report? before us, 
deals with the progress of a year and does not 
lend itself to flights of imagination. But here too 
there are tokens of the long-range view. As 
regards cancer, for example, the figures set out 
by the Registrar-General seem to the plain man 
to have no other. explanation than that the disease 
is increasing. But one of the merits of the annual 
report is that it is tendentious, in the sense that 
the chief medical officer has always in his mind 
the possible misunderstanding of figures and goes 
halfway to meet it. He gives this year, as was 
done five years ago, the standardised mortality- 
rates from cancer for individual organs, taken 
from the Registrar-General’s review, and he shows 
that for accessible sites such as lip, tongue, jaw, 
uterus, and skin, the rates have remained almost 
stationary, with a tendency to fall during the past 
five years. These are thé sites in which increasing 
accuracy of diagnosis can have played small part. 
The fall must be due to diminished incidence or 
to the effect of treatment or a combination of the 
two. Another group, consisting of stomach, 
intestines, rectum, lung, pancreas, and prostate, 
shows a tendency to rise over this period. On the 
rates for such organs treatment can have little 
effect ; the rises must be due to increased incidence 
or more accurate diagnosis or both. General 
experience suggests that the latter cause is the 
more important, and there is an item which makes 
this even more probable—namely, the experience 
of an intermediately placed group, such as pharynx 
and cesophagus, where diagnostic and therapeutic 
changes have played little part. Here too the 


2? Reprinted from the National Health Number of the Times 
of Sept. ade Bea 28. 6d 
e 
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Chief Medical Officer of the Ministry of Health for the year 1936. 
H.M. Stationery Office. 1937. Pp. 254. 4s. 
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changes in rates are small, suggesting that changes 
in incidence are also small. 


. The question of liaison between various branches 
of our health services, which is attracting increas- 
‘ing public attention, is passed over by Sir ARTHUR 
with the remark that central coöperation is secured 
by regular consultation and conference. At the 
recent Royal Sanitary Institute congress held in 
Birmingham Dr. G. P. CRowpDEN drew attention * 
to the lack of codrdination between the industrial 
medical services and the general stream of pre- 
ventive medicine. He showed how, quite apart 
from the official Home Office service, industry had 
begun to create a medical and nursing personnel 
of its own to fill gaps in the existing structure. 
The difficulty is created by the small firm with 
limited resources; only a national service would 
make the worker’s health independent of the 
financial resources of his employer. On the purely 
technical side there may not be much to learn ; it 
is rather a question of spreading already ascer- 
tained knowledge. Mere inspection is not the 
answer. What is required is that the whole basis 
of occupation shall come within the purview of 
medicine, and that office workers, shop workers, 
and factory workers alike shall receive from an 


s J. R. Sanit. Inst. October, 1937, p. 276. 


THE TIMING OF OVULATION 


‘to deal solely with palliative measures. 


[Nov. 20, 1937 © 


independent body that advice and protection 
which modern conditions require. It was obvious 
from the feeling at the congress that what is now 
being increasingly supplied in the way of medical 
service to the employees of large concerns should 
in the future be available to all. But the speakers, 
as reported, did not drive this point home to its 
logical conclusion. Such a service would not be able 
It would 
soon have exhausted the benefits to be derived 
from merely making work physiologically safe and 
would become involved in far wider and more 
fundamental issues. Physiologically arranged hours 
of work and physiologically adequate wages would 
as problems rub shoulders with the employment 
of the partially disabled, such as epileptics, dia- 
betics, asthmatics, and persons incapacitated by 
accident. It might mean, in the case of epileptics, 
the creation of special occupational centres, or, 
in the case of those incapacitated by accident, a 
change in the whole conception of rehabilitation 
and compensation. ‘The issues raised are manifold 
and of great social interest ; a progressive industrial 
community cannot for much longer ignore them. 
It might be well if employers and trade unions, 
with medical men competent to advise them, were 
to set about evolving a scheme which the public 
could accept. 


ANNOTATIONS 


THE TIMING OF OVULATION 


THE importance of ovulation in the sexual cycle 
has long been recognised; but since the process 
could not be followed accurately without surgical 
exposure of the ovaries little advance of a practical 
nature has been made in its study. The description 
by Burr, Hill, and Allen + of a method for the detec- 
tion of ovulation in the intact rabbit therefore opened 
-a new line of approach. They have devised an instru- 
ment, with special abdominal and vaginal electrodes, 
which records the voltage changes occurring in an 
animal during ovulation. In carefully controlled 
experiments they found that only slight changes in 
electrical potential take place in the resting stage, 
but a considerable increase in voltage is recorded 
as each follicle ruptures. In one animal ovulation 
was seen by direct observation and coincided with 
the change in voltage described. They claimed that 
with this technique it is possible to determine with 
certainty in the intact animal the time and duration 
of ovulation, the instant of follicular rupture, and 
These original 
observations of Burr, Hill, and Allen have been 
confirmed by Reboul, Friedgood, and Davis,? and 
the application of this method to the detection of 
human ovulation is now reported by Rock, Reboul, 
and Wiggers.? With one electrode on the anterior 
. abdominal wall and one on the cervix they were 
able to record potential changes clearly indicative of 
ovulation. Laparotomy was performed ten hours 
later and sections of the ovary showed a recent point 
of follicle rupture. 

By means of this new technique it should be 


S., Hill, R. T., and Allen, E., Proc. Soc. exp. 
Biol. we 1935, 33, 109. 
oul, J., Ériedgood, H. B., and Davis, H., Amer. J. 
Physiol. 1937, 119, 387 
Rock, J Reboul, i and Wiggers, H. C., New Engl. J. Med. 
Oct. 21st, 1937, p 


possible to measure accurately the action of gonado- 
tropic hormone therapy on the follicle. The time- 
relationship between ovulation and menstruation, 
with its important bearing on the control of human 
conception, should become matter of fact rather 
than fiction. 


BENIGN SPONTANEOUS PNEUMOTHORAX 


IN our own columns last year Dr. Ian Gordon ! came 
to the conclusion that the cause of benign spontaneous 
pneumothorax is rupture of an air-containing bulla 
or cyst on the surface of the lung. In five cases 
described by him a bullous condition of the lung was 
shown on radiography, but he admitted that as a 
rule it is impossible to make a diagnosis during life. 


Castex and Mazzei 2? have now produced an elaborate ` 


study of the anatomy, radiology, and thoracoscopic 
signs of subpleural bullæ and the clinical aspects of 
benign spontaneous pneumothorax, based on twelve 
cases. This benign type of spontaneous pneumo- 
thorax must be clearly distinguished from the type 
due to rupture of an emphysematous bulla in cases of 
generalised emphysema of the lung, of which an 
instance was recently described by Willcox and 
Foster-Carter.2 The points of distinction between 
subpleural bulle and the bullx associated with 
generalised pulmonary emphysema are: (1) that 
the former are found in young people; (2) that the 
lungs are otherwise healthy or show at most a small 
localised lesion, not actively tuberculous; and 
(3) that the bulla are small or moderate in size, 
multiple, and situated immediately beneath the 
visceral pleura. Emphysematous bulle, on the 
other hand, occur as a rule in older people: the 


1 Lancet, 1936, 178. 
$ Castex, M., and Mazzei, E., re argent. Enferm. Apar. 
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lungs are emphysematous; and the bullz are larger 
(sometimes very large) and either solitary or 
few in number. Subpleural bulle are formed 
by rupture of the subserous connective tissue layer 
in areas where the lung tissue is fibrotic, poorly 
developed, or of lowered resistance. Fibrosis appears 
to be by far the commonest cause ; it may originally 
have been of tuberculous origin, but signs of tuber- 
culosis have disappeared and the fibrous tissue is 
unspecific in structure. Though it is sometimes 
possible to detect the bullz in a radiogram, they 
are by no means always visible. ‘Thoracoscopy, 
according to Castex and Mazzei, offers valuable 
diagnostic aid, and they describe in detail, with the 
help of beautiful coloured plates, the appearances 
they regard as characteristic. The formation as well 
as the ultimate rupture of subpleural bulle is thought 
to be related to exertion (e.g., coughing or muscular 
effort). As regards the clinical features, benign spon- 
taneous pneumothorax was found to affect young, 
apparently healthy people, chiefly males; it lasts 
for about a month, and ends in complete recovery, 
though it may recur with the rupture of another 
bulla; it is not associated with fever or other signs 
of toxic absorption, and pleural effusion is absent 
or slight ; the lungs and pleure show no radiological 
alterations pointing to tuberculosis. Castex and 
Mazzei suggest that such a clinical picture is usually 
best designated ‘‘ pneumothorax of scarred lung.” 


INCIDENCE OF JUVENILE RHEUMATISM 


THE incidence and manifestations of rheumatic 
infections in childhood vary in different parts of the 
world, and rheumatic fever is said to be rare among 
children in tropical countries. Nevertheless the 
experiment of transporting rheumatic children from 
the northern parts of the United States to a sub- 
tropical climate in Florida has not been an unqualified 
success 1; hemolytic streptococcal infections appear 
to be less severe in Florida than in Boston, but 
there were relapses and recurrences of rheumatism 
when the children were living in the south. Writing 
from another part of the globe Maddox? estimates 
the incidence of rheumatic heart disease in New 
South Wales as between 0:3 and 0-6 per cent. 
of the whole population—an incidence certainly 
lower than that in this country or in North America. 
He could find no definite relationship to known damp 
areas, either damp ground or poorly drained areas. 
The disease is seen more often on the table-lands and 
slopes than in the coastal areas ; except that a high 
incidence was observed in the neighbourhood of salt- 
water lagoons. Examination of the distribution of 
acute rheumatism in Sydney showed that most of the 
patients came from the poorer industrial quarters 
of the city. Boyd Graham °? finds that in Victoria, 
on the other hand, more cases arise in the middle 
group of hospital out-patients than in the poorest 
or the best-off groups. The economic position of 
all children attending the Children’s Hospital, 
Melbourne, as out-patients was classified as: lowest 
class 67 per cent., middle class 20 per cent., and 
better class 13 per cent., whereas for 167 rheumatic 
children the respective distribution was about 25, 50, 
and 25 per cent. Similar observations have some- 
times been made in this country (see p. 1196) and the 
explanation has been offered that the children of the 
very poor, with their overcrowding, keep a good deal 
warmer than children who live in roomier but chillier 
houses. In Bristol, a city justly famous for research 
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on this subject, Bruce Perry and Fraser Roberts:4 
have been studying the variability in the incidence 
of rheumatic heart disease, and find a statistically 
significant association between the density of persons 
per room in the various city wards and the incidence 
of rheumatic heart disease. The most obvious reason 
would be that close association favours droplet 
infection, but a control investigation showed no 
significant association between overcrowding and 
scarlet fever. 


DENTAL BENEFIT FOR THE ADOLESCENT 


OPENING the thirty-third session of the Dental 
Board of the United Kingdom on Nov. 10th Sir 
Francis Acland remarked that the gap in the public 
provision of dental treatment between the attainment 
of school leaving age and the acquisition of a title 
to dental benefit would be much reduced by the 
new provisions for adolescent insurance. At present, 
he said, a boy or girl who has become a member of 
an approved society at any time during 1937 will be 
ineligible for dental benefit until 1940, the normal 
waiting period being about 24 years; but when the 
Bill comes into effect, as it should, in the New Year 
the waiting period would begin to run from the date 
of entry into juvenile membership at any time after 
the age of 14 had been reached. Sir Francis has long 
advocated the abolition of the gap in providing 
proper care of the teeth for anyone entering employ- 
ment after leaving school. The best dental care 
given by school dentists may lose its effect if there 
is an interval during which an adolescent can receive 
no assistance in keeping his teeth in good condition. 
Sir Francis himself would like dental treatment to 
be coterminous with entry into employment. Unfor- 
tunately the time had not yet come for converting 
dental care as an additional benefit into a benefit to 
which all insured persons are entitled. 


OPIUM: PROPOSED LIMITATION OF RAW 


MATERIAL 


Mucu valuable information about the licit and 
illicit traffic in opium and narcotic drugs was fur- 
nished at the eighteenth session of the Assembly of 
the League of Nations, which terminated on Oct. 6th. 
The annual average world needs for legitimate 
purposes of morphine is now accepted as being 
29 tons, of heroin one ton, and of cocaine 
4 tons; these quantities are insignificant compared 
with the extent of illicit manufacture and world- 
wide distribution, notably in the Far East. The 
Assembly called attention to the failure of some 
thirty States, which had signed the Convention of 
1936 directed to repression of illicit traffic, to deposit 
their ratifications. The Convention was framed with 
the idea that it would be concluded and ratified as 
a matter of urgency, since its provisions offered, in 
certain cases, the only effective means of proceeding 
against traffickers and thus filled an important gap 
in existing international legislation. While China has 
been aiming at complete suppression by 1940 the 
seizures by Chinese authorities in 1936 amounted to 
167 tons of raw opium, half a ton of heroin, a quarter 
of a ton of crude morphine, a quarter of a ton of 
morphine, and 7} tons of red and white pills. The 
Assembly again repeated its earnest appeal to Japan 
to take effective measures, without delay, to stop 
the clandestine manufacture and traffic carried on 
by Japanese subjects in China. The need for limiting 
the production of raw material without which the 


* Perry, C. B.,and Roberts, J. A. F., Brit. med. J. August 28th, 
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international control of the drug traffic must be 
incomplete was again emphasised. The legitimate 
annual production for the world needs of raw opium 
has been estimated as rather more than 1000 tons, 
while the average annual production between 1929 
and 1935 was 1600 tons, excluding the opium raised 
in China and Afghanistan which are large producers. 
To this must be added the enormous accumulated 
stocks which alone would suffice to meet legitimate 
needs for two or three years. The conclusion reached 
by the Assembly was that “‘ both from the humani- 
tarian and the economic points of view, excess pro- 
duction on such a scale renders necessary a limita- 
tion of the raw material.” It remains to be seen 
whether this conclusion will be implemented by the 
Governments concerned. 


RISKS OF CARBON DIOXIDE INHALATION 


CARBON DIOXIDE, which until recently was regarded 
as a noxious gas, has become so favourite an 
instrument in the anesthetist’s hands that there is 
danger of the pendulum swinging too far in the new 
direction. The benefits that moderate doses of the 
gas confer by stimulating respiration easily delude 
the unwary into obliviousness of the harm done 
when the concentration of the gas is not accurately 
controlled or when the person inhaling it is inordin- 
ately susceptible. There is much variability in 
sensitiveness to carbon dioxide and, as is well 
pointed out by R. M. Waters, the mechanism by 
which it is eliminated from the body is a com- 
plicated one. This mechanism is naturally affected 
by abnormal bodily conditions, and these may 
enhance an individual susceptibility to such a degree 
that concentrations of carbon dioxide harmless to 
the normal person become highly dangerous. Waters, 
among others, had studied the effects of carbon 
dioxide both on the healthy and the sick, and points 
out dangers that may accompany rebreathing on the 
administration of carbon dioxide to those who were 
ill. The physical signs of carbon dioxide disturbance 
are either those simulating collapse—i.e., pallor, 
quick gasping breathing, and low blood pressure— 
or else undue muscular activity, shown first by twitch- 
ing of the smaller muscles of the face. When any of 
these signs appear during an administration in which 
there may be deficient elimination or excessive intake 
of carbon dioxide the possibility of poisoning by this 
gas should at once come to mind. The chief remedial 
measure, after withdrawing the anesthetic, is inhala- 
tion of pure oxygen. 


AN EARLY MEDICAL REGISTER 


ALTHOUGH the Church claimed jurisdiction over 
the medical profession in the Middle Ages, the first 
legal measure to regularise its control was enacted 
in 1512, when the government of Henry VIII obliged 
all who wished to practise within a seven-mile radius 
of Saint Paul’s to be licensed by the Bishop of London, 
and those who proposed to work in the provinces 
to be examined and approved by the bishop of the 
diocese. ‘The seventeenth and eighteenth century 
applicant for such a licence was expected, in common 
with the cleric and the schoolmaster, to make a 
written declaration in the diocesan ‘ Subscription 
Book ” of his allegiance to the King, the Thirty-nine 
Articles and the official Liturgy. Every diocese 
possesses a potential mine of local historical know- 
ledge in its series of these books, and Mr. E. H. 
Carter,? by a laborious analysis of those of Norwich, 
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has shed some fresh though rather dim light upon 
medical practice in that district between 1660 and 
1744. Subscription, though compulsory in theory, 
was not rigidly enforced, and only for the smaller 
villages do the books provide anything approaching 
a complete register of medical practitioners. -At this 
time medicine and surgery were undertaken by 
anyone from the blacksmith to the village ancient, 
and only whole-time practitioners would journey to 
Norwich to obtain a legal status. Of the 650 medical 
subscribers in the 84 years reviewed, 66 applied for 
a licence to practise medicine and pharmacy, 382 
surgery, and 89 both medicine and surgery. The 
remaining 113 were specialists in blood-letting, the 
care of the teeth, or the cure of the green sickness, 
sore eyes, distracted persons, ulcers or sore breasts. 
Specialism, in fact, does not seem to be so modern a 
development after all, for we have yet to see a whole- 
time mastitologist. Only three subscribers held a 
medical degree, the Cambridge M.D., though the list 
includes a professor of surgery and one of medicine ; 
and a number of practitioners, and alas, several 
schoolmasters, were illiterate and signed by mark. 
In the later years 18 women appear as surgeons, 
phlebotomists, bone-setters or curers of sores and 
green wounds. The medical oath was a general one, 
in the same terms as the schoolmasters’, but midwives 
were required in addition to undertake ‘‘not in 
times of extremity to forsake the Poor to attend the 
Rich, but to act in all things agreeable to a good 
conscience,” and to forswear 14 items, including 
witchcraft, abortion, child-murder, and, of all things, 
payment. We can understand now why in 80 years 
only 15 midwives subseribed. | 


HUMAN PULMONARY TUBERCULOSIS FROM 
BOVINE TUBERCLE BACILLI 


In the past ten years Prof. Bruno Lange, of the 
tuberculosis section of the Robert Koch Institute in 
Berlin, has determined the types of tubercle bacilli— 
whether human or bovine—found in the sputa of 
148 adults with pulmonary tuberculosis. The human 
type was found in 136, the bovine in 9, and both 
in 3. The clinical records of the bovine infections 
gave no support to the idea that the disease runs a 
comparatively mild course in man when the type of 
tubercle bacillus is bovine; nor did these cases 
differ in character from the others. Of the 148 patients 
whose sputum was examined, 69 had been engaged 
in cow-milking, and among these there were 8 bovine 
infections and 1 mixed. In all but 1 of the 9 cases 
of pure bovine type, infections, the mischief seemed 
to have been done in adult life, and the infection 
was apparently by inhalation rather than ingestion ; 
while in the 3 mixed cases the bovine infection was 
regarded as a superinfection. Lange’s practical con- 
clusion is that adolescents between 15 and 20 should 
not be employed as milkers of herds that are not 
under continuous veterinary supervision, and that 
such adolescents should also be protected from over- 
work. It is probable, he calculates, that of the 
50,000 persons who die of tuberculosis in Germany 
every year, about 1000 die of bovine infections. In 
1933 the Ostertag system was' responsible for the 
slaughter of 42,478 cattle suffering from open tuber- 
culosis. Yet the reports of numerous veterinary 
surgeons show that tuberculosis is increasing from 
year to year in cattle in Germany. This is not to be 
wondered at for, as Ostertag himself has pointed out, 
four-fifths of the herds are subjected to no effective 
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action against open tuberculosis. There is also 
evidence of a relative increase in the number of 
bovine infections in man. Prof. Lange deplores the 
common impression that the bovine type is but 
slightly pathogenic to man and that a “light” 
infection with it is a useful means of immunisation. 
His advice is prevention of infection with the bovine 
type at all costs, and he endorses a new plan recom- 
mended in 1935 by Préscholdt. It consists in creating 
tubercle-free herds with the aid of tuberculm-testing, 
and the official subsidising of such herds in various 
ways. Until such a plan is completely effective— 
and it may take a score of years—all milk coming 
from herds not guaranteed tubercle-free should be 


pasteurised, and when pasteurisation is impossible the | 


milk should be brought to boiling point for a brief 
spell in the home. The community should be taught 
that pasteurisation or quick boiling does not spoil 
milk as food for infants; whatever loss there may 
be of the vitamin-C content of milk thus treated can 
be made good by the inclusion in the dietary of other 
vitamin-rich foods, 


VITAL STATISTICS OF 1936 


In Part I of his annual review of the country’s 
mortality experience! the _ registrar-general for 
England and Wales handles with customary detail 
and skill the 495,764 deaths registered in 1936. 
With an estimated population of nearly 41 millions 
(194,000 more than the figure for 1935) the result is 
a crude death-rate of 12-1 per 1000 living and a 
standardised death-rate of 9-2. The latter rate is a 
fraction above the record rate of 9-0 recorded in 1935 
but is lower than the figure for any previous year. 
The infant mortality-rate of 59 is also slightly above 
the level of the previous year and equals the rate 
recorded in 1934. Subdivision of this rate shows two 
points of some interest. The mortality of illegitimate 
infants in 1936, 88 per 1000 born, is the lowest yet 
registered and is appreciably below the rates in the 
quinquennium 1931-35, when it was 103 per 1000, 
and the decennium 1921-30 when it was 130 per 1000. 
Analysis of the total infant mortality by age within 
the first year shows a very slight fall, to the lowest 
figure yet registered, of the refractory rate of the first 
month of life (30-16 deaths per 1000 born in 1936). 
This neonatal rate varies from 25 in Greater London 
to 31 in rural districts and 33 in the county boroughs. 
The“total infant mortality-rate shows its customary 
variations in different parts of the country. In some 
of the southern administrative counties it is as low 
as 35-38 (Sussex, Cambridge, and Hertfordshire), 
in northern counties it rises to 70 (Durham and 
Northumberland). In such county boroughs as 
Bournemouth, Bath, Hastings, and Croydon it falls 
to nearly 40, in others such as Gateshead, Newcastle, 
Salford, and Warrington it rises to 90, or more than 
twice as high. Such figures reveal the scope still 
remaining for improvement, 

The death-rates at later ages show that between 
5 and 45 years the experience of 1936 was very 
favourable, several of the rates being below any 
previously registered. The increase in mortality of 
1936 over 1935 took place in the first five years of 
life and at ages over 45. From a study of the causes 
of death it is found that the mortality from scarlet 
fever (43 deaths per million at ages under 15) was less 
than in any previous year, although over a hundred- 
thousand cases were notified. Diphtheria fell below 
the levels of 1934-35, whooping-cough increased 
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above them. Deaths from puerperal causes numbered 
2301, representing an appreciable fall in the death- 
rate from sepsis (1-61 per 1000 births in 1935, 1-34 in 
1936) but no change in other causes under this heading. 
The stillbirth rate varies from 33 per 1000 total 
births in the south-east to 45 in the north and 64 in 
Wales. Tuberculosis, both all forms and respiratory, 
shows its usual new low record. The respiratory 
tuberculosis rate (standardised ) fell from 620 per million 
in 1931-35 to 552 in 1935 and 525 in 1936. Cancer 
rose very slightly from 1000 per million in 1931-35 
to 1001 in 1935 and 1010 in 1936. Other causes of 
mortality showing some rise over their levels in 1935 
are the enteric group, measles, whooping-cough, 
diabetes, heart diseases, and violence. The level of 
influenza was relatively low. Deaths from violence 
include roughly 5000 suicides (of which one-third 
took their life by gas), 108 murders, and over 6000 
fatal accidents in railway, road, and air transport. 

Of the total half-million deaths one-tenth took place 
in the first five years of life, 3-3 per cent. at ages 
5-19, 8-1 per cent. at ages 20-39, 19-3 per cent. at 
40-59, and nearly 60 per cent. at ages over 60. 

These few quotations from 406 pages of tables 
merely illustrate the usual highly specialised informa- 
tion available to those who would study the latest 
records of the mortality of different parts of the 
country. 


THE NOBEL PRIZE FOR CHEMISTRY 


A FEW people who ought to know better still say 
that they ‘‘don’t believe in vitamins,” but they 
must find it hard to assimilate this point of view 
with the recent award of the Nobel prize to three 
workers on vitamins. Hard on the heels of the 


. award in medicine to Prof. Szent-Györgyi for his 


work on vitamin C comes the announcement of an 
award in chemistry divided between Prof. P. Karrer 
of Zurich and Prof. W. N. Haworth, F.R.S., of 
Birmingham. Both these workers have to their 
credit, among their most recent contributions, 
important discoveries in the chemistry of the 
vitamins. | 

The award to Prof. Karrer was made for his work 
on the carotenoids and on vitamin B,. The carotenoids 
are the fat-soluble yellow pigments which are found 
in plants, of which the carotene of the carrot is the 
most familiar. Prof. Karrer has sorted these out 
into hydrocarbons and the acids and alcohols derived 
from them, and has worked out their structural 
relation to one another and to the colourless 
vitamin A. A big blank in knowledge has been filled 
in with one of the most esthetically satisfying pictures 
in chemistry, and Prof. Karrer is the chief artist. 
With regard to vitamin B, his work has been on the 
flavin component of the vitamin-B, complex. Flavin 
again is a yellow pigment but a water-soluble one, 
occurring for instance in egg-white, liver, and milk, 
and for its synthesis Karrer and the German chemist, 
Kuhn, working separately, are together responsible. 

Prof. Haworth, who shares the prize with Prof. 
Karrer, has worked for many years on the chemistry 
of the carbohydrates, and particularly on their 
structural formule, the establishment of that for the 
biose sugar maltose being a notable achievement. 
His great experience in this field placed him in a 
particularly favourable position for solving the 
structural formula of vitamin C, ascorbic acid. For 
some time a number of rival solutions were in the 
field, but the formula worked out by Haworth and 
his colleague, E. L. Hirst, is that which is now 
generally accepted. In this last piece of distinguished 
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work the discoveries of Haworth and Hirst are 
complementary to those of Szent-Györgyi rather 
than of Karrer, though Karrer did also make some 
contribution to confirming the correct formula for 
ascorbic acid. | 


PAINT-BRUSH FOR SCALPEL 


THE Royal College of Surgeons has assembled a 
remarkable collection of works of art by fellows and 
members. Properly enough, the two most skilful 
are by a surgeon who made art his profession—the 
late Henry Tonks—but there are several that run 
them close and none are without interest. Like most 
other exhibitions of pictures this one illustrates the 
difficulty of achieving a genuinely personal style, 
= and one welcomes the planned individuality of Mr. 

_T. H. Somervell’s three studies. With less striving for 
independence fine work has been done by Mr. Foster 
Moore, Prof. John Hay, Dr. E. W. Twining, and several 
others among the water-colourists; Dr. Harold 
Hodgson’s architectural detail, for example, is beauti- 
ful of its kind. The pictures of wind and trees by 
Dr. E. B. Waggett, the late Sir Squire Sprigge, and 
Dr. L. W. Scargill form an instructive contrast, and 
much may be learnt from the handling of pastels 
by various contributors. Among the more ambitious 
of the oil-painters, Dr. A. C. Dalzell uses a now familiar 
style with outstanding success, and Dr. A. B. Hewlett, 
employing a somewhat similar technique, is both 
decorative and convincing. Sir Leonard Hill, F.R.S., 
shows a fine self-portrait which places him in achieve- 
ment outside the class of successful amateurs; and 
there are features of the work of Dr. John Rammell, 
Dr. W. G. Barnard, Dr. Helena Wright, and (espe- 
cially) Prof. C. A. Pannett, organiser of the exhibi- 
tion, that make one wish their painting had not been 
merely a pastime. Unfortunately only seven works 
of sculpture are shown: Dr. Leo Spira’s, with their 


strength and spirit, are nearly very good indeed ; 


Dr. Edward Tait’s recumbent figure is charming. 

The exhibition, which remains open till Nov. 27th, 
provides unexpected information about the per- 
sonalities of many distinguished members of our 
profession, and it is a pleasure to meet them in their 
happiest moments. 


NEW ANTICOAGULANT IN BLOOD TRANSFUSION 


In this country and in the United States sodium 
citrate is widely used as an anticoagulant in blood 
transfusion. The indirect transfusion of citrated 
blood has definite advantages, for both operator and 
donor, over the direct arm-to-arm technique with 
whole blood, and it is extremely doubtful whether a 
small addition of this anticoagulant salt (0-3 g. per 
100 c.cm. of blood) is deleterious to the recipient of 
transfused blood. Such reactions as may occur from 
time to time are more probably dependent on factors 
such as atypical agglutinins, uncleanliness of appa- 
ratus, the presence of bacterial protein in the distilled 
water or saline used, and products of metabolism in 
the donor’s circulation. Some observers, however, 
still maintain that whole blood—i.e., blood without 
additions or subtractions—should be used in trans- 
fusion, and Dr. Hedenius has described an ingenious 
way of overcoming the usual technical difficulties of 
whole-blood transfusion. Before the transfusion 
he injects a preparation called Heparin into the donor 
so as to reduce the coagulability of the blood, and on 
p. 1186 he is able to report excellent results from this 
procedure. The only objections that appear are that 
the donor might run some small risk by the temporary 
lengthening of his coagulation-time, that he might be 
unduly apprehensive about this risk, or that with 


successive donations he might develop a tolerance 
or sensitivity. These possibilities though not per- 
haps important nevertheless mean that for the use 
of heparin to become established it will have to 
show distinct advantages over the convenient, safe, 
and cheap citrate salt. 


NEW CENTRE FOR CANCER RESEARCH 


WE are informed that the Chicago Tumor Institute, 
which has been established, not for profit, to conduct 
research on cancer and to instruct and assist physicians, 
surgeons, clinics, and hospitals in the diagnosis and 
treatment of the disease, will open next March. 
It is to be directed by a scientific committee consisting 
of Dr. Max Cutler (Chicago), Dr. Henri Coutard 


(Curie Institute, Paris), Sir Lenthal Cheatle (London), 


Dr. Arthur H. Compton (physicist, Chicago), and Dr. 
Ludvig Hektoen (Chicago). Dr. Coutard has been 
granted leave of absence for three months to work 
with the million-volt X ray machine in the laboratory 
of Prof. R. A. Milliken at Pasadena, California, 
but will return to Chicago next spring. Sir Lenthal 
Cheatle is now in Chicago and it is stated that he 
will spend most of his time there in laboratory 
research and post-graduate instruction. Although 
the scope of the activities of the new institute will 
be national, the funds have been raised entirely by 
citizens of Chicago. 


VASODEPRESSION NOT DUE TO HISTAMINE 


Some of the difficulties that may arise in using 
biological tests are illustrated by the work of Kinard 
and Martin! on the vasodepressor activity of the 
blood of normal and burnt dogs. Solutions prepared 
by the method of Best and McHenry ? were injected 
into anesthetised cats. Normal dog’s or cat’s blood 
and egg-albumin solution all produced a fall in blood 
pressure, but the time of onset and the duration 
of this fall were quite different from those obtained 
by giving a dose of histamine sufficient to cause an 
equivalent depression. The blood of burnt dogs 
gave a greater fall than normal blood, but this might 
be because of concentration of protein in the blood 
from loss of fluid. Injection of atropine into the 
test animal reduced the fall due to blood extracts 
but did not affect that due to histamine. It was 
concluded that the vasodepressor action of these 
test solutions was probably attributable to a protein 
split-product formed during preparation, and not to 
histamine. 


THE Hamburg School of Tropical Medicine has 
awarded centenary medals in England to Dr. Philip 
Manson-Bahr, senior physician to the Hospital for 
Tropical Diseases, London, and Dr. G. H. F. Nuttall, 
F.R.S., emeritus professor of biology at Cambridge. 
The medal is named after Dr. Bernhard Nocht 
of the Hamburg school, who has been celebrating his 
eightieth birthday. 


On Thursday, Dec. 2nd, Sir Charles Gordon-W atson 
will deliver the Bradshaw lecture of the Royal College 
of Surgeons of England. He will speak on the origin 
and spread of cancer of the rectum in relation to 
surgical treatment. On Dec. 9th and 16th Sir Charles 
Sherrington, O.M., will deliver the Thomas Vicary 
lecture in two parts. His subject will be Jean 
Fernel with special reference to his work in astrology. 
All the lectures will be held at the college at 5 p.m. 
and fellows and members are invited to attend. 
Other medical practitioners and students will be 
admitted on presentation of their card. 


1 Kinard, F. W., Martin, F. N.,4Amer. J. med. Sci. Oct., 1937, p. 560. 
è Best, C. H., and McHenry, E. W., J. Physiol. 1930, 70, 349. 
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responsible share. He suggested that by efficient 
planning the best medical brains of a community 
should as a matter of habit be brought to the service 
of the medical officer of health, and the lay health 
authority whom he advised. If, for instance, an 
epidemic of typhoid ravaged a community, the 
doctors of the district should through their repre- 
sentatives confer and unite in the efforts of the medical 
officer of health for its conquest. There was no such 
fixed practice throughout the country, and in fact, 
the doctors might have little part in these emergencies. 
Preventive and curative medicine could not be 
separated on any sound principle, and in any scheme 
of medical services should be brought together in 
close coérdination. ` 

Prof. J. S. B. Stopford, vice-chancellor of the 
University of Manchester, proposing a vote of thanks 
to Lord Dawson, surveyed the major developments 
at the Infirmary in recent years, which he attributed 
to the enterprise, the progressive policy, and the 
courage of its board. Prof. John Morley, seconding, 
said that he did not decry the old nursing-homes— 
Manchester:had had some very good ones. But the 
fact remained that modern surgery and much of 
modern medicine could not obtain what it required 
within the limits of the adapted Victorian villa. 


MEDICINE AND THE LAW 


Trouble about a Drainage-tube 


Mr. Justice Tucker decided last week an important 
case of alleged professional negligence (Morris v. 
Winsbury-White) to which reference is made in a 
leading article on another page. The operation was 
prostatectomy. The main facts, which were not 
seriously in dispute, may be briefly stated. On 
Nov. 27th, 1933, the preliminary operation was per- 
formed at St. Paul’s Hospital, Endell-street; the 
major operation followed on Dec. 18th. The patient 
was discharged on Feb. 10th, 1934, but complained 
that, immediately after his leaving hospital, both the 
front wound and the perineum were leaking and 
there was trouble from the bladder and from piles. 
He revisited the hospital on March 28th for examina- 
tion, when a sound was passed. On April llth he 
was sent back again by his medical attendant. The 
surgeon then directed the taking of an X ray photo- 
graph. This indicated the presence of a tube partly 
in the perineum and partly in the bladder. An 
operation was at once performed for removal of the 
tube which was found to be in the bladder. Mr. 
Morris claimed damages for negligence with the result 
set forth in the judgment. 


JUDGMENT 


In giving judgment Mr. Justice Tucker said that 
Mr. Morris had been at the time of the acts in question 
a man of normal health, but not very good health. 
The issues in the case were: Was there a special 
contract which imposed on the surgeon a higher obliga- 
tion and responsibility than usual; and, if not, 
what was the duty owed to the patient by a specialist 
surgeon in a case of this kind? and did the evidence 
disclose failure to perform that duty ? The negligence 
which had been alleged against Mr. Winsbury- 
White fell under six headings :— 

(1) He left a tube in the patient at the preliminary 
operation of Nov. 27th, 1933. 

(2) Alternatively, he left a tube in at the main 
operation performed on Dec. 18th, 


MEDICINE AND THE LAW 


[Nov. 20, 1987 1211 


(3) A tube got into the patient between Nov. 27th 
and Dec. 18th in circumstances which made the 
surgeon liable—i.e., either by the act of other persons 
for whom he was ‘responsible in law in the circum- 
stances, or through his own negligent failure to 

ascertain what had happened. 

(4) Alternatively the tabe got in between Dec. 18th, 
and Feb. 10th, 1934, also in circumstances which © 
rendered the surgeon liable. 

(5) He was negligent in allowing the patient to be 
discharged on Feb. 10th, a date when he should have 
realised that there was something seriously amiss 
with him; and in any case the plaintiff was not ina - 
fit state to be discharged on that date. 

(6) He was negligent on March 28th in not having 
radiograms taken. 


Counsel for Mr. Winsbury-White had submitted 
that on a strict view of the pleadings some of these 
allegations were not open to the plaintiff. His 
lordship considered, however, taking a broad view 
of the pleadings, that they covered the Ist, 2nd, 5th, 
and 6th of these allegations. These matters were 
inevitably and inextricably mixed up with the 
evidence; the defendant and his witnesses had 
always known of them and that they were bound to 
be raised. The pleadings, however, did not cover the 
other two allegations: that the tube had somehow 
got into the plaintiff between Nov. 27th, 1933, and 
Dec. 18th, or between Dec. 18th and Feb. 10th, 1934, 
through the act of some other person for whom the 
defendant was responsible in law as his servant or 
agent. If the plaintiff had intended to allege that 
Mr. Winsbury-White was responsible for all or some 
of the acts of the nurses or medical staff of St. Paul’s 
Hospital, he should have stated with particularity 
not only the names of the persons whom he alleged 
were the surgeon’s agents, but the specific acts of 
negligence for which he contended that the surgeon 
should be held liable. Even, however, if the plead- 
ings had been sufficient in these respects, and if he 
were wrong in thinking that they were not sufficient, 
the learned judge was none the less satisfied that the 
plaintiff could not maintain those allegations. It 
was well established in law that the resident medical 
officers and nursing staff of a hospital like St. Paul’s 
were not the agents of a specialist surgeon who came 
in to perform an operation of this kind—at any rate 
in so far as they were performing the ordinary routine 
duties which had to be carried out in the hospital. 
The very reason for the patient entering a hospital 
of this kind was inherent in the arrangement which 
he made with the specialist that he would go some- 
where where he would receive attention from the. 
resident medical officers and nurses. No authority 
had been cited to his lordship for the proposition 
that ordinarily speaking (apart from any special 
contract) a surgeon was responsible for the routine 
acts of the resident medical officers or the nursing 
staff. 

Counsel for the plaintiff had distinguished between 
such an act as burning a patient with a hot-water 
bottle and leaving a tube in his body, which latter act, 
he said, was different from mere routine attention. 
His lordship could not accept this view. The 
removal and replacement of the tube, its changing and 
shortening as the patient convalesced, was a necessary 
and ordinary routine hospital process with which the 
resident medical officers were not only qualified to 
deal, but it was their function and duty to deal. It 
was unthinkable that the surgeon who performed the 
operation should have to attend at the hospital every 
time such a tube was shortened, or, still more, taken 
out and reinserted. As it was not his duty to attend 
personally on those occasions, he was not, as a matter 
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of law, responsible for any negligence in the perform- 
ance of these routine duties. 

Counsel for the plaintiff had treated the case as one 
in which the circumstances were such that negligence 
must be presumed unless the defendant could satisfy 
the court that he had not been negligent. The 
plaintiff, he had said, was at all material times 
unconscious and had not known what was going on, 
and was in the power of the defendant or of others for 
whom the defendant was responsible in law. His 
_ lordship did not agree that the circumstances of the 
present case put it into that class. If the whole 
controversy had turned on what had happened at the 
operations of Nov. 27th and Dec. 18th, the circum- 
stances might have thrown that onus on the defendant. 
In the present case, however, the plaintiff alleged that 
the tube had got in at some time unknown between 
Nov. 27th and Feb. 10th, when he had been treated 
by numerous medical officers, sisters, and nurses and 
had not by any means been, except on a few occasions, 
in the control, charge or power of the defendant. The 
plaintiff, therefore, had a duty to show that Mr. 
Winsbury-White had been personally guilty of an 
act of negligence. 

The learned judge then dealt with the allegations 
that the patient had been kept waiting on March 28th 
and April llth, and said he was satisfied that this 


was entirely due to the ordinary rush of a busy man - 


working at a hospital, coupled perhaps with some 
misunderstanding of the precise time of the appoint- 
ment. He was also satisfied that the operations 
which had been performed at the Royal Northern 
Hospital in December, 1933, and January, 1934, for 
piles and rectal abscess had no connexion with the 
presence of the tube which had been found in the 
spring of 1934. He was also convinced from the 
evidence of Mr. Everidge and Mr. Swan that the 
plaintiff was not now suffering from a recto-vesical 
fistula and that Dr. Dawson was mistaken in saying 
that he was. The leakage which had surprised 
Dr. Dawson had come from a perineal fistula. 


NO SPECIAL CONTRACT 
His lordship then turned to what he described 
as the real issues of the case. The first was, he said, 
whether there had been a special contract. The 


argument that there had been a special contract. 


rested entirely on the evidence that Mr. Winsbury- 
White had advised Mr. Morris to go into St. Paul’s 
Hospital rather than another hospital because he 
would there be able to see him three times a week 
and more often if necessary, and would give him his 
personal attention until he was fit to return home. 
These passages explained the great emphasis that 
had been laid on the phrase “ personal attention.” 
The defendant had said later in evidence that he did 
not think he had pledged himself in terms to give this 
case his personal attention, but had added that this, 
in his view, made very little difference to his actual 
obligations, which were to perform the necessary 
operations and give the necessary supervision there- 
after until discharge. Whether this was called a 
special contract or not was immaterial, because any 
undertaking that the surgeon might have given 
contained nothing more than the ordinary obligation 
which lay upon any surgeon who performed an opera- 
tion of this kind. This was a normal, ordinary case 
in which the surgeon was obliged to pay such visits 
as were necessary after the operation to see how the 
patient was progressing under the care of the medical 
and nursing staff of the hospital. Mr. Winsbury- 
White had, in fact, paid three visits or more a week 
and had personally performed the operations, and had 
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owed no further duty than he had performed, contract 
or no contract and apart from the question of whether 
he had been personally negligent. 


A REASONABLE EXPLANATION 

Turning to the question of how the tube had got 
into the patient, the learned judge dismissed as 
quite impossible the suggestion that the tube which 
had been found in the patient’s bladder had been a 
prevesical tube. It must, therefore, have been a 
perineal tube, and not necessarily that which had 
originally been inserted on Dec. 18th. He accepted 
the theory put forward by Mr. Everidge and Mr. 
Swan. They both agreed that this was a most 
remarkable and exceptional case, for no one had ever 
heard of a piece of tube being found in a patient’s 
bladder after an operation of this kind, and their 
theory was the only one which in any way explained 
the unusual facts. When a perineal tube was first 
put in it was held by one stitch, which lasted about 
three weeks. When the stitch was removed a safety- 
pin was substituted, not attached to anything but the 
tube, merely to stop it from disappearmg into the 
wound. These witnesses suggested that somehow 
or other, when the tube was changed, someone must 
have forgotten to attach the safety-pin or have failed 
to see that it was absent. Its absence, coupled with 
the natural suction of the bladder, would account 
for the entry of the tube after the sutures had been. 
absorbed. Moreover, if a tube slipped into the open- 
ing so that no part of it projected, a nurse or medical 
officer would think it had fallen out and insert another 
one, thus forcing the first tube still further into the 
bladder. This was not his lordship’s theory, and it 
was not part of his duty to evolve one, but on the 
evidence it seemed to be the only possible theory to 
entertain. 

The tube must have got in either at the operation on 
Dec. 18th or during the patient’s convalescence. At 
the operation, however, the surgeon did not put in a 
tube until the surgery was over and the bladder had 
been stitched to the urethra. It was inconceivable 
that any piece of tube could possibly have got in 
during that operation. Moreover, on Dec. 23rd, 
Mr. Winsbury-White had personally cut the stitch 
by which the original tube had been held in position 
and had substituted a safety-pin. No tube could 
possibly, therefore, have got in before that date. 

It was further alleged that Mr. Winsbury-White 
ought not to have discharged the patient on Feb. 10th. 
A considerable degree of leakage was quite usual after 
an operation of this kind, and it was a clear fact that 
the perineal wound had dried off eight days before the 
day of discharge. No one could say it was negligent 
of the surgeon to allow the patient to be discharged 
when the wound had dried. It was also alleged that 
he ought to have ordered an X ray picture from what 
he knew on March 28th. This part of the case had, 
the learned judge said, given him much difficulty, 
but he was satisfied after a study of the evidence of 
Mr. Morris, Dr. Dawson, and Mr. Winsbury-White 
that on that date the patient had not complained 
to the surgeon of pain, and the surgeon had not been 
informed of any complaint. He had passed a sound 
and found no obstruction and no recto-vesical 
fistula. The patient had passed water with little 
discomfort, and the surgeon had concluded that there 
was some cystitis which would clear up in due course, 
In these circumstances, therefore, the action failed 
and there was no foundation of truth in the 
suggestion that at any stage of the proceedings 
Mr. Winsbury-White had failed in his duty to the 
plaintiff. 
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NATURAL CHEMICAL STIMULATORS 


DELIVERING the second Sharpey-Schafer lecture 
in Edinburgh Sir Henry Dale, F.R.S., recalled that 
in 1894 Sir Edward Schafer discovered, in collabora- 
tion with Dr. Oliver, the action of suprarenal extract 
on the blood pressure—a starting-point of new 
investigation. In 1906 Reid Hunt discovered the 
depressant action of acetylcholine, which was iso- 
lated from ergot eight years later but not from the 
animal body until 1929. Acetylcholine has a double 
action—an intense parasympathetic action on plain 
muscle and a nicotine-like effect on ganglia. In 1921 
the classical frog-heart: perfusion experiments of 
Otto Loewi proved beyond all doubt the theories of 
years before. He showed that the perfusion fluid 
from a heart inhibited by vagal stimulation would 
inhibit another normal heart, and that the applica- 
tion of atropine to a heart apparently paralyses the 

vagus by preventing the action of acetylcholine. 
Similarly the release of adrenaline on sympathetic 
stimulation has been proved conclusively, in Sir 
Henry’s opinion, although this has not been accepted 
by some other workers. The evanescence of acetyl- 
choline’s activity is due to its conversion by choline 
esterase into acetic acid and choline. Physostigmine 
damps down the activity of choline esterase, thus 
protecting acetylcholine and intensifying para- 
sympathetic action. The apparent anomaly of adren- 
aline’s failure to stimulate sweat glands, although 
they are innervated by sympathetic fibres, is explained 
by the fact that these fibres are anatomically sympa- 
thetic but physiologically parasympathetic, releasing 
acetylcholine when stimulated. Instead of adopting 
an anatomical classification, it is, therefore, more 
useful to divide the autonomic system according to 
its chemical function, and to use the terms cholinergic 
and adrenergic. 

The nicotine-like action of acetylcholine on ganglia 
has now been proved experimentally to be of great 
physiological importance. The substance has been 
isolated from ganglia in relatively large quantities, 
and has been shown to be responsible for carrying 
the nerve impulse over the synapse between pre- 
ganglionic and postganglionic fibres. The supra- 
renal medullary cells, which are analogous to ganglia 
cells, are directly stimulated to produce adrenaline 
by acetylcholine if a splanchnic nerve is electrically 
stimulated. Acetycholine has been extracted by 
perfusion of a muscle, whose nerve has been stimu- 
lated, even after being paralysed by curare, and when 
injected into a skeletal muscle has caused contraction. 
The chemical function of each neurone is unchange- 
able, being either cholinergic or adrenergic. In 
conelusion, Sir Henry indicated the wide scope for 
work on the chemical functions of the afferent nervous 
system. 

THE PLEURA AND PLEURAL PAIN 


For the fourth Honyman Gillespie lecture Dr. A. 


Fergus Hewat took as his title Some Anatomical 
Facts relative to Respiratory Diseases. After refer- 
ring to the lymphatic system in the neck, he pointed 
out that septa dip into the lung from the pleura, and 
that these form pyramid-like lobes each of which 
contains 50-250 anatomical units of lung tissue. 
At the point where the venous lymphatics com- 
municate with the pleural lymphatics there are valves 
pointing towards the pleura. Pleyral. diseases do 


not, therefore, spread readily into the lung tissue and 
pleurisy may be the only indication of tuberculous 
infection of the lung. Obstruction of the deep 
lymphatics in intrapulmonary disease may also cause 
spread of disease to the pleura. 

After discussing the diagnostic difficulties of extra- 
thoracic pain in acute pulmonary diseases, Dr. Hewat 
said that the accepted theory of causation of pleural 
pain—friction of the roughened pleural surfaces— 
has been questioned by Bray, who pointed out that 
the area of friction and of pain do not always corre- 
spond. Pain may be present without friction and. 
vice versa. Further, if caused by friction, the pain, 
like the friction, should be of equal intensity on 


_inspiration and expiration, whereas pain is usually 


severe. on inspiration and absent on expiration, and 
when the breath is held in full inspiration maximal 
pain is often felt. Dr. Bray therefore attributes 
the pain to tension or stretching of the inflamed 
parietal pleura. The sudden pain in spontaneous 
pneumothorax may be due to rapid distension of the 
pleural cavity with air and consequent tension of the 
parietal pleura. 


UNITED STATES OF AMERICA 
(FROM OUR OWN CORRESPONDENT) 


THE ELIXIR OF SULPHANILAMJDE DISASTER 


Ur to Oct. 29th there had been 59 well-substantiated 
deaths resulting apparently from the ingestion 
of Elixir of Sulfanilamide-Massengill. Most of these 
were in southern States but there was 1 death in 
Ohio and several in central Illinois. The first news 
of this serious situation came on Monday, Oct. 11th, 
with the report from Tulsa, Oklahoma, that there had 
been 6 deaths following the administration of this 
elixir—all having the common symptom of complete 
anuria. Since that time the number of deaths has 
continued to increase, and although the Federal 
Government has placed a large force of inspectors 
in the field and has traced almost all the 700 shipments 
of this drug from the manufacturer, the end is not 
yet definitely in sight. A full report from the 
American Medical Association laboratory . appears 
in the official Journal, Analysis of samples indicate 
that the elixir is a mixture containing approximately 
9 to 10 grammes of sulphanilamide dissolved in 
100 c.cm. of a solution consisting of diethylene 
glycol (72 per cent. by volume) and water (15-6 per 
cent. by volume), with small amounts of saccharine, 
colouring matter, and reducing substances. Toxicity 
experiments were carried out by a group of workers 
at the University of Chicago with the original elixir, 
pure diethylene glycol, pure sulphanilamidé, and a 
“ synthetic ” elixir compounded in the same pro- 
portion as that found in the original. The published 
results apparently warrant the belief that diethylene 
glycol is the toxic agent in the mixture examined, 
since experimental animals given pure diethylene 
glycol exhibit practically the same clinical signs and 
pathologic changes in kidney and liver as those 
treated with similar doses of the Massengill elixir 
or the “ synthetic ” elixir. The study of the patho- 
logic anatomy reported by Dr. Paul Cannon of the 
University of Chicago indicated a close similarity 
in the pathologic picture between that following 
the ingestion of the Massengill elixir in man and 
that occurring in animals after toxic divided doses of 
the original elixir, diethylene glycol, or the “synthetic” 
elixir, These facts were quite definitely established, 
since the necropsy studies in persons who had died 
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were in most instances carefully carried out and 
accurate comparisons could be made. 

Several important conclusions are possible. 
Diethylene glycol in the doses given as suggested for 
administration of the elixir was the causative agent 
in the deaths. Although it is not apparent that 
sulphanilamide had any appreciable part in the 
toxicity of this preparation, its concurrent administra- 
tion with other substances, except sodium bicarbonate, 
should be carefully avoided until knowledge of the 
pharmacology on animals definitely proves the 
harmlessness of such combinations. 

Finally, this tragic experience proves the inadequacy 
of the present Food and Drug Act, which was enacted 
in 1906. Under this Act there is no way of seriously 
punishing the pharmaceutical firm which placed this 
unstandardised, secret mixture on the market without 
adequate chemical or pharmacologic study, and the 
law provides no way of preventing a repetition of 
similar disasters. It is hoped in many quarters in 
this country that one result will be the immediate 
enactment of more satisfactory legislation. 


NOTIFICATION OF SYPHILIS 


While advocating the notification of syphilis you 
have recently remarked that ‘“‘the case for notifica- 
tion of the venereal diseases is by no means so clear-cut 
as the case for notification of other transmissible 
diseases.” 1 Those American epidemiologists whom 
I have consulted do not agree even with this reserva- 
tion. Perhaps your readers would be interested to 
know how syphilis is notified in the city of Buffalo, 


N.Y., and what is done with the records. It is not. 


disputed that the syphilis control programme in this 
city is in advance of the average city health adminis- 
tration in this country. A syphilis register is kept in 
the form of a card index containing the name of 
the patient and the case number. A second set of 
ecards also containing this minimum information 
classifies the cases geographically so that at any given 
moment the cases in any given street can be promptly 
segregated. The syphilis register is kept up to date 
by reports from physicians and also by daily reports 
brought by messenger from the city laboratory of all 
cases positive for the Wassermann or dark field tests. 
Cases are also reported by the hospitals and by the 
city gaol. Potentially infectious and late cases with 
full case-records are filed in numerical order in a 
5x8 case-card file. Early infectious cases are 
separately filed in a visible index in alphabetical 
order. The case cards are the same for all cases and 
are so designed (with name both at top and bottom 
of card) that they can be used either in a vertical or 
a visible file. Every early case is investigated. If a 
private case the investigation is made either by the 
private physician or by the health department with 
his consent. The investigation calls for a record, 
among other things, of all. contacts by name and 
address and date or dates of contact. Information 
regarding the use of chemical or mechanical prophy- 
laxis is also recorded. Contacts who have not already 
been investigated as “cases ” are at once examined 
and kept under observation. A contact is not inter- 
viewed in the presence of a third person and the 
investigator is usually ignorant of the name of the 
informant. There is a file of contacts in a visible file 
on 6X8 cards. On all early case cards the month in 
which the case is reported is placed in the lower 
right-hand corner and the date when the completed 
investigation is sent to the State Department is 
placed in the lower left corner. A red tab is placed 


1 Lancet, July 24th, 1937, p. 204. 
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on the lower right corner of all cases reported within 
the month and a yellow tab with the investigator’s 
initial is added at the lower left corner. There are 
files for cross-reference of prostitutes and of houses of 
prostitution. The married and maiden names of all 
hospital clinic prenatal cases are received periodically 
and cheeked with the syphilis register. Any pregnant 
woman who has or ever has had the disease is induced 
to submit to treatment regardless of the previous 
treatment record. With the permission of the patient 
all the information on her case card is given to her 
physician. The married and maiden names of 
mothers of stillborn and premature infants are 
checked with the syphilis register. If no record is 
found, attempts are made to secure.a Wassermann 
test. The names of applicants for marriage licences 
are also checked against the syphilis register, so are 
the current death certificates. With the written 


-consent of a prospective blood donor his name may 


be checked against the syphilis register and the 
result reported to the physician in charge of the 
transfusion. 

Obviously all records are strictly confidential. 
There is a master lock in the room in which they are 
kept and no one other than members of the staff 
regularly employed may enter the room except when 
accompanied by the director, the supérvising nurse, 
or the chief clerk. The following statement is signed 
by all employees :— 


Under no circumstances is any employee in the Syphilis 
Control Service to give any information to anyone regarding 
any Wassermann, Kahn, dark-field, or physical examina- 
tion of any patient except by mail to the physician who 
submitted the specimen or reported the case. . . All 
personal or telephone calls regarding records or reporta 
shall be referred directly to the director. Any physician 
or public health employee requesting reports by telephone 
shall be informed that the information will be forwarded 
to them by mail. 


This statement is also prominently posted in the 
department. 
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From a leading article. 


In THE Lanorer of November 4th we offered some 
strictures on the case of a man who perished in consequence 
of a penetrating wound of the abdomen, which he had 
received a few hours before his admission into hospital. . 

The accidental absence of the junior surgeon from home, 
at the time of being sent for, sufficiently excuses him in 
our eyes, ... but, during the absence of that gentleman, 
have the other surgeons of the Hospital nothing to do 
with the “ accidents ” which may be brought in? Is it 
not their understood duty to attend, one for another, 
whenever any sudden emergency may demand the presence 
of a surgeon at the Hospital? or are we to imagine that 
the savour of Professor Coormr’s surgical knowledge is 
sufficient to sanctify his very wards, and that a patient 
once received within their walls has no further need 
of aid or attendance ? On this principle, a man who has 
received @ dangerous penetrating wound of the abdomen, 
if he have the good fortune to be carried to Professor 
Coopnr’s wards, resembles the criminal who has taken 
refuge in a mosque; he is safe from all further bodily 


harm. Though the senior surgeon may not see him for 


twelve or fifteen hours, the junior surgeon “has nothing 
to do with the case.’ Under the present mismanage- 

ment of our public medical charities, these establishments, 

instead of being receptacles for the relief of the indigent 
sick, are daily converted into places whence the 
departure of the poor from this life is rendered as rapid 
as possible. 
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GRAINS AND SCRUPLES 


Under this heading appear week by week the umfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM A SALARIED SURGEON 
III 
THE continental system of staffing hospitals is well 
known. At the top is the great chef de clinique 
followed by his devoted and slightly sycophantic 
disciples, all doomed to full-time appointments, and 
never reaching a position of real authority until the 
hair is turning grey. They are kept in intellectual 
subjection by the flashing eyes and the sharp com- 
mand of the great man—who himself after many 
weary years of servitude, has at last tasted authority 
and will allow no one to sip of the cup until Time 
compels him to relinquish it. 
* * * 


This is the way it looks to our rugged individualists 
who dislike the professorial system. Milder critics 
admire many of its features, but see as its danger 
the undue influence of the man at the top. If that 
man is good—then his department will be good ; if 
he is mediocre, his department will be likewise. If, 
as with us, the work is split up between a number of 
independent men and one of them is a second-rate 
fellow, the total harm done is minimised. 

All this is true—but only up to a point. Extra- 
ordinary care should be, and usually is, taken to 
appoint a really good man as professor. In countries 
where this system is almost universal there is every 
prospect of getting the best; but where the profes- 
sorial system is nothing more than a half-hearted 
experiment this may not be the case. It matters 
hardly what other fields of learning we consider, the 
professorial system is accepted without question. It 
happens that medicine in this country has not 
developed along these lines, as it has elsewhere, and 
that the most glittering prizes, in public recognition 
and financial reward, go to men in consulting practice. 
Nevertheless, the professors are coming into their own 
and it may not be very long before the university hos- 
pital, with its professorial chairs, dominates medicine. 
Neither is it difficult to adapt the professorial system 
to a community and its hospitals where there is no 
teaching centre. I shall refer to this again next week 
when we come to the question of municipal hospitals. 

+ * * 


Although I believe that they exist, I have yet to 
' visit a continental or American clinic where the 
domination of. the chief blights the initiative of his 
juniors. It seems to me that the character of a 
professorial unit will be determined by national and 
individual traits. No doubt there would be tyranny 
here and there (I have known one British centre 
where it was painfully apparent), but our units have 
more of the camaraderie of the Americans than the 
- monarchial despotism of the Germans. More often 
than not a professor allows his juniors an astonishing 
degree of freedom. ‘Surgery to-day is such that no 
one, except those who still affect the general surgeon 
tradition, makes claim to omniscience, and the work 
has to be divided among men keen to advance their 
knowledge in the séveral fields that are rapidly 
assuming the proportions of prairies. 

I once spent a year abroad working under a man 
who had justly earned the reputation of being a 
martinet. During my first few weeks I knew that 
‘I was the object of silent though not hostile observa- 


tion. Then, suddenly, my length of rope, at first 
only a few inches, ran out to many yards. I came to 
regard my chief with affection as well as respect, 
and he came to have a certain trust in me. Other 
men from London have worked in this same clinic, 
and their experience has been the same as mine. 
Perhaps I should add that we were not working as 
visitors, but as paid members of the staff with exactly 
the same responsibilities as our native colleagues. 
æ * * 

At eight o’clock in the morning the work began (this, 
I admit, was too early for my taste) and continued, 
with the usual intervals for meals and the odd 
cigarette, until about five in the afternoon. There 
was an immense amount to do, out-patients, ward- 
rounds, operations, lectures to students, demonstra- 
tions in surgical anatomy, and all the rest of it. But 
there was no need to keep one anxious eye on the 
clock, and there was time to think. In the course 
of the day’s work there might be a meeting with the 
pathologist about a case of common interest, another — 
with the neurologist, and a violent argument with a 
colleague on the diagnosis or treatment of something 
or other. And in order to keep up one’s end in these 
contacts with equals or seniors, it was necessary to be 
well-informed ; there was always present this external 
stimulus to acquire wisdom, even at times when the 
inner urge was becoming sluggish. 

The elementary operative work soon came my way, 
then the more advanced things. This delighted me 
and the other juniors and relieved the senior man of 
what he had probably come to consider as time- 
consuming, fatiguing, repetitive work. In the per- 
formance of an operation there was the desire to 
satisfy one’s seniors, one’s amour propre, and the 
onlookers. Compare these conditions. with those at 
the little hospital where the junior man in this 
country is struggling with his first goitre, sure of one 
thing only—that he ought not to be doing it: 
uncoérdinated assistance and no helping hand or 
golden word of advice when an unexpected difficulty 
arises. These things ought not to be. 


* * * 


In the working of a great surgical unit it is possible 
to formulate policy in the treatment of difficult 
conditions—particularly malignant disease. 
not forgetting that the treatment must be suited to 
the needs of the individual, it is essential that certain 
diseases should be dealt with in series of cases. Only 
in this way can opinions regarding the value of this 
or that form of treatment be based on facts. At 
one time it was stated that patients with cancer of 
the tongue at one of our teaching hospitals were being 
dealt with, in twos and threes, in about ten different 
ways—this came from a surgeon on the staff of that 
hospital. In the treatment of such a grave condition 
there is no room for dilettantes. A little careful 
planning should, within a relatively few years, enable 
one to say that a certain method is superior to all 
others, or, perhaps, that two methods give equally 
good results. Codrdination of effort is possible, even 
under our system, but it is not easy and all too rare. 

+ * + 


Some years ago, one of my seniors said, ‘‘ You 
ought to get down to some original work; if you 


While . 
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don’t do it now, you never will; you'll be much too 
busy later on when you are getting on in consulting 
work.” It was .well-meant advice, though I had 
actually started on a fairly strenuous investigation. 
I spent half the time finding out how to go about it, 
and the other half actually doing the work and 
trying to correct my earlier mistakes, The most 
important finding was one that benefited only myself, 
and it was that the simplest problem has to be tackled 
in an orderly fashion, and that possible sources of 
error should receive particular attention. I wasted 
endless time learning this. A few words of guidance 
from a senior, a plan of attack sketched on the back 
of an envelope would have given the enlightenment 
that I had so painfully to seek for myself. There is a 
place for benevolent paternalism in work of this kind. 
Life is too short for us to find out a priori the plans 
of attack on the numerous problems presented to us. 
A senior man can often tell immediately whether an 
investigation is properly planned or point out where 
the defects are. Some months ago two of the workers 
at the London School of Hygiene and Tropical 
Medicine saved me from setting out on a wild goose 
chase. Somehow, I associate invaluable help of this 
kind with the professor rather than with the 


consultant. 
* * * 


This help from above is manifested in other ways 
in countries where the professors flourish. The 
training and placing of junior men is guided to an 
extent unknown here. It need not be at all despotic, 
for the request to work under some other teacher 
often comes from the junior whose chief will then, if 
he thinks fit, approach the other man to find out 
if a place can be found. America will often take our 
junior men on such recommendations, but it is not 
so common to find us reciprocating. 

When the question of a more senior appointment 
arises, the doors should be open to the best. man in 
the country. It is encouraging to note that many 
hospitals, including Bart.’s, Guy’s, Mary’s, Middlesex, 
U.C.H., and many provincial hospitals are paying 
less attention to the old medical school tie. Yet we 
are still too tender-hearted towards the diligent but 
not too bright man on the spot—the faithful servant 
of the firm. Appointments are still made in which 
the heart of the committee rules its head. We 
sometimes hear that Jones is a “sitter” for a certain 
appointment: there is often unconscious irony in 
_ this, for Jones’s chief claim to recognition is that he 
has been sitting patiently for so long, and no one 
likes to shoo away the poor broody bird. After all, 
@ man’s services are rendered not to a hospital but 
to Medicine, and it is on these grounds that his merit 
should be judged. 


* x 


The financial insecurity of surgeons during their 
early years interferes with their getting the most out 
of foreign travel or opportunities for doing original 
work. There are two periods for going, but only 
one for working, abroad. The first is at the registrar 
stage when scholarships are obtainable. Itis a glorious 
adventure, but most men go, of necessity, before 
` they have had time to learn very much about the 
work being done at home in the particular branch of 
surgery that they are pursuing. The result is that 
they get too little and too much out of their year’s 
work abroad. Too little because they are not suff- 
ciently experienced to appreciate and assimilate all 
they see: and too much because their slender critical 
faculties are knocked out by the enthusiasm of the 
foreigner. Last year a German friend of mine was 


holding forth one day about the Great Professor "8 
(I suppose I must not give his name) wonderful 
treatment for spastic paralysis in children. I would 
go a long way to learn how to do something really 
effective for these poor little creatures, so I listened 
hard. After the first fifteen minutes of his eloquence, 
it dawned on me that he was talking about division 
of the obturator nerves (“ but you must only divide 
so much—not all the nerve’’) and the tibial nerves 
—the well-worn and now rather démodé operation 
of Stoffel. When I asked how much of the obturator 
nerve and which part (if you can possibly tell), my 
lecturer suddenly fizzled out—he didn’t know. And, 
of course, the operation has been tried in thousands 
of cases in this country, and I think we know some- 
thing about it from our own experience. But eight 
years ago I could not have withstood such wunderbars 
—I should have given in completely. 

During the long period when The Practice is grow- 
ing and good appointments are in the market, one 
must not be away from home. This is the time when 
a man is sufficiently advanced to derive the greatest 
benefit from a sojourn abroad. So, too, with research 
work. J cannot see how any man can take up surgical 
research with real insight until his clinical experience is 
such that the thorns of unsolved problems have 
pricked him hard and deep. Then it is too late: he 
is bound hand and foot with clinical practice, and it 
is impossible for him to escape for six months to 
work forward from the shrewd clinical hunch that is 
often the first clue to the solution. With all my 
heart I admire those who in spite of pressing routine 
work manage to spend their evenings and week-ends 
ferreting out some small but not unimportant clinical- 
pathological problem. The youngster with no clinical 
background does his best, but it is often kinder not 
to ask him what has come out of his year’s or two 
years’ “research ’’ work. 

Later in life, there is time and money to travel. 
But by then the elasticity of youth has been replaced 
by the incipient ideo-sclerosis of advancing years, and. 
the days for working abroad have gone for ever. 


æ * * 


Last. month A Genito-Urinary Surgeon expressed 
the hope that his sad discourses (which I, for one, 
enjoyed immensely) would be followed by those of a 
more hopeful prophet. I do not think I have been 
one whit more cheerful. I have railed against the 
conditions under which young surgeons (and physi- 
cians too) have to work in this country. Next week 
I shall utter my last and not less dismal howl. I have 
talked about the evils of a System, in much the same 
way that socialists cry out against the sins of 
capitalism. But, unlike them, I am not going to 
propound an undoubted solution for all the difficulties 
that I have named. Naturally I have a plan, though 
I’m not sure whether to call it a Five Year or Ten 
Year plan, however I am not going to tell you what 
itis. There are good reasons for this modest reticence. 
In the first place, I have changed jt so many times 
during the last few years that there is a good prospect 
of my altering it again very shortly. Then I don’t know 
what is going to happen to the voluntary hospitals— 
this has to do with the problem more than anything 
else. Lastly, and most important of all, there are 
indications that older and far wiser heads than mine 
are not unaware that our godd old British system 
has its faults, and that efforts are being made to 
remedy them. One example will suffice: a number 
of towns have courageously undertaken to amalga- 
mate their hospitals and this will go far to get rid 
of multiple and therefore time-wasting appointments. 
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NATIONAL PHYSICAL TRAINING 
To the Editor of THE LANCET 


Sir,—In the account in your last issue (p. 1140) 
of a discussion on this subject Sir Joseph Barcroft 
is reported to have said that he merely desired to 
ask a few questions. It does not appear that he 
received any reply. Might the apostles of the gospel 
of “fitness ” be asked to reply in your columns ? 
When politics and propaganda combine questions are 
apt to be regarded as treasonable, but perhaps, Sir, 
in a medical journal a spirit of criticism may be 
allowed to survive without calling down too much 
calumny. Would the protagonists of more gymnastics 
(who now have designs on the leisure of the medical 
student) define ‘fitness’? ? Is it fitness for war 
against a human enemy or against disease? Is there 
evidence that the “fit”? are less likely to contract 


pulmonary tuberculosis than the “ unfit’? Are the 


men in the fighting services, who enjoy compulsory 
games under medical supervision, more resistant to 
disease than a corresponding age-group who take no 
exercise ? Do life insurance companies find that 
those who have kept “fit” by regular exercise are 
better risks than those who have enjoyed a more 
sedentary existence ? 

Information on points such as these and many others 
might be considered before the medical profession is 
stampeded into giving its blessing to a scheme which 
may be desirable on political grounds and even on 
medical grounds, and questions like those of Sir 
Joseph Barcroft deserve an answer. 


I am, Sir, yours faithfully, 
CECIL FLEMMING. 
-Upper Wimpole-street, W., Nov. 15th. 


POLITICS IN THE HOSPITAL 
To the Editor of THE LANCET 


Sir,—I, too, have read with interest your leading 
article of Oct. 9th. It is all to the good that medical 
students should concern themselves with public 
health in the widest sense, but one may be allowed 
to point out that many problems which have recently 

een given a political flavour are essentially technical 
problems. Their solution has often been hindered by 
the introduction of party feeling into their discussion. 

In my view our medical students can best contri- 
bute to the well-being of the State by first learning 
to be good doctors. The academic atmosphere of a 
hospital or university is likely to produce academic 
politics, whereas, if those interested would reserve 
their considered opinions for the time when they 
have already held resident appointments, travelled, 
and read more, they would be more likely to be 
realistic, They would then be able to decide whether 
a man works better for a salary plus a pension than 
ue might as a free lance. They would know whether 
it is agreeable to be employed by an authority con- 
trolled by politicians. They could possibly judge 
whether these politicians are as sensitive to the 
te Plaint of the voter-patient as they are loyal to 

© doctors who serve them. They might discover 
rep doctors in public services who are sickened by 
i manœuvres of those set in authority over them. 
i might even occur to them that the doctor’s ego is 

Potent healing agent and that any encroachment 
Ra it reduces his power for good. They might 

© whether a hospital authority should pay 
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attention to anonymous letters. They might learn 
why André Siegfried wrote “ England’s Crisis.” 

Let us suppose that one of the elect tells us “it is 
the policy of my party to stamp out boils.” Are we 
then to suppose that the other side are pro-boil ? 
This sort of thing is as dishonest by insinuation as it 
is surgically unsound. In fact, taking public health 
in the widest sense, we may suggest that many 
emotional and intellectual disorde:s of the body 
politic are caused by political claptrap. An intelli- 
gent health authority would use a carbolic spray at 
many political meetings. 

I am, Sir, yours faithfully, 
Buxton, Nov. 9th. G. C. PETHER. 


ASSESSMENT OF PSYCHIATRIC TREATMENT 
To the Editor of THE LANCET 


Sır, —I have read with deep interest the letter in 
which Dr. Mary Luff first raises the question whether 
there are two rival schools of thought in psycho- 
therapeutic treatment, the one addicted to prolonged 
or “‘ intensive,” the other pinning its faith on shorter 
méthods. She makes the suggestion that this deplor- 
able divergence may be dependent upon the possi- 
bility that the adherents of these rival faiths tend 
only to see the failures achieved by the other faction ; 
and invites me to join in the task of “ constructive ” 
reconciliation. 

It would seem equally probable, however, that 
fallacies might arise owing to the possibility that the 
rival factions—if such there be—do not tend to see 
each other’s successes. Taking as a theoretical 
illustration an institution dedicated solely to the 
method of prolonged treatment for any and every 
patient (there can be no institution of this kind, 
for surely we are not so ignorant and silly as all that), 
it would be easy to understand how workers in such 
an institution might tend to over-estimate the effi- 
cacy of, or necessity for, the method of prolonged 
treatment they employed ; for if the patients they 
treated were comparable to the ones I saw at St. 
George’s, certain of the good results that might be 
attributed by them to their prolonged method of 
treatment would have been obtained in patients 
who would have improved without it; but who 
would also (unless we were very cynical) have 
improved with it. 

But in treating psychiatric patients, as Dr. Luff 
rightly points out, the issue is not that of prolonged 
versus shorter methods of psychotherapy. Nor do 
I believe should the issue be put forward as con- 
sisting solely in the correct choice between these 
alternative (or at least contrasted) methods. Such a 
view would come perilously near to the fallacious 
assumption that psychiatric treatment and psycho- 
therapy are synonymous. Yet it may well be that I 
have derived an erroneous impression from the fact 
that Dr. Luff concentrates upon the above issue, 


and only alludes to other forms of treatment (such 


as “environmental” and “ physical’’?) when dis- 
cussing ‘“‘ psychoses.” It would, I hope, be wrong 
to infer that Dr. Luff regards other forms of psychia- 
tric treatment as second bests, or wishes to imply 
that they may not be necessary, and indeed essential, 
for treating ‘‘ neuroses ” as well. But if considered 
important, why were they left out ? 

The problem as I see it is not only what form of 
psychotherapy but also what other forms of psy- 
chiatric treatment should be employed ; and in order 
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to assess the effect of treatment, not only the psy- 
chiatric prognosis but all modifying influences should 
be taken into account. Now psychotherapy is but 
one example of a potentially important environmental 
influence ; there can be others as well. 

Viewed in this way the problem is a colossal one ; 
and it might often be fallacious to consider only the 
type of psychotherapy, as would seem to be proposed. 
And here I am disturbed to find that certain of the 
tentative criteri that have been arrived at in the 
Tavistock Clinic as of possible assistance in coming 
to a decision on this narrower problem of the type 
of psychotherapy to be employed do not convey 
anything very definite to my mind. Thus, as I am 
not a Freudian psycho-analyst (being debarred by in- 
tellectual or, as a kindly psycho-analyst might perhaps 
say, by emotional difficulties from following these 
theories), the statement that “the degree of nar- 
cissism should not be pronounced ”’ means little to 
me; whereas the statement that “the patient 
should not show signs of psychosomatic immaturity ” 
means even less. 

I must thank Dr. Luff for extending to me an 
invitation to join in an investigation into psychiatric 
treatment. I can assure her that I should try to 
coöperate to the best of my ability ; and I can only 
hope that the difficulties I have raised are evidence 
of my own obtuseness rather than of any funda- 
mental divergence in principle or practice. At the 
same time, as the question proposed is really such 
an enormous and difficult one, might not Dr: Luff 
be better advised to approach the Maudsley Hospital, 
which is so incomparably more rich in facilities, case 
material, and personnel? I am also sure that the 
collective experience of the workers at the Maudsley 
Hospital could be of great help to Dr. Luff in the 
decision as to what were, in fact, both definite and 
possibly fruitful problems, and as to how they ne 
be attacked. 

I am, Sir, yours faithfully, 


DESMOND CURRAN. 
Wimpole-street, W., Nov. 15th. 


CHRYSOTHERAPY 
To the Editor of THE LANCET 


Sır —We should like to add our experience to 
those of others, based as it is on the examination 
and treatment by various m thods of 2000 cases. We 
believe that rheumatoid arthritis is a comparatively 
uncommon disease and that it is not the same con- 
dition as that described as ‘“‘focal arthritis” or 
“chronic infective arthritis,” which is all too 
common. We have tried several forms of treatment 
in this latter condition and whereas in suitable cases 
chrysotherapy may, in the present state of our 
knowledge, be the optimum treatment, in that it 
produces the quickest results, we are still of the 
opinion that vaccines as advocated by Dr. Warren 
Crowe are the soundest, most reliable, and most 
effective basic form of treatment. If we may 
criticise him, we would say that his treatment is 
fraught with many difficulties as regards dosage, and 
is not as simple as he may have led the profession to 
‘believe in his writings. We have seen so few cases 
of true rheumatoid arthritis that we do not feel 
competent to offer an opinion on the best method 
of treating it. 

We are, Sir, yours faithfully, 
F. E. GRAHAM-BONNALIE, 
V. E. CLAXTON, 
W. CORNER, 
Rheumatism Clinic, Brighton, Nov. 10th. 


C. G. GREY, 
F. T. Knorr. 


CHRYSOTHERAPY.—-SEDIMENTATION TESTS 
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SURGICAL TREATMENT OF PICK’S SYNDROME 
| To the Editor of Tur Lancer 


Sir,—We have read with interest the annotation 
in THE Lancet of Nov. 6th on this subject, but we 
deprecate the use of this term in connexion with the 
case reported by Benedetti- Valentin. Pick’s syndrome, 
which is better called Pick’s pericardial syndrome, to 
distinguish it from certain neurological and metabolic 
diseases, is described as “‘ chronische unter dem Bilde 
der Lebercirrhose verlaufende Perikarditis ” in Pick’s 
original article. It is clear from the cases there 
described and also from those described by White 
and others that the essential lesion is an obliterative 
and constrictive pericarditis. This condition may 
occur as a sequel to a pericarditis with effusion (see 
White’s case 11), and in such a case small pockets of- 
fluid may persist. Pick’s syndrome cannot, how- 
ever, coexist with a gross pericardial effusion; in 
the case described in your article the presence of such 
an effusion would seem to us to rule out the diagnosis 
of Pick’s disease. 

The characteristic clinical features of Pick’s 
Syndrome are an insidious onset, predominant liver 
enlargement and ascites, prominent jugular veins, 
edema without gross cardiac enlargement, low blood 
pressure and pulse pressure, and often characteristic 
changes in the electrocardiogram and radiogram. 
It seems clear that the case described by Benedetti- 
Valentin is one of polyserositis, possibly of a tuber- 
culous nature, which recovered. Such cases have 
been known to recover spontaneously and it seems 
doubtful whether the operation performed played 
any considerable part in producing this result. 

We feel that the term Pick’s pericardial syndrome 
should be reserved for cases of true constrictive and 
obliterative pericarditis, and should no longer be 
loosely applied to any case of unexplained ascites. 
Surgery may achieve brilliant results in the treat- 
ment of Pick’s syndrome, and of certain cases of 
chronic mediastino-pericarditis, but there is no 
good evidence that such procedures as pericardial 
resection (Rehn) and pericardiolysis (Brauer) are of 
any value in other conditions. 

We are, Sir, yours faithfully, - 
J. MICHAEL VAIZEY, 
F. J. SAMBROOK GOWAR. 

Registrar’s Department, London Hospital, E., Nov. 12th. 


SEDIMENTATION TESTS 
To the Editor of THe LANCET 


Sir,—With reference to Dr. Warren Crowe’s letter 
in your issue of Nov. 6th, may I say that I think he 
is scarcely fair to the standard technique of the 
sedimentation-rate. I am aware that he is voicing 
the view generally held at the Charterhouse Clinic 
and stated at length by Dr. A. F. H. Coke in the 
publications of that clinic, but I would like to point 
out that the standard technique has been in use at 
this clinic ever since its inception, during which time 
many thousands of tests have been carried out, and 
that we have always found it reliable, sensitive, and 
(a matter of some importance) easy for the profession 
generally to understand and compare with results 
obtained elsewhere. 

I have discussed the differential sedimentation- 
rate with Dr. Coke, and have to confess that I still 
remain unconvinced of its greater value. For reasons 
that it is not possible to enter into here, connected 
with the “ secondary ” curves that we have obtained 
in our photographic tracings by oblique light, we 
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think that there is every reason to believe that the 
red cells themselves play an essential part in the 
test, not merely acting as indicators, and that 
any avoidable interference with the blood is to be 
deprecated. 

I am aware that I am dealing here with matters 
largely of opinion, but I feel that due credit should 
be given to the standard technique of the sedimenta- 
tion-rate, which I still think an excellent test and 
remarkably devoid of pitfalls when a proper 
technique is used. 

I am, Sir, yours faithfully, 
J. W. SHACKLE. 


Red Cross Clinic for Rheumatism, 
Peto-place, N.W., Nov. 15th. 


UNINFORMED CRITICISM ? 
To the Editor of THE LANCET 


Sır, —In the November number of the Practitioner 
I published what I thought to be an innocuous enough 
article on the causes of lack of progress at school and 
their treatment. Immediately after its appearance 
some of my remarks were quoted with varying degrees 
of prominence and accuracy in the daily press. So 
far so good. This was all good clean fun, except 
that criticisms of teachers were implied that I never 
made. But I now receive extracts from various pro- 
vincial papers in which no less a person than Mr. 
R. J. Patten, president of the National Union of 
Teachers, criticises my statements. Amongst other 
comments he is reported as saying: “It is quite 
obvious Dr. Neustatter knows very little about the 
insides of our schools to-day,or he would not refer 
to ‘good floggings,’ ‘sarcasm,’ and ‘ making a child 
look ridiculous ’ as methods of discipline generally in 
vogue.” Actually I have been a part-time school 
medical officer for three and a half years to elementary 
and M.D. schools, and I never stated that flogging, 
sarcasm, &c., were in general vogue now. I gave one 
instance of a headmaster advocating a good flogging, 
and this remark was made to me. | 

Mr. Patten also says that the teacher who “sees 
far more of the child than any hospital doctor ” is 
well aware of the effect of physical conditions (mal- 
nutrition, overcrowding) on the child. I would be 
the first to admit this, and a quarter of my article 
was devoted to physical causes. But J had public 
as well as council school-children in mind when 
writing. This brings me to the point. It. does seem 
amazing that anyone in a responsible position should 
make a public criticism on hearsay statements, 
obviously without first having verified them by 
looking at the original article. As I am not at liberty 
to reply in the lay press, I am seeking the hospi- 
tality of your columns. 

| I am, Sir, yours faithfully, 
W. LINDESAY NEUSTATTER. 
Devonshire-place, W., Nov. 9th. 


SILICOSIS 
To the Editor of THE LANCET 


Sı, —In your report of the presidential address 
to the Hunterian Society on Oct. 18th last there is a 
reference to silicosis in which it is suggested that 
autopsies on many cases certified as having died from 
this disease revealed no trace of it, the authority 
quoted being the annual report of the Chief Inspector 
of Factories. The relevant paragraph is to be found 
on p. 55 of this annual report (published in 1937) :— 

“It has been noted from the information received 
concerning deaths alleged to be due to gilicosis that the 
post-mortem examination has sometimes revealed no 
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trace of silicosis even after employment for many years | 
in occupations which have produced many casesof silicosis.’ 
Since 1930, out of 189 such cases no evidence of silicosis 
was found in 122 and only very slight traces of silicosis 
in 67. The industries concerned are the pottery industry 
140, sandstone industry 21, sandblasting 6, refractories 
industry 6, metal grinding 5, and other industries 11. 
The average age at death in these cases was 51-9 years 
and the average duration of employment 29-5 years, the 
longest being 60 years. This is an interesting and 
significant fact, since negative evidence of this character 
cannot fail to be of value when idiosyncrasy and selectivity 
are attracting so much attention. It seems difficult to 
explain in the case of workers exposed to siliceous dust, 
presumably of the same concentration of silica in the air, 
how and why certain of them should have escaped the 
effects of the dust. We have yet much to learn to explain 
this phenomenon.” 


The proper inference to be drawn from this report 
would appear to be, not that a diagnosis of silicosis ` 
is often made which is disproved by subsequent 
post-mortem examination, but that it is a curious 
and so far inexplicable fact that many persons can 
work for many years in an atmosphere containing 
siliceous dust without contracting this disease. 


I am, Sir, yours faithfully, 
City-read, E.C., Nov. 13th. DONALD C. NORRIS. 


PRESCRIPTIONS BY DRUGGISTS 
To the Editor of THE LANCET 


Str,—The other day, while waiting to buy some 
tooth-paste in a druggist’s shop, I listened to a 
middle-aged woman who complained to the dispenser 
of some dyspeptic symptoms. He was tactful and 
sympathetic, confidently advised a well-known alkaline 
preparation, and gave exact details as to just how 
it was to be taken. Very impressive; and very 
reassuring. The chances that this woman has a 
cancer, or a psychoneurosis, or anything that matters 
may be remote. But all the learning of the Royal 
Colleges could not decide so in a couple of minutes’ 
conversation. This is the third time within a year 
that I have observed pharmacists prescribing for 
customer’s symptoms. Of course the whole question 
of patent medicines is very difficult, though its 
ostrich-like attitude does the profession little credit. 
But surely the risk of such abuses makes a review 
of the present highly unsatisfactory position very 


urgent. I am, Sir, yours faithfully, 
Nov. 13th. T anp H. 
LYMPHOGRANULOMA INGUINALE IN THE 


FEMALE 
To the Editor of THE LANCET 


Sır, —The two cases of inflammatory stricture of 
the rectum, due to infection with the virus of lympho- 
granuloma inguinale, described in your last issue 
by Dr. Norman Whittaker are of considerable interest 
as typical examples of a condition which may escape 
correct diagnosis unless borne in mind. 

Members of the medical profession have been very 
slow in accepting the true ætiology of the several 
manifestations of this virus infection since their 
attention was first directed to the subject in this 
country by a paper read before the Royal Society 
of Medicine on Oct. Ist, 1932, and subsequently by 
a book entitled “‘A Sixth Venereal Disease,” pub- 
lished in 1933, a work with which Dr. Whittaker is 
apparently unfamiliar, but in which the pathogeny 
and relationship of the several manifestations of the 
infection to each other was exposed. Some of Dr. 
Whittaker’s statements need modification to be quite 
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correct. The anorectal syndrome was not first 
-described by Fournier in 1875 but by Huguier in 
1848 in association with coexistent disease of the 
vulva and by Larsen as a condition affecting the 
rectum alone in 1849. The condition which Fournier 
described as anorectal syphiloma was without doubt 
of the same nature and due to this virus infection. 
Among other signs commonly found in the anorectal 
disease is a mass of hypertrophic peri-anal skin tags 
which have often been referred to as piles; they are 
very characteristic if recognised and were present in 
Dr. Whittaker’s Case 1. In the male with anorectal 
symptoms (nearly always a pederast) the inoculatory 
lesion is commonly at the anal margin and an abscess 
in this neighbourhood may be the condition for 
which treatment is sought. This may: be followed 
later by pararectal infiltration and stricture, possibly 
without affection of lymphatic glands. 

Dr. Whittaker says that he has been unable to 
find other cases of the anorectal syndrome published 
in England. Perhaps he means cases in which Frei’s 


test has been made. In the monograph mentioned 
above references were given to a large number of 
cases in the literature, which on clinical grounds— 
and they should be sufficient in a large proportion of 
cases—could be diagnosed in retrospect with very 
little doubt. aes 
One further point—Dr. Whittaker’s article illus- 
trates very well how unsatisfactory is the nomen- 
clature concerning this infection. His article bears 
the title Lymphogranuloma Inguinale, whereas the 
condition described is something else. He refers to 
my own case of L.I. as one of climati¢ bubo, which 
it was not, as infection was not acquired in the 
tropics. The terms porolymphadenitis, porolymph- 
itis, inguinal poradenitis, and poradenitic rectal 
stricture might be adopted; or the designation 
lymphopathia venereum, now commonly used in 
America, would seem to be useful. Is it not pos- 
sible for the. matter to be settled by international 
agreement ?—I am, Sir, yours faithfully, 
Wimpole-street, W., Nov.13th. HUGH S. STANNUS. 


PANEL AND CONTRACT PRACTICE 


O’er Crag and Torrent 


A ScOTTISH insurance committee received intima- 
tion that an insured person could not obtain certi- 
ficates of incapacity owing to the fact. that no insur- 
ance practitioner would attend her. She had been in 
a hospital for two years and when discharged was 
still unfit for work. She applied to Dr. A, who told 
her that she was in the area of Dr. B who had an 
assistant residing at X, but this practitioner refused 
to attend her. The insurance committee took up 
the matter with both doctors, but each maintained 
that the patient was not in his area. The Depart- 
ment of Health being asked to define the area replied 
that the woman’s address was within that served by 
Dr. A. Dr. A, however protested that in order to 
visit the patient he had to travel almost to X (where 
the assistant of Dr. B resides) and then for nine miles 
over a hill track rising 1400 feet in two miles. After 
that he had to cross a river which had no bridge. 
The latter part of the road was impassable by car, 
and in the winter it was impossible to reach the 
house owing to snow drifts and streams running 
across the track. The insurance committee decided 
to ask the Department of Health to send the regional 
officer to the spot to see the conditions for himself. 
In the meantime it seems that Dr. A has visited the 
patient and issued the necessary certificates. - 


Transfer by Purchase 


The Journal of the National Association of Clerks 
to Insurance Committees refers to a case where an 
insurance committee became aware that a practi- 
tioner in its area was making a practice of charging 
a fee of five shillings to every insured person who 
applied for and received his consent to an immediate 
transfer under regulation 16 (1) (a). The committee 
took the view that this was not a desirable practice 
and asked the Ministry of Health for advice whether 
it had any power of action against the doctor. The 
reply was no. To charge a fee under such circum- 
stances does not contravene either the medical 
benefit regulations or the terms of service. But it is 
‘a little surprising that an insured person should be 
willing to pay five shillings for an immediate transfer 
when he has the right at the end of any quarter to 
transfer quite freely provided he has given a month’s 
notice to the insurance committee of his desire to do so. 


Good Propaganda 

“ Honest doctors are giving the same service to their 
insured and non-insured patients, indeed, are giving better 
attention to the insured as the question of the ability of 
the patient to pay does not arise. There is, however, the 
psychological aspect, and if a patient thinks that his 
doctor or his medicine is no good the likelihood is that 
his recovery will be retarded.” 


This is the concluding paragraph to an effective 
reply by a member of the Central Insurance Practi- 
tioners’ Committee in the Belfast News Letter to corre- 
spondents who have complained of restrictions placed 
by the Ministry of Labour on prescribing. He points 
out that the insured person in Northern Ireland is 
entitled to obtain all ‘‘ necessary ” medicine, and 
this adjective is most important as it does not mean 
anything which the insured person would like to 
obtain at the public expense. It does not mean 
meat extracts or invalid foods or beverages as some 
would like, nor does it mean that anyone may cut 
out an advertisement of some so-called panacea to 
bring to his doctor and to ask that this and no other 
be prescribed. The practitioner is bound to use 
his best judgment in every case and to prescribe 
those necessary medicines in such combinations and 
doses as his experience may dictate. The grievance 
seems to have been about the use of proprietary 
articles. Dr. Acheson divides these into three classes— 
(a) those of which the active ingredients are known ; 
(b) those of which a formula is given, but it is a 
formula which cannot be compounded by chemists 
to whom it may be taken; (c) those of which no 
information is given as to their contents. And he 
remarks that a self-respecting doctor should not 
prescribe the third class and should be chary of 
ordering the second. The first class is in a different 
category. But most of the articles used in proprietary 
medicines are contained in the B.P. or the 1768 pages 
of the B.P.C. Much has been written about vitamins 
and three of these can now be ordered by their 
pharmacopeial names. This is good propaganda. 


m n 


LIVINGSTONE HOSPITAL, DARTFORD.—The founda- 
tion-stone of the new maternity wing of this hospital 
was laid on Nov. 6th by Mr. E. W. Meyerstein. The 
new wing is to be named after him and he has endowed 
a cot in it. | 
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ROYAL COLLEGE OF SURGEONS OF 
ENGLAND 
BUCKSTON BROWNE DINNER 


. TuE Buckston Browne dinner held at the college 
on Nov. llth was attended by about equal numbers 
of fellows and members, according to plan. The 
only two speakers were Sir Cuthbert Wallace as 
president and Sir Buckston Browne as donor. Sir 
Cuthbert began by announcing that the King has 
assumed the title of visitor of the college: the three 
previous monarchs had accepted honorary fellowships, 
but this new honour to the college was even greater. 
He went on to say that the new Bernhard Baron 
laboratories would be opened by the Earl of Athlone 
on Dec. 8th, and that the research work had been 
maintained during the alterations. The college was, 
he considered, doing a good piece of imperial work 
in holding its primary fellowship examinations in 
Melbourne, Sydney, Dunedin, Bombay, and Cairo. 
Its increasing activities were shown by the fact that 
committee meetings had doubled in number during 
the past ten years. 


Sir Buckston Browne said that this was the tenth 
occasion on which he had had the privilege of speaking 
at this “‘ love-feast.”” To-day more than ever it was 
necessary that members of the profession should be 
on friendly terms. When he was a young man 
medicine was not properly treated in this country, 
but it had become more and more important and 
some day would, he believed, be recognised as the 
dominant profession. 


After the dinner Prof. John Beattie, conservator 
and director of research, explained a cinema film 
showing the reconstruction of the college building, 
with special emphasis on the underpinning and 
strengthening that has proved necessary. The 
guests then visited the exhibition of pictures 
. described on p. 1206. 

The following is a list of those present :— 


Council_—Mr. Victor Bonney and Prof. G. Grey Turner 
(vice-presidents), Prof. Hey Groves (Bristol), Mr. C. H. 
Fagge, Mr. Sampson Handley, Prof. G. E. Gask, Prof. 
A. H. Burgess (Manchester), Mr. Hugh Lett (master of the 
Society of Apothecaries), Prof. R. E. Kelly (Liverpool), 
Prof. Graham Simpson (Sheffield), Sir James Walton, Sir 
Alfred Webb-Johnson, Mr. G. Gordon-Taylor, Sir Charles 
Gordon-Watson, Mr. R. C. Elmslie, Mr. L. R. Braithwaite 
(Leeds), Mr. H. S. Souttar, Mr. W. Girling Ball, Mr. 
Seymour Barling, and Mr. C. Max Page. _ 

Fellows.—Mr. P. B. Ascroft, Dr. J. O. Wakelin Barratt, 
Mr. D. C. Corry (Oxford), Mr. H. Corsi, Prof. P. T. 
Crymble (Belfast), Mr. P. W. Clarkson, Mr. Harold 
Edwards, Mr. Tudor Edwards, Mr. F. J. S. Gowar, Mr. 
Bishop Harman, Mr. C. L. Heanley, Mr. F. A. Hepworth 
(Saffron Walden), Mr. John Howkins, Mr. W. H. G. Jessop, 
Mr. Bertram Lloyd (Birmingham), Mr. T. Stewart Heslop, 
Mr. A. L. Light, Mr. E. K. Martin, Mr. P. J. Moir (Leeds), 
Mr. H. F. Moseley, Mr. G. E. Neligan, Mr. J. G. Turner, 
Mr. Arnold Walker, Mr. H. B. Walker (Minehead), Mr. 
E. G. Slesinger, Sir Holburt Waring, and Mr. Turner 
Warwick. 

Members—Dr. Hugh Barber (Derby), Dr. W. G. 
Barnard, Dr. G. T. Birdwood (Walmer), Dr. Stanley 
Bousfield, Dr. A. Clifford Brewer (Liverpool), Sir Bruce 
Bruce-Porter, Mr. N. C. Carver, Dr. Hugh Clegg, Dr. 
Ashley Daly, Dr. Arthur Davies, Dr. Daniel Davies, Dr. 
Hugh Davies, Dr. S. H. Daukes, Dr. Horace Evans, Dr. 
Ian Fletcher, Dr. H. T. Flint, Dr. T. F. Fox, Dr. Eric 
Gardner (Weybridge), Dr. E. A. Gates, Mr. Richard 
Gillbard, Dr. D. L 
(Iikley), Dr. J. L. A. Grout (Sheffield), Dr. 


<D. Y, 
Grasby (Tunbridge Wells), Dr. Charles Hill, Dr. 


. Wilson 


. H. Goddard (Sutton), Dr. A. W. Gott — 


Hird (Birmingham), Dr. L. J. Honeywill, Dr. J. H. Hughes. © 
(Liverpool), Colonel E. T. Inkson, V.C. (Chichester), Mr. 
Harold Jaques (Burnham), Prof. A. St. G. Huggett, Dr. 
J. B. Jordan (Birmingham), Dr. Alan Kekwick, Dr. J. C. 
Matthews (Downton), Dr. G. O. Montgomery (Croydon),. 
Mr. C. R. Morison, Dr. E. Walter Morris, Dr. H. J. S. 
Morton, Dr. A. R. Neligan (Droitwich), Dr. Charles. 
Newman, Dr. Howard Nicholson, Dr. S. Chalmers Parry 
(Southampton), Dr. Wilson Parry (Ampthill), Mr. J. Lewin. 
Payne, Dr. Hugh Powell (Weston-super-Mare), Dr. Harold 
Pritchard, Dr. L. W. Proger (pathological curator), Dr.. 
Walter Radcliffe (Wivenhoe), Dr. J. T. Rowe (Basing- 
stoke), Dr. R. W. Scarff, Dr. Keith Simpson, Dr. W. H. 
Smailes (Honley), Mr. Evelyn Sprawson, Dr. S. R. Trick, 
Dr. H. F. Vandermin (Enfield), Dr. H. Vane-Sutton, and 
Dr. W. N. P. Wakeley. 


Others present.—Dr. C. F. White (Caterham), Prof. John 
Beattie (director of research), Mr. Kennedy Cassels. 
(secretary), Mr. Horace Rew (director of examinations), 
Mr. W. R. Le Fanu (librarian), Dr. A. J. E. Cave (assistant. 
conservator), and Mr. W. F. Davis. - 


ROYAL SOCIETY OF MEDICINE 


BIENNIAL DINNER 


Sir John Simon and Mr. Walter Elliot paid tribute 
to the memory of Ramsay MacDonald at the biennial 
dinner of the Royal Society of Medicine on Nov. 10th 
where they were guests. Sir John Simon spoke of 
him as being supremely endowed with the lovely 
virtue of courage and Mr. Elliot affirmed that 
democracy proved its worth as a system of govern- 
ment when it gave opportunity to such men to rise 
and take over the levers of power. In proposing the 
Health of the Society Sir John Simon contrasted 
the increasing specialisation of the doctor with the 
increasing breadth of view which is demanded from 
the politician. But he thought that beneath the 
multiplicity of experts there was to-day a growing 
unit of understanding among scientists, which was 
fostered by the influence of bodies such as this society. 
He congratulated the doctor on being able to work free 
from the irrelevant and ignorant interruptions which 
democracy, no doubt rightly, imposed upon the 
politician, who had often to conduct delicate nego- 
tiations in public, while the surgeon turned all- 
relatives out of the room and reduced his remaining 
victim to unconsciousness before beginning his work. 
In medicine exact knowledge was of course essential 
and no doctor could attempt to treat a patient as light- 
heartedly as a distinguished jurist who undertook his 
first case in the Admiralty Court on the principle 
“That if you remember port is red that’s all that 
matters.” In replying, Sir John Parsons, the presi- 
dent, said that the flourishing state of the society 
was due to the esprit de corps of its members and the 
efficiency and enthusiasm of its officers, and in 
particular of its secretary Mr. G. R. Edwards. He 
also referred to the work of Dr. de Bec Turtle, whose 
term of office as treasurer was coming to an end. 
He took the opportunity of reminding the Chancellor 
of the Exchequer that doctors were on the whole 
impecunious; since they made their money from 
disease, the more successful they were in its preven- 
tion and curethe poorerthey became. The profession as 
a whole considered those who had stormed the citadel 
of wealth as renegades and traitors to the Hippo- 
cratic oath; or they were those who had given up 
medicine and taken up ‘‘that form of literature 
which is rightly called fiction.” | 

Sir Alfred Webb-Johnson welcomed the newly 
elected honorary fellows of the society, Sir Frederick 
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Hobday, Sir Robert Muir, and Mr. Royal Whitman, 
and the Semon lecturer Prof. Schmiegelow. He 
pointed out that in England Simon was a household 
word from Simple Simon of the nursery rhyme to 
Simon the Cellarer of the students’ song. To the 
guest of the evening whose first budget was approach- 
ing he addressed the biblical question: “What 
thinkest thou Simon? Of whom do the kings of 
the earth take custom or tribute? Of their own 
children or of strangers ? ° The Simon of history, 
he added, was.in favour of the strangers. He felt 
that perhaps there was room for more medical men 
in the conduct of affairs of State, and his brethren 
would watch Mr. Elliot’s career with interest and 
pride—but without anxiety. Mr. Elliot, who the 
president averred was one of the few Scots to show 
some rudiments of a homing instinct, said that after 
partaking of the lavish hospitality of the society it 
was but fitting that he should leave immediately 
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JUVENILES AND HEALTH INSURANCE ` 
‘THE MINISTER’S STATEMENT 


IN the House of Commons on Nov. lith the 
National Health Insurance (Juvenile Contributors 
and Young Persons) Bill was read a second time. 
In moving the second reading Sir KINGSLEY Woop 
said the object of the measure, which concerned about 
1,000,000 boys and girls, was to fill the gap which 
at present existed in the public provisions for their 
medical care and attention between the time of their 
leaving school and their coming under the provisions 
of the National Health Insurance Scheme by virtue 
of insurable employment after the age of 16. This 
provision linked up the school medical service with 
medical benefit under National Health Insurance. 
The number of boys and girls affected would fall 
with the raising of the school-leaving age, and as a 
result of the fall in the birth-rate during the past 
fifteen years. But whatever the numbers might 
be he hoped that this proposal would be regarded as 
an important protection for this section of the com- 
munity and do something to ensure their happiness 
and efficiency. The medical service under the Bill 
would be of the same comprehensive character as 
that given to the existing insured population. It 
would be a full general practitioner service and include 
all necessary medicines. The cost of. the benefit was 
to be met as under the National Health Insurance 
scheme by a weekly contribution divided equally 
between the young worker and his employer together 
with a fixed contribution from the Exchequer. The 
contribution would be at the rate of 4d. a week, and 
as in the main scheme the proportion of the cost of 
benefit and administration payable by the State 
would be one-seventh in the case of boys and one- 
fifth in the case of girls. Contributions would be 
paid by means of stamps on cards issued and collected 
by the approved societies, while the services of the 
insurance committees would also be used for the 
provision of medical benefits in the same way as 
for present insured persons. As under the main 
scheme, contributions would not be payable during 
‘periods of unemployment or sickness or while the 
boy or girl was not available for work, as, for example, 
when they, as they might, returned to school. There 
had been no substantial request for cash benefits for 
juveniles. If they were proposed it would involve 
considerable inroads’ into their weekly earnings. 
Provision was made for enabling the new entrants 
to become members of the approved societies, and 
this would enable them to obtain the full advantages 
of the main scheme when they became insured under. 
that scheme on reaching the age of 16. It was antici- 


`. pated that all but a very small percentage of these 
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for the hungry land of Scotland to recover. He said 
how happy he was to be once more among the brothers 
of his craft. He pointed out that the Government of 
England was carried out by amateurs and that one 
seldom found a distinguished doctor as Minister of 
Health, seldom a distinguished general as Secretary of 
State for W ar, and never an admiral as First Lord of the 
Admiralty. He reminded the Chancellor that though 
£150 to £200 million were spent every year on the 
care of the sick only £40 million found its way to 
the practising doctor. He associated himself with 
the president’s plea to the Chancellor all the more 
warmly because, though now he might be sitting in 
the uncertain seats of the mighty, in the future he 
might once more have dealings with the mammon of 
unrighteousness and find himself listening for the 
tinkle of the night-bell. He gave the company the 
old greeting of Bon Accord—happy to meet, sorry 
to part, and happy to meet again. 
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boys and girls would join approved societies, but for 
those who did not do so it was provided that their 
contributions should be paid into a special fund out 
of which the cost of their medical benefit would be 
paid, The solvency of this fund would be guaranteed 
by the reserve suspense fund of the main scheme. 
The title of the young people concerned to medical 
benefit having been acquired when the boy or girl 
first took up insurable employment after leaving 
school continued until the age of 164, or until the title 
to full insurance was acquired by reason of insurable 
employment after the age of 16, whichever happened 
first. The title of these young people to medical 
benefit would not be dependent on the individual 
amount. of their contributions. An important pro- 
vision of the Bill was that for linking up the insurance 
medical service with the school medical service by 
arrangements under which any insurance doctor who 
desired to refer to the school medical record of a 
young patient would be able to obtain confidentially 


such particulars and information as he required in: 


relation to the medical supervision which would be 
provided. Under the Bill young people would join 
societies at the age of about 143 instead of 16, and 
under existing regulations they would become 
entitled to dental benefit at the age of about 17 
instead of 184. The period of juvenile membership 
of an approved society would also be counted towards 
the qualifying period for treatment and additional 
benefits such as dental and ophthalmic benefits 
when the juvenile contributor became an ordinary 
insured person. 

f CRITICISM OF THE PROPOSALS 

In the discussion which followed Mr. GREENWooD 
suggested that the scheme should be non-contri- 
butory and include cash benefits. The medical 
benefit offered he thought was negligible. . He still 
looked forward to a continuous health service from 
the cradle to the grave.—Sir FRANCIS ACLAND said 
the Bill did something of extraordinary . value 
in reducing the gap before dental treatment was 
available to the adolescent.—Sir H. MORRIS-JONES 
regretted the absence in the Bill of provision\for dental 
and optical benefits, These could, he understood, be 
dealt with later by regulation. He hoped a complete 
school medical record of the child would be available 
to his medical attendant.—Mr. LOGAN hoped parents 
would not rush their children into any approved 
society but would choose societies which gave good 
benefits. The present inequality of benefits in 
different parts of the country was, he said, a curse.— 
Mr. DENMAN said that medical opinion was practically 
unanimous that the most effective medical super- 
vision was that of the family doctor, and the fact 
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that the Bill was remedying a little bit of the trouble 
only threw into relief the amount of ground still to 
be covered.—Viscountess ASTOR also complained of 
patchwork Bills which left untouched the problem 
of the rejected recruit and the physically deficient 
child. Let them go, she said, to the Margaret Mac- 
millan centre in Deptford to see what could be done 
by looking after the children from 2 to 5.—Dr. HADEN 
GUEsT hoped the Minister would outline some method 
by which dental treatment could be given; every 
medical man was agreed on that.—Sir E. GRAHAM- 
LITTLE welcomed the Bill because the adolescent was 
now often put to physical exercises for which his 
frame was not fitted. He hoped optical benefit 
would be provided under this measure.—Mr. G. 
GRIFFITHS said the chief defect of the Bill was that 
it did not provide for a State medical service. Were 
there such a service for the treatment of diabetics 
as there was for T.B. and V.D. cases there would be 
something to be said for a Bill like this, 
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Mr. BERNAYS said boys or girls who stayed at 
school after 14 remained under the school medical 
service, but they could not count the extra year at 
school as part of the waiting period for dental benefit. 
As regards cash benefits a boy would receive them 
when he had paid 26 contributions after the age of 
16. Juveniles would not have to prove unemploy- 
ment by franks on their cards. A juvenile would 
get his medical benefit up to 164 years of age in all 
cases. It was true that if a boy or girl geached 16% 
without getting any employment after the age of 16 
he fell out of insurance and had to start again when 
he subsequently obtained employment. Such cases, 
however, were very rare. He would look into the 
question as to whether any amendment of the 1924 
Act was necessary. The Government were fully 
alive to the importance of prevention rather than 
cure in regard to their health policy. Juveniles would 
get dental benefits when they became fully insured 
out of the funds of the approved societies which they 
joined, irrespective of the number of individual 
contributions. He had made inquiries and he found 
that 5434 societies or branches of societies out of a 
total of 6125 did in fact provide dental benefits. If 
a doctor said that insulin was necessary the depen- 
dants of insured persons could get the insulin free 
provided that their income was not above £250 per 
year. 


NOTES ON CURRENT TOPICS 
Welfare of Blind Persons 


In the House of Commons on Nov. llth Sir 
KINGSLEY Woop, Minister of Health, moved the 
second reading of the Blind Persons Bill. There were, 
he said, about 78,000 blind persons registered in 
England, Wales, and Scotland, of whom nearly 
57,000 were aged 50 or over, and there were 8000 
blind persons between the ages of 40 and 50. He 
did not think that the number of blind persons was 
increasing in this country. The fact that the total 
number of registered blind persons had increased 
was probably due to more complete registration, 
longer life, and greater inducements to blind people 
to register to-day. The application of increased 
knowledge had caused the age at which blindness 
occurred to become steadily and progressively later. 
The number of blind children between the ages of 
5 and 16 had fallen since 1925 from 3104 to 1916, a 
decrease of over 38 per cent. Only 2°95 per cent. of 
the 8700 new cases who registered in the year ended 
March 31st, 1937, were under the age of 16 and some 
89 per cent. were over the age of 40. Blindness was 
an especially terrible handicap: to those over 40, 
who could not normally be trained in a new form of 
employment; and the first clause of this Bill was a 
reduction of the age for the receipt of an old age 
pension in the case of blind persons from 50 to 40. 
Another important proposal in the Bill provided 


' consultation with various ophthalmic 


that all local authorities—not only those who had 
exercised their option—should grant domiciliary 
assistance to blind persons exclusively under the 
powers of the Blind Persons Act. The clause also 
required that in assessing the needs of a blind person 
the council should take into account the needs of any 


dependants in his household, The Bill would in no 


way check or retard the work of voluntary agencies 
or the progress in welfare services for the blind, in 
preventive work and in the amelioration of their 
conditions. He wished.to emphasise the importance 
of home visiting and home teaching, especially in 
connexion with training of the blind in the early years 
of their affliction. 


Mr. ARTHUR GREENWOOD said that this Bill would 
result in bringing into pension in England and 
Wales about 7000 people between 40 and 50, ata 
maximum annual expenditure of about £160,000. 
The selection of the age of 40 was arbitrary ; it had 
better have been 35 or 30 or even 16; there were only 
9500 blind people between 16 and 40 years of age 
and the cost would be small. He would have liked 
the Minister to have undertaken the larger problem 
of establishing proper regional authorities for the 
welfare of the blind, though the Labour Opposition 
would not oppose the second reading of the Bill.— 
Mr. GRAHAM WHITE shared the regret that the Bill 
was not of wider scope.—Sir FRANCIS FREMANTLE 
said that the measure was proposed only as a small 
step towards improving the lot of the blind; he 
would warmly endorse its extension later, and also 
of special provision for the deaf. By support of such 
bodies as the British Social Hygiene Council, whose 
propaganda had helped to reduce blindness due to 
venereal disease, and by the further diminution of 
blindness resulting from improved midwifery services, 
there should be a decrease in the number of the 
blind, which might enable provision to be made for 
them from the age of 18 upwards.—Mr. LANSBURY 
approved the Bill so far as it went, but regretted that 
no national organisation had been proposed whereby 
the State should take over the entire cost of assisting 
the blind.—Mr, James RED, Solicitor General for 
Scotland, said that in Scotland there had been 
difficulty at one time for lack of a standardised 
method of determining whether a person was blind 
within the meaning of the Act. In 1931, after 
surgeons, 
a universal test operating for the whole of Scotland 
had been adopted. The test was mostly carried out 
by ophthalmic surgeons acting in pairs in four or 
five regional clinics, of which the furthest north was 
at Inverness.—Mr. F. O. ROBERTS appealed for 
some kind of machinery to deal with the difficulties 
of the partially sighted, or the partially blind.— 
Mr. BERNAYS, Parliamentary Secretary to the 
Ministry of Health, said that to burden the State 
with the whole responsibility for the blind would be 
contrary to the plan followed from the Poor Law 
of 1603 down to the present day. The responsibility 
had been a partnership between the State, the local 
authorities, and voluntary agencies, and the State 
was now coming forward with additional assistance. 
It was not true to say that the blind would not benefit 
from this Bill, Those who did not receive assistance 
from local authorities and those who lived in districts 
where rates of augmentation were low would receive 
a valuable addition to their income. A substantial 
number of blind persons hitherto unwilling to apply 
to local authorities for assistance would now do so for 
relief under the Blind Persons Act and would not 
have any stigma of poor-law relief. The Government 
had chosen the age of 40 because of the difficulty 
of training for a trade after that age. To lower 
the age below 40 would be to diminish the incentive 
of blind persons to earn a livelihood. To give a 
pension at 18 would remove much of the justification 
for the great sums spent on workshops designed to 
help blind people to become useful citizens. The 
Minister could hold out no hope of reducing the age 
below 40.—The Bill was read a second time. 
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QUESTION TIME 
WEDNESDAY, NOV. 10TH 
Public Health Handbooks 
Sir Francis FREMANTLE asked the Minister of Health 


U 


if he had considered the copy of a handbook of publio 


health and other services of the royal borough of Ken- 
sington which had been sent to him; and, in view of the 
fact that the information so given to the public was at 
present generally lacking and was greatly needed, if he 


would provide for similar information to be publicly 


available and distributed, free or on sale, by every local 
authority.— Mr. BERNaYs, Parliamentary Secretary to the 
Ministry of Health, replied: Yes, Sir. In the opinion of 
my right hon. friend publications of this kind are most 
valuable, particularly where as in, this instance particulars 
as to voluntary organisations are also given. My right 
hon. friend is in touch with the Central Council for Health 
Education on the general point raised in the latter part 
of the question. 
Sleeping-sickness in Nigeria 

Mr. Hotpsworrs asked the Secretary of State for the 
Colonies if he had any information with regard to the 
campaign against sleeping sickness in Nigeria.—Mr. 
OrMsBY-GorE replied: An expanded scheme for the 
control of sleeping sickness in Northern Nigeria came into 
operation this year. The scheme, which is additional to 
other methods of control already carried out by the 
Government, will extend over a period of five years at a 
cost of £30,000 per annum, of which £19,000 per annum 
will be provided from the Colonial Development Fund. 


THURSDAY, NOV. 1] TH 
Medical Certificates and Unemployment Relief 


Mr. ANDERSON asked the Minister of Labour whether 
he would repay the cost of medical certificates which 
must be supplied in claims for nourishment allowances 
under the Unemployment Assistance Board.—Mr. ERNEST 
Brown replied: I am informed by the Unemployment 
Assistance Board that there is no invariable practice of 
requiring a medical certificate as a condition of increasing 
an allowance for the purpose of providing extra nourish- 
ment. Where, however, a doctor certifies that his patient 
is in need of extra or special food as distinct from medicine 
or drugs the Board’s allowance is usually adjusted to 
meet any extra outlay by the applicant in obtaining such 
food. The furnishing of the certificate is regarded as part 
of the medical service rendered by the doctor, any pay- 
ment for which falls outside the Board’s powers by reason 
of Section 38 (4) of the Unemployment Assistance Act, 


1934. 
The Oslo Breakfast 


Mr. LEONARD asked the Parliamentary Secretary to the 
Board of Education whether he would have an inquiry 
made into what was known as the Oslo breakfast which 
had had such beneficial results on the well-being of school- 
children in Oslo, with a view to similar action being 
considered by educational authorities in this country.— 
Mr. KENNETH Linpsay replied: The Board have full 
information as to the Oslo breakfast, and the claims made 
for it have recently been considered by the Advisory 
Committee on Nutrition, appointed by my right hon. 
friend the Minister of Health. While the value of the 
experiment is fully recognised, its adoption in this country 
would be open to certain practical objections, and it is 
doubtful whether this type of meal would satisfy English 
tastes. There are other equally good and convenient 
methods of supplementing the home diets of children who 
are found to be in need of additional nourishment. 


Insurance Practitioners and Post-sgraduation 
: Courses 

Sir RoBaRT RANKIN asked the Minister of Health what 
arrangements would be made for the financing of the 
proposed post-graduation course for insurance doctors ; to 
what extent the necessary cost would be borne by the 
insurance fund; and what complaints he had received 
about such procedure from the various insurance com- 
mittees.—Sir Kinestey Woop replied: With regard to 
the first two parts of the question, payments in respect of 
fees and expenses incurred by insurance doctors in attend- 
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ing approved post-graduate courses will be made. out of 
the unclaimed proceeds of sales of National Health 
Insurance stamps, with the aid of the normal Exchequer 
grant. As regards the last part of the question, I have 
received no complaints from insurance committees as to 
the source from which the courses are to be financed, but 
certain administrative questions are under discussion with 
the National Association of Insurance Committees. 


Cases of Suicide 


Mr. Witson asked the Home Secretary the average 
number of cases of suicide and of attempted suicide for 
the five years 1909 to 1913, and for the last five years 
for which the information was available; and whether, if 
the increase was considerable, he could give any explana- 
tion for it.—Sir SAMUEL Hoare replied: During the five 
years from 1909 to 1913 the average number of verdicts 
of suicide was 3543 and the average number of cases of 
attempted suicide known to the police was 2399. During 
the five years from 1932 to 1936 the corresponding figures 
were 5372 and 3284. These figures must be considered in 
connexion with increase of population, and especially with 
the large increase of population in the higher age-group. 
It is amongst people over 45 years of age that a high 
proportion of suicides and attempted suicides occur, and 
the population of persons over 45 years of age has increased 
by 55 per cent. since 1911. The following is a statement 
showing the number of suicides in 1911 and 1935 according 
to the Registrar-General’s Statistical Review, with some 
age-group comparisons based upon population figures 
from the Census Volumes of 1911 and 1931. 
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First-aid Stations for Air-raid Casualties 


Dr. Hapen Gusst asked the Home Secretary what 
numbers of first-aid stations for dealing with air-raid 
casualties it was proposed to set up in the area of the 
metropolitan police district; whether each station would 
provide for treatment of wounded and gas cases, for cases 
affected by mustard gas or other vesicants, and for persons 
whose clothing alone was contaminated; and at what 
distances apart these stations would be placed.—Mr. 
LLOYD, Under-Secretary, Home Office, replied: It has 
been recommended by the Home Office that first-aid posts 
should be so located as to ensure that in no case has any 
individual to travel a distance exceedirfg one mile. The 
number of first-aid posts in the area of the metropolitan 
police district cannot be given until the schemes prepared 
by the local authorities concerned have been submitted and 
approved. Each first-aid station will provide for the 
treatment of wounded and gas cases and for persons 
whose clothing alone is contaminated. 

Dr. HADEN GueEsT asked the Home Secretary what 
numbers of persons would be employed in the area of the 
metropolitan police district in a fully developed air-raid 
precautions scheme, in each of the following capacities : 
dressers and nurses in first-aid stations, in casualty clearing 
hospitals, and in base hospitals ; members of decontamina- 
tion squads; breakdown and rescue squads; road and 
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repair squads ; 
ambulance drivers and personnel; air-raid wardens; gas 
detection officers ; and normal and additional fire-fighting 
personnel;—Mr. LLOYD replied: The scales for the pro- 
vision of personnel recommended in air-raid precautions 
publications for the following services are as shown in 
the following Table :— 


Recommended 
provision 
Nature of service. Size of unit. per 100,000 
population. 
Sy er a cern T S E p ET a ST a A 
First-aid parties (including 4 persons 12-15 parties. 
stretcher-bearers). per party. 
Rescue parties. 6—8 persons 3—4 parties. 
. per party. 
Decontamination squads. 6 persons 6 squads. 
per squad. 
Air-raid wardens, stationed 2 wardens 200 posts. 
at “posts.” - per post. 


These scales are now under further consideration in the 
light of practical experience so far gained. 

The provision of first-aid posts is recommended on a 
basis that no casualty would need to travel more than a 
mile to reach the nearest post. The number. of persons 
required to staff a post is at present under review, but 
may amount to 50 or more, of whom a proportion only 
need be trained dressers. Nurses in the ordinary sense 
would not be employed in first-aid posts. The numbers of 
dressers and nurses in hospitals would depend on the 
number of beds, and no figures are available. 

No precise scales of provision of ambulance personnel 
or gas detection officers have yet been laid down. It is 
not contemplated that particular scales should be recom- 
mended for breakdown and repair parties for the numerous 
special services, such as roads, water, gas, electricity, and 
soon. The scale of provision would in the first instance 
be left to the authority or undertaking controlling the 
service. The normal fire-fighting personnel in the metro- 
politan police district number approximately 3500; the 
number of auxiliary firemen who will be required cannot 
be estimated pending the submission of the emergency 
fire brigade schemes by the local fire brigade authorities 
in the district. As regards those personnel for whom 
scales of provision are quoted above, the actual numbers 
who will be employed will in any case not be known with 
accuracy until the air-raid precaution schemes of the 
respective local authorities have been submitted and 
approved. 

Accommodation for Lepers 


Sir Tuomas Moors asked the Minister of Health whether 
he was aware that out of the 60 known lepers in Great 
Britain only 12 could receive treatment in homes suited 
for that purpose; and if he proposed to take any action 
to remedy this state of affairs, both in the interests of the 
lepers themselves, their families, and the general public.— 
Sir KrnastEy Woop replied: I am advised that in the 
conditions which exist in this country the disease referred 
to is very unlikely to be conveyed from one person to 
another, and no action would appear to be called for in 
the interest of the public health. If, however, my hon. 
friend bas any particulars of individual cases which he 
desires to bring to my notice, I shall be glad to know of 
them and to make the necessary investigations. 


Foot-and-mouth Disease Serum 

Major Carver asked the Minister of Agriculture whether 
he had considered inoculating cattle in this country with 
a special German serum against foot-and-mouth disease ; 
and whether any such serum was obtainable.—Mr. 
MoRRISON replied: I am aware that it has been claimed 
that an immune serum will protect susceptible animals 
against infection for a period not exceeding 14 days. 
A serum obtained from a German source has been experi- 
mentally used in this country, but in view of the results 
obtained both in the field and in the laboratory, it was 
decided not to persevere with the experiments. The 
Foot-and-Mouth Disease Research Committee reported 
this year that “such serum as is at present available 
cannot be relied on to protect a boving from infection 
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when intimately exposed to a highly infective case of 
disease.” 


MONDAY, Nov. 15TH 
Foot-and-mouth Disease 


Mr. V. Apams (Leeds W.,‘U.) asked the Minister of 
Agriculture if, in view of the wide and sudden incidence 
of foot-and-mouth disease, he could say whether the 
ailment was at present known to be susceptible of pre- 
vention and/or cure; and what money was being spent 
by his department on scientific research into the causes, 
prevention, and cure of the disease. 

Mr. O. Lewis (Colchester, U.) also asked the Minister 
of Agriculture what steps were being taken to encourage 
research in connexion with foot-and-mouth disease, par- 
ticularly with regard to the possibility of the discovery of 
a remedy which would avoid the necessity of slaughtering 
large numbers of cattle whenever an outbreak occurs. 

Mr. W. S. Morgison said that the disease is curable, 
though fatalities occurred in the case of very young 
animals and exceptionally among adults. No innocuous 
method of producing prolonged immunity against the 
disease has been discovered. Referring to the temporary 
protection afforded by the use of immune serum, the 
Foot-and-Mouth Research Committee reported recently 
that “such serum as is at present available cannot be 
relied on to protect a bovine from infection when intimately 
exposed to a highly infective case of disease.” The most 
effective method of preventing the spread of infection is 
the prompt slaughter of affected animals and those in 
immediate contact, so as to stop the manufacture of virus 
and to destroy existing virus by disinfection. It has 
been shown repeatedly abroad and is being shown to-day 
in Western Europe that alternative methods are not 
successful in preventing the widespread diffusion of disease. 
The research work in progress under the supervision of 
the Foot-and-Mouth Disease Research Committee is at 
present costing between £16,000 and £17,000 a year. The 
present position is fully set out in the introduction to the 
Fifth Progress Report of the committee which was 
published in May last by H.M. Stationery Office. - Events 
in the present outbreak, he added, showed that the 
alternative method of treatment by serum, as used in 
some countries, had not been successful in preventing 
the disease spreading. 

Sir Percy Hurp (Devizes, U.) asked the Minister of 
Agriculture what further measures were being taken to 
avert foot-and-mouth disease, especially in view of the 
evidence which went to show that the major sources of 
infection were the marrow bones of Argentine meat, the 
rind of Polish and other Eastern European bacon, and 
other raw animal products from countries infested with 
the disease. 

Mr. W. S. Morazison said that following the discovery 
of lesions in a consignment of pig carcasses from the 
continent in 1926, an order was issued prohibiting the 
importation of all fresh meat from the Continent of 
Europe, and this order is still in operation. There was no 
evidence, however, to suggest that the present series of 
outbreaks was due to infection introduced by raw animal 
products, and the restricted area in which the numerous 
independent centres of infection had occurred suggested 
that articles of commerce were not the vehicles of infection 
in this case. It did not appear necessary, therefore, to 
take further measures in regard ‘to the trade in raw 
animal products. 


TUESDAY, NOV. 16TH 
Malnutrition among Glasgow Children 


Mr. Davipson asked the Secretary of State for Scot- 
land if he would state the total number of school-children 
in Glasgow, medically defined as suffering from malnutri- 
tion, receiving free meals at school for the years ending 
September, 1936 and 1937, respectively—Mr. ELLIOT 


-replied : The numbers of children in Glasgow receiving 


free meals at school in the two years referred to were 
8105 and 8154 respectively. I am informed that while 
many of these children are placed on the free meals 
register as a result of medical inspection, the majority are 
so placed on the recommendation of the head teacher and 
class teacher. The statistics available do not enable me 


to state the numbers in each category. 


I 
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The Typhoid Outbreak at Croydon 


Up to Tuesday last 70 cases of typhoid with 5 
deaths had been reported in the South Croydon 
area. As we stated last week, the infection was 
traced to contamination of the Addington well, the 
distribution of which is geographically limited, so 
that the population at risk is not more than one- 
twentieth of the total population of the borough. 
Roughly speaking, it covers the high-lying ground 
on the east side of the Brighton road, with a small 
area on the opposite side of the road. It has been 
noted that many of the patients have been of the 
professional classes. Dr. J. R. Hill, who qualified 
at St. Bartholomew’s Hospital three years ago,. died 
after a short illness at the London Fever Hospital, 
and another of the deaths was that of Mr. E. L. T. 
Perry, a South Croydon schoolmaster. Further 
cases are expected to be reported during this week, 
the infected source of water having been cut off on 
Nov. 4th. The local chamber of commerce has 
expressed the opinion that the public should have 
been informed earlier of the outbreak in order to put 
people on their guard. Dr. Oscar Holden, the medical 
officer of health, has emphasised the difficulty of 
diagnosis of typhoid in the early stages—3 of the 
patients were sent to the isolation hospital with some 
other diagnosis—and Alderman Mrs. Roberts, chair- 
man of the public health committee, states that the 
Ministry of Health was informed on Nov. Ist and 
since the 3rd has given the assistance of a medical 
officer and an engineer. A prevalent statement that 
the isolation hospital in Croydon had been filled to 
capacity has been officially denied. Some patients 
however have gone to the London Fever Hospital 
for their treatment. 


INFECTIOUS DISEASE 


AND WALES DURING THE WEEK ENDED 
NOV. 6TH, 1937 


Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0 ; 
scarlet fever, 2574; diphtheria, 1698; enteric fever, 
36; pneumonia (primary or influenzal), 812; puer- 
peral pyrexia, 185; cerebro-spinal fever, 8; acute 
poliomyelitis, 26 ; acute polio-encephalitis, 1 ; enceph- 
alitis lethargica, 4; dysentery, 118; ophthalmia 
neonatorum, 86. No case of cholera, plague, or 
typhus fever was notified during the week. 


Cases of dysentery were reported from Farnham (Surrey) 47, 
Bradford, Sheffield, and Newcastle-on-Tyne each 7, Lambeth 
and Birmingham each 6, Bedford 4. 

The number of casesin the Infectious Hospitals of the London 
County Council on Nov. 12th was 3653, which included: Scarlet 
fever, 922; diphtheria, 1448 (diphtheria carriers, 20): measles, 
113; whooping-cough, 265; puerperal fever, 21 mothers 
(plus 13 babies); encephalitis lethargica, 282; poliomyelitis, 
12. At St. Margaret’s Hospita] there were 27 babies (plus 8 
mothers) with ophthalmia neonatorum. 


Deaths.—In 124 great towns, including London, 
there was no death from small-pox or enteric fever, 
18 (0) from measles, 2 (0) from scarlet fever, 8 (1) from 
whooping-cough, 42 (5) from diphtheria, 44 (11) from 
diarrhcea, and enteritis under two years, and 38 (6) 
from influenza. The figures in parentheses are those 
for London itself. 

Liverpool had 10 fatal cases of measles, Manchester 3, and 
Tynemouth 2. Liverpool also reported 4 deaths from whooping- 
cough. Diphtheria was fatal in 28 great towns, Liverpool 
reporting 5 deaths, Manchester 3. 


The number of stillbirths notified during the week 
was 287 (corresponding to a rate of 42 per 1000 
total births), including 49 in London. 


IN ENGLAND 


PUBLIC HEALTH.—-OBITUARY.—THH SERVICES 


: Manchester, 


[Nov. 20, 1937 


OBITUARY | 


ROBERT VALENTINE DOLBEY, M.S. Lond., 
F.R.C.S. Eng., F.A.C.S. l 


Prof. Dolbey, who died on Nov. 13th at Chelsworth 
Hall, Suffolk, in his sixtieth year, was the son of 
Thomas Dolbey, barrister, of the Middle Temple, 
and was educated at Dulwich College and the London 
Hospital. His course was protracted by. service in 
the South African War from which he returned with 
a medal and five clasps. After qualifying in 1902 he 
was resident at the London Hospital in various capaci- 
ties and assisted in the throat and pathological 
departments. The next part of his life was spent in 
British Columbia where he built up a large practice 
which he abandoned in 1914 to join the army on the 
Marne as medical offcer of the 2nd Battalion, King’s 
Own Scottish Borderers. Later he served in Tan- 
ganyika and on the Italian front where he organised 
the dressing stations. In 1919 he was appointed to 
the chair of surgery at Cairo, continuing to build up 
the admirable organisation there founded by Milton 
and Madden. He was 4 popular teacher and a ready 
writer, witness accounts of several campaigns which 
appeared at this time. As surgeon to the Kasr-el- 
Aini Hospital he had opportunity to study the 
incidence of cancer and surgical tuberculosis in Egypt, 
and with his pupils made substantial contributions 
to medicine, two of which appeared in our columns 
in 1924. After his marriage in 1925 to Virginia, 
daughter of William Gay, of Limerick and Richmond, 
Virginia, he returned for a while to private practice 
in Cairo. His death leaves a gap in a circle which 
valued him for his forceful personality. His widow 
survives him with a son and a daughter. 


RALPH HENRY BROWNE-CARTHEW, M.D.Durh. 


Dr. - Browne-Carthew, who died in London on 
Nov. llth at the age of 82, was in his early years 
medical officer to the King’s Lynn and West Norfolk 
Hospital and M.O.H. to the Downham rural district, 
when he was sometimes in attendance on the royal 
household at Sandringham. Later his flair for lan- 
guages and love of travel took him to Rennes where 
he was officier de santé, to Nauheim where he studied 
Schoitt’s methods, and to the South African campaign, 
throughout which he served as civil surgeon.. On 
his return he settled in London, becoming medical 
officer to the electrical departments of the West- 
minster Hospital and the East London Hospital for 
Women and Children; he contributed some early 
work on radium applicators to our columns. Latterly 
he had spent a good deal of his time in Biarritz. 


THE SERVICES 


TERRITORIAL HOSPITALS | 
THE cadres of the 29 Territorial Army general 
hospitals for home service, whose formation was 
announced in June, are to be located 4 in the 


' London area, 3 in or near Liverpool, 2 each at Leeds 


and Glaggow, and 1 at or near Aberdeen, Bath, 
Bournemouth, Brighton, Bristol, Cambridge, Cardiff, 
Darlington, Dundee, Edinburgh, Exeter, Leicester, 
Newcastle-on-Tyne, Norwich, Oxford, 
Reading, and Torquay. Permission to start recruiting 
for the cadre at Manchester has been given. 

The designations of the new hospitals will be as 
follows: Ist, 2nd, 3rd, and 5th London; Ist, 2nd, 
and 3rd Eastern; lst to 5th Northern; Ist, Srd, 
4th, 5th, and 6th Scottish; lst to 7th Southern; 
and Ist, 3rd, 4th, 5th, and 6th Western general 
hospitals. The 2nd Scottish, 2nd Western, and 4th 
London general hospitals are already in existence. 


” commendation); R. 
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MEDICAL NEWS 


University of Cambridge 

On November 12th the following degrees were conferred : 

M.B., B.Chir—G. E. Yardley, C. H. C. Ferguson, and 
Anthony Cursham. 

M.B.—A. M. Rhydderch (by proxy), J. G. Connell, and H. F. 
Bateman. 

University of Glasgow 

On Nov. 13th the following degrees were conferred :— 

MD—J. L. Horne and Eliza M. K. Stevenson (with high 
. Wilson. 

M.B., Ch.B.—K. M. MacKenzie. 

University of Sheffield 

The following external examiners have been appointed 
in the faculty of medicine: Dr. H. L. Tidy (medicine and 
therapeutics), Mr. E. Rock Carling (surgery), Prof. D. 
Dougal (obstetrics and gynecology), and Prof. H. F. 
Humphreys (dental subjects). Dr. H. J. Barrie has. been 
appointed demonstrator in pathology. 

The committee of management of the Sheffield Hospitals 
Council (Inc.) will include: Prof. A. W. Pickard, the vice- 
chancellor of the university, the treasurer, Prof. H. N. 
en M.D., Mr. Albert Harland, and Prof. E. J. Wayne, 

-R.C.P. 


Royal Coliege of Surgeons of England 

At a meeting of the council held on Nov. llth, with 
Sir Cuthbert Wallace, the president, in the chair, it was 
announced that the King had consented to assume the 
post of Visitor to the college, and that the Earl of Athlone 
will open the Bernhard Baron research laboratories at the 
college on Dec. 8th. 

Sir Cuthbert Wallace and Mr. Seymour Barling were 
appointed to give evidence on behalf of the college before 
the inter-departmental committee on the rehabilitation 
of persons injured by accidents. It was reported that 
Mr. G. C. Knight and Mr. G. M. Hills had been reappointed 
Mackenzie-Mackinnon research scholars. 

The following hospitals were recognised for the six 
months’ surgical practice required of candidates for the 
final examination for the fellowship : Kent and Canterbury 
Hospital (first and second resident house surgeons) ; 
Bolingbroke Hospital, Wandsworth (resident surgical 
officer and house surgeon). 

Diplomas of membership were granted to the candidates 
named as receiving the licence of the Royal College of 
Physicians in our issue of Nov. 6th (p. 1112), with the 
exception of Neil Hamlin and A. M. Spencer. Diplomas 
in public health were also granted jointly with the Royal 
College of Physicians to the candidates mentioned in the 
same report. . 


British Association of Radiologists 

In our list of London medical societies published last 
week reference should have been made to this society. 
Prof. J. M. Woodburn Morison is its president, Dr. S. 
Cochrane Shanks and Dr. F. P. Montgomery are its hon. 
secretaries, and it may be addressed at 32, Welbeck- 
street, London, W. 


A Society of Medical Editors 

_ A number of editors and assistant editors of medical 
journals—including general, special, provincial, and hospital 
journals—met in London on Nov. 6th when it was decided 
to form a society for the discussion of matters of common 
interest. Sir Humphry Rolleston has consented to be the 
first president. Further information may be had from 
= E. Watson-Williams, 65, Pembroke-road, Clifton, 

ristol 8. 


British Health Resorts Association 


This association, which held its annual meeting in 
London last Friday, has arranged a conference at Bath 
from Dec. 3rd to 5th. Dr. G. R. P. Aldred-Brown will 


- Open the first discussion on the spa as a national asset in 


the maintenance of physical fitness. Dr. F. G. Thomson 
will open the second discussion on hydrological methods 


_ in the treatment of injuries and diseases of the joints. 


her information may be had from the general 


secretary of the association, 199, Piccadilly, London, W.1. 


.the voluntary hospitals. 


Medical Research Council 


Our advertisement columns contain particulars of a 
vacancy for a medical man on the administrative staff 
of the Medical Research Council. 


Central London Throat, Nose, and Ear Hospital 


A course for general practitioners will be held at the 
hospital from Nov. 22nd to 27th. Further information 
may be had from the dean of the hospital, Gray’s Inn- 
road, W.C.1. 


Ophthalmological Society of the United Kingdom 
The annual congress of this society will be held at 
1, Wimpole-street, London, W., from April 28th to 30th. 
The opening discussion will be on the differential diagnosis 
of the causes of exophthalmos. Mr. L. H. Savin, 7, Queen- 
street, W.1, is the hon. secretary of the society. 


Institute of British Surgical Technicians 

A lecture on recent surgical procedure will be given to 
this institute by Mr. A. Dickson Wright on Friday, 
Nov. 26th, at 8 P.M., at the Welbeck Hotel, Welbeck- 
street, London, W. Medical practitioners should apply 
for tickets to the secretary of the institute, 6, Holborn- 
viaduct, E.C.1. 


British Institute of Radiology 

The annual dinner of the institute will be held on 
Friday, Dec. 10th, at the Piccadilly Hotel, at 8 p.m. 
Dr. Russell Reynolds, the president, will be in the chair. 
Tickets may be had from the secretary of the institute, 
32, Welbeck-street, London, W.1. 


National Institute for the Blind 


Sir Humphry and Lady Rolleston were At Home on 
Nov. 9th at the Alfred Eichholz Clinic in Great Portland- 
street, London, which was founded three years ago to 


serve as a centre for physiotherapy by the blind. During, 


the evening blind chartered masseurs demonstrated their 
work, 


Royal Society < 

The list of names to be recommended for election to 
the council of this society on Nov. 30th contains the fol- 
lowing: president, Sir William Bragg, O.M. ; treasurer, 
Sir Henry Lyons; secretaries, Sir Frank Smith and Prof. 
A. V. Hill; foreign secretary, Sir Albert Seward. The 
council is to include Prof. D. M. S. Watson, Mr. F. L. 
Pyman, Prof. S. P. Bedson, M.D., Prof. M. Greenwood, 
F.R.C.P., Prof. John Mellanby, M.D., Prof. David Keilin, 
and Prof. J. Graham Kerr. : 

The Copley medal has been awarded to Sir Henry Dale 
in recognition of his contributions to pharmacology, 
particularly to pharmacology of muscle and of neuro- 
muscular transmission. The Buchanan medal has been 
awarded to General F. F. Russell for his work on public 
health problems in many parts of the world on behalf 
of the international health division of the Rockefeller 
Foundation. 


The Dublin Hospitals 


Speaking last Saturday at the Royal College of Surgeons 
in Ireland Prof. Henry Moore emphasised the urgency of 
the solution of the problem of hospital development in 
Dublin. He hoped that the negotiations about enlarge- 
ment of the voluntary hospitals would come to a speedy 
and successful conclusion. Any attempt to control the 
voluntary hospitals from outside or to limit their freedom 
would be repelled by the hospitals. They were quite 
willing to submit to a reasonable degree of inspection and 
examination to ensure that the grants given them for 
building and equipment were efficiently used for the 
definite purpose for which they were intended, and the 
annual grants could be stopped by the awarding authority, 
although it was most unlikely that such action would be 
necessary, considering the past history and services of 
The voluntary hospitals would 
not accept conditions which would deprive them of their 
freedom, 
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Deutsche Gesellschaft fiir Kreislaufforschung 

The eleventh congress of this society will be held at 
Bad Nauheim on March 26th and 27th. The principal 
subject for discussion is to be circulatory collapse, and 
further information may be had from Prof. Eb. Koch, 
Bad Nauheim, Kerckhoff-Institut. 


Victoria Memorial Jewish Hospital, Manchester 

Lord De La Warr on Nov. 12th opened the extension 
to the nurses’ home at this hospital. The night nurses 
have been working on the 48-hour system for the last 
two months and the day staff have now started. The 
extension was required to accommodate the additional 
nurses needed for the working of the new system. 


Hospital Film Première 


The voluntary hospitals of London are combining to 
hold a film premiére on Dec. 7th at the Leicester-square 
Theatre. The Duke of Kent will be present, and the 
programme will include a film entitled The War Without 
End, which shows the work of the hospitals and which 
has been made under the auspices of the King Edward’s 
Hospital Fund. The entire proceeds of this performance 
will be distributed to the hospitals, and tickets may be 
had from the organiser, Mr. R. F. Millard, 36, Kingsway, 
London, W.C.2. f 


Mary Putnam Jacobi Fellowship 

The Women’s Medical Association of the City of New 
York offers this fellowship ($1000 for one year) which is 
available for post-graduate work in the medical sciences, 
The fellowship is open to any woman graduate of an 
approved medical school, and the fellow must give full 
time to the study of her problem, and if she is not resident 
in the United States she should make the study preferably 
in the United States. Applications should be filed before 
April Ist. Further information may be had from Dr. 
Phoebe DuBois, 150, East 73rd-street, New York. 


Physiology and Medicine 


At the opening meeting of the Biological Society of 
the Royal College of Physicians and the Royal College of Sur- 
geons held in Dublin last Saturday, Prof. W. J. E. Jessop, 
the president-elect, read an address urging that in medical 
education there should be direct and intimate contact 
between physiology and medicine. In this view he was 
supported by Prof. Henry Moore, who invited the teachers 
of physiology to make themselves more familiar with the 
hospital side of medicine. The true physiologist should 
study both normal and disordered function. 


Dominion Doctors on the L.C.C. Medical Staff 


The Hospitals and Medical Services Committee report 
that 27 (or 7 per cent.) of the whole-time medical staff 
(378) employed at L.C.C. hospitals and institutions at 
the end of October were Dominion medical graduates. 
Australia supplied the greater number (15), 7 came from 
New Zealand, 1 from Canada, and 4 from South Africa. 
Of 54 assistant medical officers acting as locum tenents 
at the same date, 21 (or 38-9 per cent.) were Dominion or 
Colonial graduates, 9 coming from Australia, 3 from New 
Zealand, 5 from Canada, 3 from South Africa, and 1 from 
' Malta. 


Significance of Pay-bed Wings 

Last week in thanking the Queen for opening the 
paying patients’ wing at St. Mary’s Hospital, Paddington, 
the dean of the medical school, Dr. C. M. Wilson, said 
that the first purpose of a teaching hospital was to set 
up standards of doctoring and nursing for the whole 
country. They had to demand of each new. procedure 
whether it contributed to that end. When they applied 
that criterion to this pay-bed wing they found that it was 
an opportunity to bring the doctor who had gone out 
into practice back to his own hospital, there to play his 
part in the diagnosis and treatment of disease under the 
conditions which only a teaching hospital can provide. 
It was certain, he said, that whereas at the present time 
only a privileged few had the opportunity of working 
under hospital conditions eventually the whole 
would be able to look after their own patients when they 
were really ill in hospital. | 


rofession - 


Hospital Developments at Limerick 


A scheme has been approved for the erection at Limerick 
of a general hospital and fever hospital near the city. 
It is proposed to convert the existing county hospital at 
Croom into a tuberculosis hospital. The scheme will cost 
over £300,000. 


Roya ee Hospital for Rheumatic Diseases, 


The governors of this hospital have accepted the offer 
of the Bath corporation to exchange sites, and to build 
@ new hospital. Steps for preparing and raising the site 
are now being undertaken. 


Whitehaven’s New Hospital 


The Commissioner for Special Areas has agreed to make 
a grant. of £90,000 towards the new hospital scheme 
if the Cumberland county council will increase its proposed 
grant to £20,000 and the Whitehaven town council ite 
grant to £2000. The hospital committee would then be 
assured of capital grants of £112,000. 


Demonstrations of Educational Gymnastics 


Under the auspices of the Ling Physical Educatio 
Association demonstrations of educational gymnastics 
and keep-fit work will be given as follows: at Ki 
Edward's High School for Boys, Bristol-road, Birmingham, 
on Friday, Nov. 19th, at 8.30 p.m.; at the High Schoo 
for Girls, Dover-street, Manchester, on Nov. 25th, at 
4 P.M.; and at East Sheen County School, Hertford- 
avenue, London, S.W., and the Castelnau Estate Church 
Hall, Stillingfleet-road, Barnes, on Jan. 26th, at 8.30 p.m. 
Members of the medical profession are invited to attend. 


St. Bartholomew’s Hospital, Rochester | 

Sixty additional beds will be in use at this hospital 
next year and in order to raise funds for their main- 
tenance: & new contributory scheme is being started. A 
regular weekly contributor will be entitled to receive treat- 
ment for himself and his dependents at the hospital, and 
under certain conditions grants will be made from a 
reserve fund towards the cost of treatment at other 
hospitals. Grants will also be made towards dental and 
ophthalmic treatment, surgical appliances, and ambulance 
and convalescent home services. 


Royal National Orthopedic Hospital, London 


On Nov. 9th a dinner was held at Claridge’s on behalf 
of this hospital at which the Duke of Gloucester spoke. 
He said that during the last 17 years nearly £300,000 
had been spent on land and buildings and improvements 
of which only about £45,000 now remained unpaid. A 
private block was needed at the country branch at Stan- 
more and the present massage and electrical treatment 
rooms were inadequate. In all, the hospital had to 
maintain 490 beds, a large out-patient department with 
over 150,000 attendances and a resident training college. 
For all this something like £70,000 a year had to be raised. 
A collection was made at the dinner when £8869 was 
subscribed. 


A ppointmen 


AORAMAN, WINIFRED L., M.R.C.S. Eng., Assistant Medical 
Officer for Rhondda. 
AN, M.D. Manch., Hon. Dermatologist to the Royal 

mary, ‘Bradford. 

Drxon, G. J., M.B. Dubl., EROR Lond., Medical Registrar 


at Charing Cross Hospital. 

MacGREGOR, ER, M.B. Oamb., L.D.S., Hon. Dental- 
Surgeon at the British Red Cross Society’s Clinio for 
Rheumatism, London. 

OFENHEIM, ANGELA, M.R C.S. Eng., D.A., Hon. Aneesthetistto 
the Invalid and Crippled Children’s Hospital Plaistow. 

ROBINSON, OLIVER, M.R.C.S. Eng, D.M.R.E., Hon. Radio- 
logist to the Invalid and Crippled Children’s Hospital, 


laistow. | 
Sreny, A. G., Pathologist to the Infants Hospital, Vincent- 
square 


WATSON, JEANNIE F., M.B. St. And., Resident S cal Officer 
at the Royal Manchester Children’s Hospital, Pendlebury. 

CAIRD, Dr. A. J., of Carlisle, has been appointed one of the 
Medical Referees under the Workmen’s Compensation Act, 
1925, for the Appleby, Brampton, Carlisle, Haltwhistle 
and Alston, Penrith, and Wigton County Court Districts 
(Circuit No. 3). 
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Vacancies 


For further information refer to the advertisement columns 


Birmingham City Education Committee.—Asst. School M.O., £500. 
Birmingham University. RT in Anatomy, £600. 
Bolton Royal Inf , £250. Also H.P. and 


H.S., at Bl of 2200. and ier respectively. 
Brighton ” Royal Suss co Coury Hosp.—Two Hon. Clin. Asst. 
Anæsthetists. ‘Also H 0. 


5 
Brighton, Sussex Eye Hosp eden road. —-H.S., at rate of £150. 
British Medical “iesociation, Tavistock- -square, W.C.—Asst. 


Secretary, £800. 
caraid. aing Edward VII Welsh National Memorial Association 
t. Tuber. M.O. for North Wales Sanatorium, £500. 
Also Asst. Res. M.O. for Glan ay Hosp., £200. 
or non Gray’s Inn-road, 


Hosp. 
rate of 3100. 
Cheshire County Council.—District Tuber. Officer, £750. 
Chester Royal I AEA .—Surgeon for Orthopædic Dept., £350. 


pper Woburn-place, W.C — Tem mp. 
General Secretary, at rate or £400. 
Connaught Hosp ord-ro Z.—Sen. Res. M.O. and Cas. o., 


»O ad, 
at Neate of B17 5 and £110 "respectively. 
mberland County Council.—Consultant 
Obstetrics, £450. 
Dreadnought Hosp., Greenwich.—H.P. and H.S., each at rate of 


ID 
East Memorial Hosp., Shrewsbury-road, E.—Dental 
Anesthetist, 108. 6d. per session. 
Edgware ill County Hosp.—Res. Asst. M.O., 8400. 
Bene Hosp. Jor Sick Children, Southwark, S.E.—H.S., at rate 
o ` 
General Lying-in Hosp., York-road, S.E.—Jun. Res. M.O. and 
Anæsthetist, at rate of £100. 
p Le .—H.S. to Ear, Nose, and 


in Gynecology and 


shire Roya l Infirma 
Throat Dont., at rate of 
Grove Park Hosp., Oe at A at. M.O., £350. 
Hampshire County Council.—Asst. oar M.O., £600. 
PrN W- coe aby N.W. ponam Hosp., Haverstock Hill, 


Hosp. for Tropica W.C.—Res. Med. 
Supt., 


Gordon-st 
£400. Also Hi Po at rate of Biad. 


Hosp. or Women Soko-square, W.— Clin. Assts. to 
rate of £100, Charge of Outpatients. ” Also Res. M.O., at 
rate o 


aternity Home and Infants’ Hosp.—Jun. Res. 
M.O., at frate of £100. 
IUford tear Hosp.—Res. M.O., £600. 
ord, George Hosp.—Cas. Ò. and Surg. Reg., £150. 
Thiey, M a ac oa Sanatorium.—Jun. Res . M.O., 
Inverness, Royal 


orthern I il —Med. Consultant and Hon. 
raan. 81200 


Isleworth, West Middlesex County Hosp.— Res. Asst. M.O., £400. 
Kettering and rict General Hosp.—H.P., at rate of £150. 
Liverpool al Hosp., Pembroke- lace. — Hon. Ansesthetist. 
London County Council.— Asst. M.O.’s, Grade I, each £350. Also 
Asst. M. Grade II, £250. 
Zonin Hosp. D Denial School, E.—Demonstrator of Operative 
en 


Hosplial E Asst. Radiologist, 2200. Also Registrar 
pee D l £250, and Clin. Asst. to Prosthetic Dept., 


275. 

Maidstone, Ko County Ophthalmic and Aural Hosp.—Hon. 
Surgeon to Ear, Nose, and Throat Dept. me 
Manchester Royal al Children's Hosp, Pendlevury.—Res. H.S., at 

ra oO 
Mancherter, VP bhtnoton Hosp.—Res. Asst. M.O., at rate of 


Mar taal Hosp., 2, Fitajohn’s-avenue, N.W.—Res. M. O., 
edical Research Council, 38, Old Queen-sireet, S.W.—Adminis- 
trative Officer. 
County Council.— Visiting oe for County 
Sanatorium, 3 gns. per eneon. 


Nout oun Ra erwood Village Settle 
m, a e - 
nent Mod. Supt E750. 
Paddington Green Children’s Hosp. W. —Hon. Ophth. Surgeon. 
Also Hon. Physician to Skin 


Plymouth ee.—Sen. Asst. M.O., £750. 
Whiston oe Cotes Hosp. near Prescot. —Visiting ane 

pier ose, oc Throat Surgeon, h gns. per peer on: 

Prince of Wales’s General Hosp., N.—Hon. 
Ear. Nose, and Throat Dept. 

Princess Elizabeth of York Hosp. f ; 
Res. M.O., £200. Also Out-patient M. on and H.S., at rate of 
8175 and £125 resp ectively. 

Queen Mary's Hosp. forthe East End, Stratford, E.—Res. Appoint- 
ments, at rate of £150-£11 

Pa Hosp. for Children, Hackney road. E.—H.P., H.S.,and 
Cas. O., each at rate of £100. 


; RU County Hospital, 


Rochdale, Birch Hill Hosp. ee Res. M.O., at rate of £225. 
Royal Air Force, Dental pei OY odamidan. id 
' ad, W.C.—Med. and Surg. 
a es a O., at rate of £150. Dict. 

Obstet. Asst. and Gynec. R n each at rate of £100. Also 
In-patient Obstet. Asst., Second 
Masonic Hosp., court Bari Sv. —Res. M.O., £300. 

Res. Surg. ys , at rate of £250. 


SW. Oe. in Featerlolo cal Dept. aso. 

St. George Hosp. for Diseases of the ag pee ret W.O — 
Two Hon. Asst. Physicians. 

Salvation Army Mothers’ Hosp., pcre E..—Jun. 
Res. M.O., at Tato of £80. are 


Southampton Free Eye Ho 

Southampton, Royal South {ants soi Southampton Hosp.— 
Res Anæsthetist, H.S. to Ear, Nose, and Throat Dept., d 
Cas. O., each at rate of £150. 

Southend-on-Sea General Ho ene O., at rate of £100. 

South London Hosp. for Clanham Common, S.W.— 
H.P. and H.S., each at rate eof £100. 

Snan Shields County Borough.—Asst. M.O., £500. 

Shields Ingham Infirmary.—Res. Surg. O., £300. 
and Royal Infirmary. —H.S. and H.P., each £120. 
Wolverton-avenue, Kingston-upon- 
mes.—Res. Physician, £725. 

Tunbridge N Wells, Kent and Sussex Hospital.—sS as S., £150. 
Uxbridge, Hillingdon County Hosp.—Res. ‘Asst. M , £400. 
Warwick, King Edward eae 7 emoria Sanao Hertford 


Hill:—Firat Asst. M. O., 8&3 
eronis Diseases, Welbeck-street, W.—Hon. 


£ s 
Wolverhampton, New Cross Hosp. and Institution.— Asst. (Deputy) 


Woolwich ‘and District War Memorial Hosp., Shooters Hill, S.E.— 
H.P. and H.S., each at Tate of B100, Res. Surg. O., £175. 
Also Hon. Laryngologist. 

Worksop, Victoria Hosp.—Jun. Res., £125. 


The Chief Inspector. of Factories announces a vacancy for a 
Cer tifying Factory Surgeon at Brixworth '(Northants). 


Births, Marriages, and Deaths 


BIRTHS 


Bostron.—On Nov. 9th, at Deddington, Oxon, the wife of Dr. 
F. Kenneth Boston—a son. 

CausEY.—On Nov. 11th, at nONEY Cornwell, the wife of Mr. | 
Gilbert Causey, F. R.C.S.—a s0 

DENTON.—On Nov. 13th, the wife aE Dr. Aubrey R. O. Denton, 
of Modbury, S. Devon—a daughter. 

FARMER.—On Nov. 10th, at Westcliff, the wife of Dr. A. Pring 
Farmer, Sudan Medical Service—a daughter. 


LETT.—On Nov. llth, at Cheltenham, the wife of Dr. 
Hamilton Haslett—a ‘daughter. 


MARRIAGES 


ANDERSON—RIGBY.—On Nov. 9th, at Chelsea Old Church, 
Major John Hughes Anderson, R.A.M. C., to Hilda, daughter 
of the late Major Albert Rigby. 


MARTIN—MOWLL.—On Nov. oe at Christ Church, Dover, 


Dr. John Aston Martin, C.M.S. Hospital, Shiraz, Iran, to 
Marjorie, second a ot of Mr. Rutley Mowll, Dover. 


DEATHS 


Brown.—On Nov. 13th, at Newton Abbot, Joseph Jopling 
Brown, F.R.C.S. Edin. 

BROWNE-CARTHEW.—On Nov. lith, Ralph Henry Browne- 
Carthew, M.D. Durk., of Ashley-place, S.W. 

CLAYTON.—On Nov. 12th, William Kitson Clayton, C.M.G. 
T.D., late Colonel Army Medical] Services, of Wakefield and 
Scarborough. 

DoLBEY.—On Nov. 12th, a Y helsworin Hall, Suffolk, Robert 
Valentine Dolbey, M. S.L » F.R.C.S. Eng. . late Professor 
of Surgery at Cairo Gaiversity and late Major R.A.M.C 

GUTHRIE: —On Nov. 12th, at ue Royal Naval Hospital, Chat- 

arry A. L. Guthr ie, Surgeon Commander, R.N. 
named). of Powis-square, W 
NES-PHILLIPSON.—On Noy. 13th, at Hof-street, Cape Town, 
Cecil E. Jones-Phillipson, F. R.O.S. Edin. 


N.B.—A fee of 19; 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths, 


EXTENSIONS TO SALISBURY INFIRMARY.—Extensions 
forming pert of the £80,000 scheme for reconstruction 
at this hospital have been opened by the Duchess of 
Gloucester. Over £48,000 has been raised in three years 
for the scheme, 
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R Medical Diary 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
MONDAY, Nov. 22nd. 
Odontology. 8 P.M. Mr. R. T. Payne: Infection of the 
i Salivary Glands. 
TUESDAY. J 

Medicine. 8.30 P.M. Dr. J. B. McDougall and Dr. E. W. 

Twining: The Clinical Value of the Tomograph. 
WEDNESDAY. 

Comparative Medicine. 5 P.M. Dr. J. Henderson Smith: 
Recent Work on Heavy Proteins in Virus Infection 
and its Bearing on tbe Nature of Viruses. Dr. C. H. 
Andrewes, Mr. J. D. Bernal, F.R.S., and Mr. F.C. Bawden 
will also speak. 


THURSDAY. 
Urology. 8.30 P.M. Clinico-pathological meeting. 
Neurology. 8.30 P.M. Clinical meeting at the West End 


Hospital for Nervous Diseases (Out-patient depart- 
ment, 73, Welbeck-street, W.1). 
FRIDAY. 
Disease in Children. 5 P.M. (Cases at 4.30 P.M.) Dr. C. 
Hardwick: Problems of Undulant Fever in Children. 
Dr. A. W. Franklin: 1. Atelectatic Bronchiectasis. 
Dr. F. D. Hart: 2. Acute Rheumatism Arising in 
the Course of a Staphylococcal Septicemia. Dr. R. T. 
Brain: 3. Urticaria Pigmentosa. Dr. Beryl D. Corner: 
4. Pituitary Tumour with Adiposis Congenitalis Syn- 
drome in a Child aged 2 years. Dr. R. Bevan (for 
Dr. Pearson): 6. Rickets with Multiple Spontaneous 
Fractures. Dr. G. H. Newns: 7-8. Monocytic Leu- 
kemia. Dr. R. H. Bailey (for Dr. Sheldon): 9. Bila- 
torai oe of the Retina following Acute Hydro- 
cephalus. 
Epidemiology and State Medicine. 8.15 P.M. Dr. H. H. 
Bashford : The Contribution of Industry to Medicine. 


ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION. 

WEDNESDAY, Nov. 24th.—2.30 P.M. (11, Chandos-street, 
W.), querer” general meeting. Dr. K.C. L. Paddle: 
The ophylaxis of Dysentery in Mental Defectives. 

THURSDAY.—3 P.M. (1, W.), Prof. F. L. 
Golla : Science and Psychiatry. (Maudsley lecture.) 

Pathological, Bacteriological, and Biochemical Subcommittee. 

TUESDAY.—11 A.M. (11, Chandos-street, W.), Dr. H. A. 
Pullar-Strecker : Recent Advances in Insulin Shock 
Treatment of Schizophrenia. 


MEDICAL SOCIETY OF LONDON, 11, Chandos-street, W. 

MONDAY, Nov. 22nd.—8 P.M., Clinical Meeting. 

ST. JOHN’S HOSPITAL DERMATOLOGICAL SOCIETY, 5, 
Lisle-street, W.C. 
WEDNESDAY, Nov. 24th.—4.30 P.M., clinical case. 
Mr. L. R. Broster: Adreno-genital Syndrome. 
EUGENICS SOCIETY. 

TUESDAY, Nov. 23rd.—5.15 P.M. (Royal Society, Burlington 
House, Piccadilly, W.) Mr. J. C. Trevor: Some 
Anthropological Considerations of Race Crossing. 

MEDICO-LEGAL SOCIETY. 


THURSDAY, Nov. 25th.—8.30 p.m. (26, Portland-place, W.), 
Dr. Julius Burnford: Food Poisoning. 


Wim pole-street 


5 P.M., 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
UNIVERSITY OF LONDON. 


) 
(Bedford College), Dr. Louisa 
Garrett Anderson: Elizabeth Garrett Anderson. 


(Fawcett lecture.) 


BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane- — 


road, W 


TUESDAY, Nov. 23rd.—4.30 P.M., Dr. C. Hinds Howell: 
Syphilis of the Nervous System. l 

WEDNESDAY.—Noon, clinical and pathological conference 
medical). 2 P.M., Prof. J. H. Dible: Ulceration and 

alignant Disease of the Intestine. 3 P.M., clinical 
and pathological conference (surgical). 4.30 P.M., 
r. S. Gloyne: The Pathology of Tuberculosis. 

THURSDAY.—2.15 P.M., Dr. Duncan White: Radiological 
pomonstration, 3.30 P.M., Dr. R. M. Fry: Puerperal 

epsis. 

FRIDAY.—2 P.M., clinical and pathological conference 
(obstetrics and gynecology). 2.30 P.M., Mr. V. Zachary 
Cope: Actinomycosis. 

Daily, 10 a.m. to 4 P.M., medical clinics, surgical clinics 
and operations, obstetrical and gynecological clinics 
and operations, refresher course for panel practitioners. 


TAVISTOCK CLINIC, Malet-place, W.C. 


THURSDAY, Nov. 25th.—8.30 P.M., Sir Maurice Cassidy : 
Cardiac Neuroses. , . : 


WEST LONDON HOSPITAL POST-GRADUATE COLLEGE 
Hammersmith, W. i 
MONDAY Nov. 22nd.—4.15 P.M., Mr. Green-Armytage: 
ecture. 
e aa P.M., Mr. C. Hamblen Thomas: Maa- 
oi 8. 
WEDNESDAY.—4.15 P.M., Mr. H. P. Gibb: Demonstration 
of Eye Cases. 
THURSDAY.—4.15 P.M., Mr. B. G. Simmonds: Lecture. 
eee ward visits, and operations daily at 10 a.M. and 
M. 


CENTRAL LONDON THROAT, NOSE, AND EAR HOS- 
PITAL, Gray’s Inn-road W.C. 
MonpDay, Nov. 22nd, to SATURDAY, Nov. 27th.—Genera] 


Practitioners’ Week. 
FRIDAY.—4 P.M., Mr. F. W. Watkyn-Thomas: Oto- 
sclerosis. 


ST. GEORGH’S HOSPITAL, S.W. 
THURSDAY, Nov. 25th—5 P.M., Dr. 
Neurological Demonstration. 


NATIONAL HOSPITAL, Queen-square, W.C. l 
MONDAY. ney: 22nd.—3.30 P.M., Dr. Macdonald Critchley : 
phasia. 

TUESDAY.—3.30 P.M., Dr. J. P. Martin: Affections of the 
Cranial Nerves. 

WEDNESDAY.—3.30 P.M., Dr. F. M. R. Walshe: Clinical 
Demonstration. 

THURSDAY.—3.30 P.M., Mr. Harvey Jackson: Aids in the 
Diagnosis of Cerebral Tumours. 

FRIDAY.—3.30 P.M., Dr. E. A. Carmichael: The Auto- 
nomic Nervous System. 


HOSPITAL FOR EPILEPSY AND PARALYSIS, Maida Vale, 

THURSDAY, Nov. 25th.—3 P.m., Dr. W. G. Wyllie: Clinical 
Demonstration. 

aS TAL FOR SICK CHILDREN, Great Ormond-street, 

THURSDAY, Nov. 25th.—2 P.M., Dr. Wilfred Pea : 

Hemorrhagic States in Children. 3 P.M., ‘Dent 


- Denis 
Browne: Tuberculous Diseases of Bone in Children. 
Snt patient clinics daily at 10 a.m. and ward visits at 


Anthony Feiling: 


PONTON SCHOOL OF DERMATOLOGY, 5, Lisle-street, 


TUESDAY, Nov. 23rd.—5 P.M., Dr. Hugh Gordon : - 

- a oue ANECON Sar er Sunlight. mi ae Onis 

DAY.—5 P.M., Dr. A. M. H. Gray: e coids and 
Lupus Pernio. (Chesterfield lectures.) 


ST. JOHN CLINIC AND INSTITUTE OF PHYSIC . 
CINE, Ranelagh-road, S.W. AN MEDI 

FRIDAY, Nov. 26th.—4.30 p.m., Dr. Francis Bach : Physical 
Medicine in the Rheumatic Diseases at the Menopause. 


SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 
WEDNESDAY, Nov. 24th.—4 P.M. (St. James’ Hospital, 


Ouseley-road, S.W.), Dr. Donald Hunter: Occupa- 
tional Diseases. 


FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 

MonDaAY, Nov. 22nd, to SUNDAY, Nov. 28th.—Sr. J OHN’S 
HosPITAL, 5, Lisle-street, W.C., afternoon course in 
dermatology (open to. non-members).—BROMPTON 
HOSPITAL, S.W., twice hr at 5 P.M. M.R.C.P. 
course in chest diseases.—NATIONAL TEMPERANCE 
HosPiTaL, Hampstead-road, N.W., Tues. and Thurs., 
8 P.M., clinical and pathological course.—LONDON 
CHEST HOSPITAL, Victoria Park, E., Wed. and Fri., 
6 P.M., M.R.C.P. course in heart and lung diseases.— 
BROMPTON HOSPITAL, S.W., Sat. and Sun., course in 
chest diseases.— Unless otherwise stated, courses are 

- open only to members. 
OER Ney A Fa, Me R 
UESDAY, Nov. 23rd.—3. P.M., - Reginald Broom- 
head: The Non-medical Treatment of Osteo- and 
Rheumatoid Arthritis. 


LEEDS PUBLIO DISPENSARY AND HOSPITAL. 


WEDNESDAY, Nov. 24th.—4 P.M., Prof. S. J. Hartfall: 
oe Treatment of Some Common Disorders of Dinos. 
on. 


MANCHESTER ROYAL INFIRMARY. 
FRIDAY, Nov. 26th.—4.15 P.M., Dr. Orighton Bramwell : 
Cardiac Cases. 
ANCOATS HOSPITAL, Manchester. 
THURSDAY, Nov. 25th.—4.15 P.M., Dr. Reginald Ellis: 
Bronchitis and Asthma. 


UNIVERSITY OF SHEFFIELD. 
SUNDAY, Nov. 2lst, and FRIDAY, Nov. 26th.—Post- 
graduate Clinics at the Royal Hospital, Royal Infirmary 
and Jessop Hospital. 


GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 
WEDNESDAY, Nov. 24th.—4.15 P.M. (Royal Ho 
Sick Children), Prof G. B. Fieming : Medical Quae 


a ee 
SS ee ee 

YARMOUTH HOSPITAL.—A new nurses’ home was 
opened on Oct. 21st at this hospital to replace the old one 
which was never intended to be permanent. The building 
has three storeys and will accommodate some forty nurses. 


i At ad 
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NOTES, COMMENTS, 


EXPECTATION OF LIFE OF THE SYPHILITIC 


AT a meeting in 1929 of physicians and dermato- 
logists in Stockholm the discussion centred on 
syphilis and life assurance. Dr. Strandberg, one of 


the openers, remarked at the end of it that the’ 


compass had been boxed by the various speakers, 
whose opinions had ranged from the most optimistic 
to the most pessimistic. The optimists, he thought, 
had been recruited for the most part from the 


venereologists, the pessimists from the physicians, . 


neurologists, and psychiatrists. The discussion ended 
in the decision that a committee be appointed to 
study the prognosis of syphilis. An outcome of the 
work of this committee has now appeared in the form 
of a more or less preliminary report by Dr. G. Willners, 
the basis of whose calculations are the 364 cases of 
recent syphilis treated at the St. Géran’s Hospital 
in Stockholm in 1913 (Nord. med. Tidskr. Oct. 30th, 
1937, p. 1784). He did not go further back, for this 
,was the first complete year in which the compulsory 
notification of syphilis was operative in Sweden. 
(It may be noted in passing that the total number of 
cases notified throughout Sweden in 1913 was 1941.) 
Willners’s 364 included 270 males whose average age 
was twenty-seven, the youngest patient being 
seventeen, the oldest fifty-three. He was unable to 
trace 83; 47 had died, and 140 were still alive. Of 
the 47 deaths, 5 could be directly traced to syphilis, 
the causes of death having been notified as aortitis, 
general paralysis, and the like. There were 24 deaths 
unconnected with syphilis (pulmonary tuberculosis, 
pneumonia, &c.), and 18 whose causes might or 
might not have been syphilis. Among these 18 
deaths there were as many as 17 of a violent character, 
including drowning, and it was not possible to eliminate 
suicide because of syphilis as being at the root of 
some of them. Information as to the state of health 
of the 140 survivors still remains to be collected. 
The treatment given in 1913 was mercurial, the 
salvarsan era not having yet been established, and 
the era of bismuth not having yet arrived. In 
calculating the influence of syphilis on the duration 
of life of his 270 male patients, Willners has assumed 
that the mortality among the 83 patients who could 
not be traced was identical with that of those about 
whom information could be obtained, and on this 
somewhat optimistic basis he concludes that there 
was an excessive mortality of about 50 per cent. 
among the persons studied. Hence his opinion that, 
from the life assurance point of view, the young man 
who acquired syphilis in the pre-salvarsan, pre- 
bismuth era must be considered as a bad risk. 


HOW CRIMINALS ARE MADE 


FIFTY years ago Lacassagne coined his maxim 
that societies have the criminals they deserve. Mr. 
Henry Rhodes now preaches a stimulating sermon 
from this text. A member of the Institute of 
Criminology of the University of Lyons and of the 
International Academy of Criminology, he is able to 
expound both the improved technique of the modern 
criminal and the ever-growing resources of science 
with which society strikes back. But, when he has 
conducted us round the rogues’ gallery of murderers, 
forgers, confidence tricksters, drug barons, and white 
slavers, it is at us ourselves that he points his accusing 
finger. We have these criminals because we deserve 
them. Overcrowding, for instance, means that all 
the members of one family, different generations and 
different sexes, sleep together in a single room, 
This develops the Œdipus complex, the son’s jealousy 
of the father, a theme which is repeated on several 
pages of the book. Mr. Rhodes observes also that our 
civilisation is always giving the child a toy and taking 


1The Criminals We Deserve. By Henry T. F. Rhodes. 
London: Methuen and Co. 1937. Pp. 257. 7s. 6d. 
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it away again; thus the withholding of alcohol in 
prohibitionist America led to gangster crime. Better 
education, he says, has created the intelligent capa- 
city to enjoy ; yet social conditions deprive the vast 
majority of an adequate standard of living. The 
competitive element is all wrong. Fierce com- 
petition forces: fire assessors into vast frauds in order 
that a Leo Harris may make a bare living. Ideas of 
individual property, whether in the possession of 
chattels or of a wife, foster the instinct of covetous- 
ness. Soviet Russia, hints Mr. Rhodes, is the most 
hopeful field for a crimeless existence, because in 
that country crime can be properly defined in terms 
of the whole community and differentiated from 
social behaviour. Abolish private property and you 
abolish larceny. The statistics of theft rise and fall 
with the price of wheat. 

The outlook, we conclude, is bleak. Our crime is 
costing us more. There is an increase in the popula- 
tion of persons ‘ twisted in the making,” a rise in 
sexual and unnatural offences, in forgery, and in 
false pretences. Our system of punishment, says 
Mr. Rhodes, creates many more criminals than it 
cures; it confirms in them that anti-sociality which 
is an amplified function of its own defects and 
failures. He has made us feel thoroughly uncomfort- 
able. Almost it surprises us to find that we still 
meet more good citizens than criminals. It is a lame 
rejoinder, but let us defiantly pretend that we deserve 
the good citizens too. 


A CRITIC OF INJECTION TREATMENT OF 
HERNIA 


THE treatment of hernia by sclerosing injections 
has been attracting much attention of late, and in 
the opinion of P. Romualdi has aroused more enthu- 
siasm than it deserves (Attualitd med. 1937, 2, 169). 
He regards it as a valuable accessory to surgery in 
the rare cases where there is some very strong contra- 
indication to operation, but he claims that its advan- 
tages as compared with operation have been greatly 
exaggerated, and that, on the other hand, the modern 
operation for hernia is so simple and safe and offers 
so good a chance of cure that it is the procedure of 
choice in the average case. It is pointed out that the 
may take a long time, during 
the whole of which a truss must be continuously 
worn (and the necessity of obtaining a truss at all 
is a serious drawback for poor patients), that it is 
not always possible for a patient to carry on his 
work during the period of treatment (and this again 
would apply chiefly to poorer patients engaged in 
hard manual employments), and that it is not alto- 
gether free from the risk of serious complications 


. such as peritonitis from accidental perforation of a 


loop of bowel or strangulation. In comparing 
results, moreover, it must be remembered that the 
cases that are the least favourable for operation 
such as those with very large hernial orifices or, 
complicated by a chronic cough, are the very cases 
in which even its ardent advocates advise against 
the injection treatment and in favour of surgery. 


PHILOSOPHY OUT OF FICTION 


In a book? following closely on the heels of one 
noticed in these columns this time last year Dr. 
Macpherson Lawrie stresses many of the same points 
from a different angle. Marriage and its difficulties 
are his main theme, but in tracing the origin of these 
difficulties the author delves into the problems of the 
sound physical and mental upbringing of children 
and the maintenance of bodily and mental health 


1 Love, Marriage, and Divorce. By Macpherson Lawrie 

Physician in Psychological Medicine to Queen Mary’s Hospital 

tor mo Bant End, London. London: Methuen and Co. 1937. 
e e 8. 
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throughout life. The first part of the book tells the 
story of a young couple who fail to make a success 

of their married life. Their failure is ascribed by 
' Dr. Lawrie to emotional over-sensitivity on the part 
of the man and lack of psychological experience on 
the part of the woman; both of these conditions 
originating in unwitting mismanagement by their 
parents in early youth. He draws these characters as 
classical examples of types which he believes are 
common in the world to-day, and contends that they 
and their troubles are at the bottom of an immense 
amount of individual and racial unrest and unhappi- 
ness. The second part of the book is devoted to a 
consideration of the various ways in which the bodies 
and minds of men and women are wrecked by faulty 
upbringing and the direct bearing of this on the 
production of unhappiness in marriage. Dr. Lawrie 
will not have heredity blamed for more than a 
minimum of the world’s troubles; the infant is not 
born with a load of original sin. On the contrary 
he maintains that “ nature in the raw ” before it 
has been spoiled by physical and psychological mal- 
nutrition has essentially excellent and desirable 
qualities. The book ends on a note of optimism, for 
though most of us are seen as struggling against such 
heavy odds as unnecessary fatigue, bodily discomforts 
of one sort or another, and wrong thinking on matters 
of sex, yet in Dr. Lawrie’s view these handicaps can 
largely be removed by taking thought. 


VITAL STATISTICS OF MINNESOTA 


THE number of persons in Great Britain likely to 
be acutely interested in the detailed vital statistics of 
the State of Minnesota would, one might surmise, 
be small. But if there is a small but select band of 
enthusiasts then they are well served by Calvin F. 
Schmid, associate professor of sociology in their univer- 
sity. In his book, ‘‘ Mortality Trends in the State of 
Minnesota,” 1 he produces innumerable statistics to 
show the course of the death-rate there in the last 
quarter of a century, its variation and secular trend 
at ages, by sex, by race, by marital status, by cause, 
and by season. t causes exact the greatest toll 
of death in Minnesota? What are the trends of 
death-rates from automobile accidents, suicide, homi- 
cide, tuberculosis, appendicitis, and other causes ? 
Has the seasonal variation of mortality changed in 
Minnesota ? He with a desire to know will find it all 
here set out quite simply, together with plenty of 
references to relevant data on each subject. He will 
not find anything new in the way of methods or that 
the inhabitants of Minnesota differ very much in 
their vital statistical habits from those of more 
familiar countries. The males, as elsewhere, drown 
themselves accidentally more freely than the females, 
both sexes die less in infancy to-day than thirty years 
ago, less succumb to tuberculosis but more to heart 
disease, cancer, and diabetes. Neonatal mortality 


fails to improve, females die more frequently than | 


males from whooping-cough, childbearing grows more 
dangerous as women grow older. All well-worn 
statistical observations but none the less important 


to Minnesota. 


A MODERN HERBALL 


THERE is a pleasant flavour of Gerard’s Herball 
about Mrs. Leyel’s monograph? on tisanes, elec- 
tuaries, and juleps—not to mention robs. She is so 
familiar with the herbs that are pleasant to the taste 
that she has been able to call them all by name, 
to recite happy things that have been said about 
them by poets through the ages, to associate them 
with much interesting folk-lore, and to induce Miss 
Rivers-Moore to make attractive line drawings of 


3? The University of Minnesota Press; London: Humphrey 
Milford, Oxford University Press. 1937. Pp. 325. 16s. 

2 Herbal Delights: Tisanes, Syrups, Confections, Electuaries, 
Robs, Juleps, Vinegars, and Conserves. By B8. C. F. Leyel 
with drawings by . È. Rivers-Moore. London: Faber and 
Faber. 1987. D. 429. 15a. 
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them. The indexes of familiar names in English, 
French, German, and Italian are alone worth the 
pice of the book, and it would be churlish to expect 

he soberer fruits of physiology in such a collection, 
although it is a little surprising that one who knows 
plants as Mrs. Leyel does should think that their 
respiration is opposite to that of animals, or that the 
wala dies has a special action on the mesenteric 
g S. 


WATSON CENTENARY 1837-1937 


AMONG the industries in this country with a long 
record the optical trade holds an honourable position. 
Particularly is this so with microscope makers, nearly 
all of whom go back for three or more generations. 
An example of: interest is the firm of W. Watson and 
Sons Ltd., whose centenary is being celebrated this 
year, and who have issued an interesting historical 
account of their inception and progress. The business 
was started by, William Watson at 71, City-road, E.O., 
and since that time has been carried on by his 
descendants, some of whom are still controlling the 
activities of this firm. To those interested a copy 
of this centenary brochure will no doubt be sent on 
application. 


Mr, ANTHONY PALIN writes: It has been brought 
to my notice that certain dramatised and exag- 
gerated accounts have appeared of a corneal Po 
operation which I recently performed on a hospi 
patient. I wish to say that these reports were 
entirely unauthorised by myself or by officials of the 
Bristol Eye Hospital. i 


HÆMORRHAGIC DISEASE OF THE NEW-BORN.—Dr. 
Norman B. Capon draws our attention to an error on 
p. 261 of our issue of July 31st. The total number of 
cases of hæmorrhagic disease of the new-born discussed 
in his paper at Belfast should have been given as 63, 
not 68, and of these 58 recovered. An account of 61 
of the cases was given in Tum LANCET early this 
year (1937, 1, 431). l l 


CYSTS OF THE UPPER INCISOR REGION.—Mr. H. T. 
Roper-Hall, M.B., B.D.S., writes: “I am grateful 
to the readers who have been so kind as to send me 
details of their cases of the above type for the paper 
I am preparing. As these conditions are not common 
I shall be glad if readers will be good enough to help 
me further with details of cases, interesting models, 
diagrams, slides, or radiograms, or references in the 
literature. The cysts can be classified as >: (a) anterior 
retention cysts at the angle of the nose, between the 
lip and the alveolus; (b) fissural cysts, between the 
teeth (median fissural cysts, and lateral or globulo- 
maxillary cysts) ; (c) incisive canal cysts—i.e., behind 
the mcisor teeth; and (d) dermoid or inclusion 
cysts.” Mr. Roper-Hall’s Birmingham address is 
43a, Calthorpe-road, Five Ways, Birmingham, 15. 


PROTEIN SENSITIVITY TEstTs.—The practitioner 
often feels the need of a simple outfit wherewith he 
can determine whether a patient is sensitive to cer- 
tain proteins, or whether he does in fact suffer from 
true hay-fever. The Cuti-Reactions Outfit now issued 
by Allen and Hanburys Ltd. (London, E.2) makes 
such a proceeding about as easy as it can be. A 
small box contains 35 small ampoule droppers— 
each sufficient for several tests—and a scarifier. 
There are three “ primary groups ” (A, B, and C) with 
which the test is started. If one of these groups 
should give a positive reaction, the test can be con- 
tinued with the members of that group, “ A ” being 
vegetable foods, ‘“ B” animal foods, and ‘‘ C ” dusts 
and pollens. The different members of each up 
are suitably pooled—all the grass pollens bein 
together in one tube, the tree pollens in another, ead 
so on. An instruction book is included and also 
some test cards on which the results may be entered. 
The outfit is compact and convenient and is sold 
at a reasonable price. ee 
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ADDRESSES AND ORIGINAL ARTICLES 


HUXLEY: THE BRAIN AND THE MIND * 
By E. D. ADRIAN, M.D. Camb., F.R.C.P. Lond., F.R.S. 


PROFESSOR OF PHYSIOLOGY IN THE UNIVERSITY 
OF CAMBRIDGE 


NINETY-FIVE years ago Thomas Henry Huxley 
entered Charing Cross Hospital as a medical student 
after serving for a year as an assistant to Dr. Chandler 
in Rotherhithe. In those days medical studies were 
taken in an inverted order, or in no order at all, for 
Huxley began in the surgery of a slum practice and 
then went on to chemistry, physiology, and anatomy 
at this hospital. He took his M.B. after three years, 
became a surgeon in the navy, and was soon appointed 
to the frigate Rattlesnake which was to survey East 
Indian and Australian waters. Macgillivray was the 
official naturalist to the ship and Huxley the assistant 
surgeon, but it was understood that he would do his 
share of the scientific work. He went out fully pre- 
pared to collect and study marine animals and on the 
Rattlesnake he found his abiding interest in zoology 
and was lost to medicine. | 

A man with his eager curiosity and great driving 
power would never have kept away from scientific 
research of some kind—he published a paper on the 
structure of the hair when he was a medical student 
and managed to interview Faraday (“ a little man in a 
brown coat’’) on a project for a perpetual motion 
machine—but the complete abandonment of medicine 
is interesting in a man of such humane interests. 
It was not from any lack of acquaintance with sickness 
and misery. He records how he saw patients in the 
East End “who were really suffering from nothing 
but slow starvation and men who did not revolt 
because drink and disease had left nothing in them.” 
But he had the faith of his era in the achievements 
of natural science, in the absolute value of the truths 
which it revealed as well as in their practical use in the 
world. At Charing Cross his teacher, Wharton Jones, 
showed him that physiology could be treated on the 
same high level as physics and chemistry. Huxley 
with his “ ineradicable tendency to try to make things 
clear ” must have had very little sympathy with the 
traditions and ritual of the medicine of those days, 
and it must have been, an unequal contest for his 
interest between the art which dealt ineffectively 
with such distressing material and the new science 
of physiology, interesting in itself and obviously 
an essential background for scientific medicine. 
Though Huxley did not stay a physiologist, the many 
editions of his text-book survive to show that it was 
one of his abiding interests. This was not merely 
for its own sake or for its connexion with medicine ; 
he believed a training in biology to be an essential 
part of education and he believed that education was 
the best physic for a contented social order and against 
poverty and disease. As biologist, educational 
reformer, philosopher and great man of his time, 
he probably did far more for the progress of medicine 
than if he had been on the staff of bis hospital. 


HOW THE BALANCE SHOULD BE STRUCK 


A lecture which commemorates Huxley the medical 
student can hardly avoid reviewing the advances 
which have been made since he studied ‘here, and as 


* Biennial Huxley lecture given at Charing Cross Hospital 
medical school on Nov. 18th, 1937. 


a physiologist I ought to begin by celebrating the 
successful invasion of this science into medical 
teaching and practice. But I am not sure that the 
invasion has not been almost too successful, for 
there is some danger that physiology having pene- 
trated into the realm of zoology on the one side and 
of medicine on the other will become absorbed in the 
vast territories it has conquered and will cease to 
exist as an independent science. For its offspring, 
biochemistry, the danger is not so immediate, though 
the biochemist has already made himself so indispens- 
able to medicine that it may soon become difficult 
for him to follow his own devices. How this situa- 
tion will develop no one can foretell, and we do not 
really know how it ought to develop, how the balance 
should be struck between the academic and the 
practical. But there is one branch of medical science 
in which the two fields of interest have always 
blended. In neurology true clinical research from 
Huxley’s time onward has had the closest possible 
relation with experimental physiology, and progress 
has been due to hospital wards and laboratories 
alternately. For this reason and because the subject 
made a special appeal to his philosophical interests 
I shall try to consider a few of the present lines of 
advance in our knowledge of the nervous system. 
For Huxley neurology was an essential part of the 
science of the human mind and of human behaviour. 
Though he maintained that he was no materialist, 
in his “ Life of Hume ” he says : 

‘t The roots of psychology lie in the physiology of the 
central nervous system. What we call the operations of 
the mind are functions of the brain and the materials of 
consciousness are products of cerebral activity.” 


This was written 50 years ago and since then we have 
found out many things about the brain and the mind 
which were unknown to Huxley. Has our outlook 
been greatly changed by increasing knowledge ? 
Have we lost the certainty of the Victorian scientists ? 
Are we in any better position to understand normal 
and abnormal behaviour, how much, in fact, have we 
really advanced since Huxley’s time ? 

The answer must be that Huxley’s position remains 
the only possible one for the biologist in spite of some 
unforeseen difficulties which have appeared; and 
that the science of human behaviour has indeed 
progressed in spite of the fact that we have still almost 
as much reason to fear its aberrations. 

Those who are preoccupied with the body and its 
disorders will have a natural bias towards Huxley’s 
conclusion, that the brain determines the mind, but 
its general acceptance is also due to the continued 
advance of the physiology of the living cell. This 
has been greatly influenced by an important branch 
of neurology which began just 150 years ago and has 
gone steadily on its academic way ever since. From 
the time of Galvani’s observations on animal electricity, 
celebrated last month in Bologna, nerve-fibres and 
muscle-fibres have been experimented upon by 
physiologists in every country. Their aim has been 
to explain the mechanism of nervous conduction and 
muscular contraction in terms of molecules and 
physico-chemical forces and they have been encouraged 
by the mechanical precision with which nerves 
conduct and muscles contract. Progress has been 
slow having regard to the vast amount of research 
done in the field of muscle and nerve physiology. 
Perhaps it has been no slower than might have been 
expected, for the cell physiologist can advance no 
faster than the physical chemist who supplies him 
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with the conceptions he must use, the ions, oriented 
molecules, and polarised membranes. None the less 
the hope of explaining the living in terms of the non- 
living has attracted and continues to attract some 
of the ablest investigators. At the present time, 
for instance, we are in the middle of a boom period, 
thanks to developments in electrical technique. 
A recent discussion of nerve problems at the Royal 
Society attracted physiologists from the ends of 
Europe and showed most clearly that real advances 
had been made. One chapter is, in fact, almost 
complete; now that the nervous signals can be 
studied by direct electrical observation we might 
very well write off from various physiological journals 
the thousand or more pages which discussed such 
points as the form and frequency of impulses in the 
period before the advent of the valve amplifier. 
The interest has now shifted again to the fields of 
cell or molecular physiology, the mechanism of 


electrical excitation and of the conducted wave.’ 


It matters little that the mechanistic plan of atoms 
and electrons has ceased to be the ultimate reality 
of theoretical physics. After all the plan is still 
good enough for the main structure of physics and 
chemistry, and if the direction of advance has to be 
changed, physiology is so far in the rear that it should 
be easy to bring its theories into the new alignment. 
Progress has been equally eneouraging in a related 
but more obscure field. Within the central nervous 
system the most important cellular activities are 
not those relating to transmission along the axons, 
but to transmission from one cell to another across the 
region of dendrites and synapses. This is a harder 
field to explore and until the present century all that 
was known of the junctional region was its struc- 
ture. The functional problems were defined when 
Sherrington compared the response to stimulation 
in the nerve-fibre and the reflex arc. Since then 
conduction in the spinal cord has been studied in 
great detail and we are now in a fresh period of 
activity with two entirely new methods. One is the 
analysis of the electric changes which take place in 
the regions where there are synapses, in nerve ganglia 
or in the spinal cord, and the other is the search for 
the specific chemical substances which may be 
concerned in transmission from cell to cell. With 
Dale and Loewi’s evidence for acetyl-choline as the 
stimulant liberated by nerve-endings no one would 
be surprised to hear that the same kind of humeral 
transmission had been found in the brain. The 
suggestion opens up the most alluring prospects and 
there is already evidence enough to raise our hopes. 


ORGANISATION OF CELL UNITS 


I have mentioned these more academic branches of 
neurology because in them there. has been a steady 
progress with no sign of unusual difficulties ahead. 
From all the evidence there is no reason to suppose 
that the cell units of the nervous system differ greatly 
from excitable cells elsewhere. They are less stable, 
no doubt, and their reactions are less stereotyped, 
but the mechanism of excitation and conduction 
is the same in them as in the muscle-fibre. The 
special properties of the central nervous system must 
be due to the special way in which its units are 
organised. | | 

Up to a point the organisation of the units is no more 


difficult to understand than their individual reactions, 


thanks to Sherrington’s analysis of the spinal reflexes. 
In a famous book, now 30 years old, he pointed out 
that the function of the central nervous system is 
to produce an integrated behaviour, to weld cells 
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and. tissues into a single organism. The higher the 
degree of synthesis the harder it will be to discern 
the components, the machinery which builds up the 
smoothly changing patterns of activity. By remov- 
ing the brain, however, the unifying control is 
destroyed and the different parts of the machinery 
are more in evidence. ‘‘ Spinal” or “ decerebrate ” 
behaviour is a collection of separate activities, each 
coérdinated but on much simpler lines, and with 


- them it is possible to study the ebb and flow of excita- 


tion and inhibition, the factors on which integration 
depends. 


INTEGRATION AT VARIOUS LEVELS 


But the difficulties of analysis are of a different 
order when we pass to higher levels of the nervous 
system and more fully integrated behaviour. At 
first there are merely anatomical complexities to 
contend with. Even in the spinal scratch reflex 
Sherrington finds that 27 different muscles come 
into play and in the postural reactions managed 
by the brain stem there is scarcely any part of the 
body that does not. It is a triumph of analytical 
neurology to have dealt with such elaborately 
organised activities, but the work of Magnus and 
Rademakers on the postural reactions seems to have 
reached the high-water-mark for this method of 
approach. Rademakers has now listed most of the 
reactions involved in standing and his description 
fills a large book which could scarcely be shortened, 
yet the standing posture exists merely as a back- 
ground to the dominant behaviour dictated by the 
cerebrum. This seems to demand integrations of an 
entirely different order of complexity and it becomes 
questionable whether anything which we can call 
intelligent behaviour could be analysed, like standing, 
into a reasonable number of simple reactions. 

Naturally this has been attempted many times, 
from Gall and the phrenologists onwards. The 
cortex has been mapped out into areas specially 
concerned with particular fractions of intelligent 
behaviour and the synthesis has been supposed to’ 
follow from an interaction of the different centres. 
Broca’s finding of the motor speech centre showed 
that definite localisations of this kind were certainly 
possible and at one period the cerebral mechanism 
for speech seemed to be satisfactorily represented 
by diagrams of the centres for reading, writing, 
“internal speech,” &c., linked by association 
tracts in the left hemisphere. Even if the existence 
of these centres had been proved it is doubtful if we 
should have been much nearer to an understanding 
of speech in terms of nervous activities, but it was 
only by judicious selection of the facts that actual 
cases of aphasia could be made to agree with the 
diagrams ; no one now tries to make them. The fact 
is the cerebrum has not justified the expectation 
that it could be analysed as a simple mosaic of cell 
groups each dealing with a particular kind of mental 
activity and storing a particular set of memory 
traces. Certainly the projection areas are essential 
for different functions, e.g., the striate area for 
vision and the temporal for hearing, but beyond 
this there is little evidence for a detailed correlation 
between particular operations of the mind and 
particular parts of the brain. 

Lashley has often pointed out that in almost any 
kind of learning it is quite unnecessary for the same 
receptors to be used repeatedly. We can learn the 
look of the letter A by contemplating an A of any 
size or colour. Somehow the cerebrum becomes tuned 
to the particular shape, but it cannot be because the 
same nervous pathways: have been excited when- 


THE LANCET] 


PROF. E. D. ADRIAN : HUXLEY---THE. BRAIN. AND .THE MIND 


[Nov. 27,1937 1235 


ever the shape is seen. 
arises from the effects of damage to the brain, except 
in the. projection areas, for small lesions rarely produce 
an isolated destruction of individual memories or 
abilities. A lesion must be large if it is to be effective 
at all, and then it leads to a general weakening of. an 
entire department. of intellectual activity, the produc- 
tion or comprehension of speech for instance, or the 
discrimination of visual patterns. The weakening is 
roughly proportional to the extent of the damage: 
thus in Head’s studies of sensory defects and of 
aphasia it is the complex activities which suffer most, 
judgments of spatial localisation being disturbed by 
lesions too small to affect the mere recognition of 
similarity and. difference. And in the solving of 
maze problems by rats Lashley has found a similar 
mass effect of the cortex, a loss of efficiency pro- 
portional to the amount destroyed but not varying in 
quality with the position of the lesion. 

As usual, any general statement which we can 
make about the cerebrum can be countered by a long 
list of exceptions. Now that the neuro-surgeon 
must šo often explore the surface of the brain with 
electrical stimuli there has been a fresh crop of 
evidence of localised activities. Stimulating a 
particular region may produce a particular mental 


picture—e.g., the complex aura of an epileptic fit, 


or a particular set of skilled movements; and small 
injuries in certain positions may cause specific defects. 
We may expect that such evidence of localisation 
will accumulate ; nevertheless it is unlikely to affect 


the general conclusion that there is no anatomical, 


point-to-point relation between the brain and the 
mind. This is illustrated by the recent evidence as 
to the activity of the frontal lobes. Being associa- 
tion areas, specially developed in- man, the frontal 
lobes might well be concerned with the more elaborate 
intellectual processes. Bilateral removal (Brickner’s 
case) certainly causes a decided change for the worse 
in the personality, but Jefferson describes eight 
unilateral cases where there was no change at all, 


at least no general defect and no loss of any specific, 


aspect of mental activity. 


A HIGH DEGREE OF ELASTICITY 


Thus we, have no detailed anatomical basis for 
memories and intelligent actions. The factory which 
produces. the materials of consciousness is not made 
up of .a vast number of independent sections each 
turning out a particular product. There is a high 
degree of organisation and a high degree of elasticity, 
so that minor accidents have little effect ; on the other 
hand, a major breakdown in any department may 
affect the efficiency of the whole concern. 


The elaborate organisation of the brain is dowa 


by another set of facts relating to changes in the 
general level of cerebral and mental activity. As 
Head has pointed out, a loss of function due to 
destruction of the cortex is not a constant quantity 
but depends on factors which can change rapidly and. 
are related to emotional tension and alertness. 
normal fluctuations in the efficiency of our behaviour 
seem.to depend on general factors of the same kind. 
A new method of research has been introduced by 
Berger’s discovery that it is possible to record the 
electrical activity of the brain with the skull unopened, 
and records made during sleep and waking, with the 
attention fixed or wandering have supplemented the 
data from patients and anzsthetised animals. From 
these it appears that the level of nervous activity 
depends on widespread interactiong between different 
parts—e.g., the cortex and the thalamus, or the 


The same kind of difficulty 


The. 


brain stem and the ductless glands. Thus the: centre 
of interest in cerebral physiology has now shifted | from: 
the motor cortex to the diencephalon. This is the. 
region which seems to have the most direct influence: 
on the general level of activity, for interference. 
with it may induce either sleep or manic excitement, 
and Cannon and Bard have shown that it is, closely 
connected with the bodily expression of anger. — - 
We are very far from understanding the parts 
played by cortex, thalamus, and hypothalamus in 
the change from sleep to waking or from anger to 


. happiness, and this is not the occasion for considering 


the various schemes of cerebral machinery which. 
have been proposed to account for such things as the 
transfer of learning or the mass effect of lesions. 
Both Pavlov’s work and. Lashley’s contain sug- 
gestions which may resolve the difficulty, but at. 
present we do not know what kind of change takes 
place in the brain when something is learnt and it is 
important to realise our ignorance. All that can 
be said is that the cerebral cortex does not make up 
the whole of the mechanism for intelligent behaviour 
and that the level of activity in any region may 
depend on interactions- which include the more 
primitive regions as well. Indeed, everything points 
away from the analysis of behaviour in terms of 
isolated reflexes and association systems and we 
must face the idea that the whole brain coédperates 
in any of its activities, although we do nor shal what 
kind of mechanism is involved. 


THE WHOLE BRAIN COSPERATES 


Far from being a confession of failure this means 
that cerebral physiology is now facing its most 
important problem. It is facing it armed with new | 
methods of all kinds, maze learning in animals, 
biochemical and ‘pharmacological tests, records of 
electric changes in the cortex, and observations on 
patients deprived of various parts of their. nervous 
system, But the change in physiological outlook 
is noteworthy for another reason—because it corre- 
sponds in a measure with the change in psychological 
outlook which has come since Huxley’s death. The 
change can be seen most clearly by comparing a 
modern text-book of psychiatry with one written 
50 years ago. In those days, as Bernard Hart points 
out, psychiatry tried to advance much as neurology 
was trying, by setting up hypothetical schemes of 
mental disorder and then forcing the symptoms to 
fit. The key points of the scheme were not different 
cortical centres, but the faculties of cognition, emotion, 
and volition; it seemed reasonable to analyse dis- 
orders of the mind in terms of these faculties much 
as disorders of speech were to be analysed in terms 
of word centres in the cerebrum. The attempt 
broke down in face of the bewildering variety of 
mental symptoms, and Kraepelin, using the proper 
method of clinical research, found that there were 
two main groupings which had very little relation 
with these faculties of the mind. Kraepelin’s dementia 
precox and manic-depressive insanity have now 
become tendencies rather than diseases, and the 
particular mental reaction type has been found to bear 
some relation to the type of body. On the theoretical 
side, however, the greatest change has come with the 
general acceptance of the idea that conscious behaviour 
is guided by a- balance of unconscious forces and 
would be impossible without them. For this Freud 
is mainly responsible. His forces ‘are conceived in 
psychological terms—hopes and fears in an unconscious 
mind—and for most of us it is very difficult to decidé 
how much is essential and how much merely dependent 
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on a particular way of stating the case. It would be 
absurd, too, to pretend that amongst Huxley’s teachers 
and contemporaries there were not some who could 
predict a man’s behaviour as shrewdly as anyone can 
nowadays, and there are phrases in the writings of 
Sir James Paget, of Weir Mitchell, and of Gowers 
which show their understanding of the hysterical 
temperament. Yet their generation had not Freud’s 
conception of unconscious drives moulding the 
personality and colouring every thought. For them 
the will held the balance between conflicting impulses 
and was a superior power guided by reason: for us 
reason is less in control, since the organisation of the 
mind seems to be not unlike the organisation of the 
brain with a conflict of driving forces in the background, 
though the final product may appear as a smoothly 
integrated activity. 

I have a vivid recollection of the puzzled excite- 
ment with which we discussed Freud’s theories when 
we were medical students in Cambridge before the 
war. The central idea then seemed as unlikely as 
was the detailed analysis of dreams and trains of 
thought ; but nowadays the central idea seems too 
obvious to discuss, and, whatever we may think 
of the details of psycho-analysis, we can scarcely 
consider disorders of the mind without making some 
use of the Freudian conception. 

No doubt the change has been assisted by the 
natural shift of emphasis when one generation 
succeeds another. There have been other formula- 
tions of the same position, less challenging than 
Freud’s, and Pavlov’s work on conditioned reflexes, 
though it has little to do with psychology, has been 
far more important in one country in changing the 
popular conception of the mind. Whatever its 
causes, the change has had far-reaching effects, more 
on social behaviour generally than on the specialised 
activities of neurologists and psychiatrists, for there 
was more to change in the layman’s point of view. 
It has altered the relation between parents and 
children and made us less sure of ourselves. We 
are less shocked than we might have been at the 
idea of developing beliefs and loyalties by state 
propaganda, more ready to accept the challenge that 
our scientific deductions will depend on whether we 
were bred capitalist or communist, Aryan or non- 
Aryan. There is nothing new in the idea that reason 
is not the main guide of human activities, but 
nowadays we have to consider it as a scientific 
statement, not merely as a satirist’s invention to 
shame us into good behaviour. 

This change of outlook favours Huxley’s general 
conception of brain and mind. It is true that the 
Freudian mechanism is a psychologic affair and not 
a neural, but advancing knowledge of cerebral and 
mental organisation seems to be leading neurologists 
and psychologists towards a common ground. Both 
are concerned with the driving forces, whether they 
are the incentives to intelligent action or the physical 
and chemical factors which control the level of 
activity in the cortical networks, and both have new 
methods of attack of great promise. Although we 
are not yet sure of the neural basis for the simplest 
intelligent action we are probably at the beginning 
of a period of rapid progress in cerebral physiology, 
and we are certainly nearer to an understanding of the 
psychological factors which control behaviour. 


PRACTICAL RESULTS ? 


Meanwhile, someone will ask, what practical results 
have followed from this increasing knowledge, what 
advances have there been in the control of abnormality 


or disease? No one doubts that disorders of the 
nervous system are better understood and treated 
than in Huxley’s time, though there has been no 
success as yet with disseminated sclerosis and some 
of the slow degenerations. With the psychoneuroses 
there is certainly more understanding, though it is 
hard to avoid the impression that there is also more 
disease. It is with the major disorders of the mind 
that there has been a relative failure. There are 
some new empirical treatments with a limited success 
and in some cases the prognosis can be given with 
greater certainty, but it has to be owned that an 
increased understanding of the insane personality 
has not yet done much to restore it to sanity. So 
at least it appears to an onlooker. This failure 
is to be regretted but it is not surprising. The 
advance has been mainly on the psychological side 
and can only suggest psychological lines of treatment. 
For the psychoneuroses these may be enough, but 
in the psychoses the patient has become inaccessible 
to such treatment because his thought has ceased to 
run along the customary lines. To restore it would — 
seem to involve treating the bodily changes which 
must certainly occur when the mind becomes incapable 
of bearing its normal burdens, and until we have more 
knowledge of them there can be no rational treatment 
of the disorder. | 


An advance in the treatment of disease has often 
come from a direct attack with a limited objective, 
but sometimes the position is turned by a movement 
on another front. Direct research in psychiatry is 
essential and may hope, with reasonable luck, to 
produce the most immediate results—for instance 
there are various problems as to the inheritance of 
mental disorder which can only be solved by specific 
clinical investigation. Yet the general advance of 
psychology and neurology has already had an indirect 
influence on psychiatric treatment. It has had a 
more important influence on the treatment of minor 
disorders, psychoneuroses, or the disorders of conduct 
which infringe the rules- of society. In this field 
the practical results are clear. 


We need not hope for the time when the medical 
experts will be required to deal with all conduct 
which is thought by the ruling class to be antisocial. 
There will be quite enough to decide if we are called 
on to breed out abnormalities and produce a 
standardised race. But it is none the less the logical 
outcome of Huxley’s creed that the biologist should 
become the expert on human as well as on animal 
behaviour. We are still too ignorant to suggest 
many improvements in the accepted methods by 
which a society controls its members, though lately 
we have been bold enough to assert that hungry men 
are often discontented and that prison does not always 
induce repentance. This is perhaps enough at the 
present stage. Huxley speaks somewhere of biological 
science as providing an antidote to “that phase of 
despair through which the student, if he takes an 
earnest interest in social problems, will assuredly 
sooner or later pass.” I suppose an occasional 
phase of despair for the pains of mankind is still a 
valuable part of our medical training. We cannot 
nowadays extract so much comfort from the doctrines 
of evolution or of the survival of the fittest, but we 
are not without compensations. One is the knowledge 
that medical and biological research since Huxley’s 
time has greatly lessened pain and disease ; the other 
is the more ambitious belief that by research on the 
brain and on the mind we shall come to understand 
and control the forces which determine human 
behaviour. 
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STRIKING results have followed the treatment of 
streptococcal puerperal sepsis by the two diazo com- 
pounds, (1) the hydrochloride of 4’-sulphamido-2 : 
4-diaminoazobenzol (=Red Prontosil) and (2) the 
disodium salt of 4’-sulphamidophenyl-2-az0-7-acetyl- 
amino-l-hydroxynaphthalene 3:6-disulphonic acid 
(=Prontosil Soluble) (Colebrook, Kenny et al. 1936 
a and b). There were however several reasons for 
determining whether similar or even better results 
could be obtained with the colourless compound, 
para-aminobenzenesulphonamide, the remarkable 
antistreptococcal properties of which were first 
described by Tréfouél, Nitti, and Bovet (1935). 

In experimental infections of mice this latter com- 
pound is somewhat more effective than the red dyes 
named above, in similar doses; it is formed in vivo 
when these doses are administered to man and 
animals (Fuller 1937); it confers considerable bac- 
tericidal power for hemolytic streptococci upon 
human blood when added to it in vitro (whereas 
the soluble red dye does not). All these facts taken 
together made it seem probable that the simpler 
substance para-aminobenzenesulphonamide would 
prove to be the active principle in treatment by the 
red dyes. 
be given by mouth to the great majority of patients ; 
and does not cause any discoloration of the skin. 

In view of the confusion which has already arisen 
from the introduction of registered trade names 
for the diazo compounds and para-aminobenzene- 
sulphonamide—in particular from the application of 
the name ‘‘prontosil’’ to all these different sub- 
stances—it seems very desirable to get rid of all 
such trade names in the ever-increasing literature on 


the subject and, in accordance with the usual scientific © 


practice, to employ the appropriate chemical terms 
whenever possible, or an arbitrarily chosen symbol 
when the chemical formula does not lend itself to 
a suitable abbreviation. 


Nomenclature 


In accordance with this policy we shall adopt the 
following nomenclature in this report : 


(a) The term sulphamido-chrysoidine will be used for 
the substance originally designated streptozon by Domagk 
(1935), now sold under the registered name of ‘‘ prontosil 
red ’’ in this country, and “‘ prontosil flavum ” in other 
countries. 

(b) The term P.S. (because no suitable abbreviation is 
available) will be used for the soluble diazo compound 
introduced by Messrs. Bayer Products Ltd. under the 
name of Prontosil soluble. 


Se ee a ae eres ea 
* A report to the Therapeutic Trials ‘ttee of the Medical 
Research Council. pon Commit 


It had also the advantage that it could 


(c) The term sulphanilamide will be used for para-amino- 
benzenesulphonamide, as first suggested by our colleague 
Fuller (1937) and adopted by the American Council on 

Pharmacy and Chemistry. 


The preparation of sulphanilamide used in this 
clinical trial was that sold under the name Strepto- 
cide by Messrs. Evans Sons Lescher and Webb 
Ltd., by whom it was supplied in generous quantities 
to the Therapeutic Trials Committee. It may be 
regarded as probable, however, that the curative 
effects of sulphanilamide described in this report 
would have been obtained with any preparation of a 
similar degree of purity. 

In the present paper we record our experience of 
106 cases of puerperal fever treated at the isolation 
block of Queen Charlotte’s Hospital by sulphanilamide 
and contrast this experience with that previously 
obtained in the same hospital with sulphamido- 


 chrysoidine and P.S. (Colebrook, Kenny et al. 1936 


TABLE I 


INFECTIONS BY HÆMOLYTIO STREPTOCOCCI ORIGINATING 
IN THE GENITAL TRACT, POST PARTUM OR POST ABORTUM 


Comprising Cases. Deaths. 
(1) Infections by hemon streptococcus Group A 
(Lanċefield)— 
(a) Limited to uterus,vagina,and perineum 67 .. 0 
(b) Involving pelvic cellular tissues, fal- 
lopen tubes, pelvic peritoneum, or 
vein 10 .. 1 
_ (ec) Certainly associated with generalised 
peritonitis 4 .. 2 
eon associated with generalised 5 j 


eritonitis 
(d) Associated with septicæmia : 
Hæmolyticstreptococcus only present 
in blood culture 10 .. 3 
Hemolytic streptococcus plus B. colt 
present in blood culture .. 1 .. 1 
Anaerobic streptococcus and entero- 
coccus present in blood culture .. 1 .. 0 


(2) han by hæmolytic streptococcus Group B 
(b) Involving pelvic cellular ugeUee &c., 


as (b) a l .. 0 
(d) I with ` septicæmia (endo- 


carditis ove es ie 1 

(3) Infections by 1 by hæmolytic streptococcus Group C 
(a) Limited to uterus,vagina,and perineum 2 .. 0 

(4) Infections by hemolytic streptococcus Group G 

(Lance field }— 
(a) Limited to uterus, vagina, and perineum 2 . 0 
(d) Associated with septicaemia 

- Hemolytic streptococcus only present 
in blood culture... i. .. 1 

Hemolytic streptococcus and other 
organisms* present in blood culture 1 .. 1 

Total—all infections by ee streptococcus 
~ (Groups A, B, C, and G) z “ie .. 100} .. 8 


POST-PARTUM INFECTIONS BY HASMOLYTIC STREPTOCOCCI 
NOT ORIGINATING IN THE GENITAL TRAOT 


Mastitis with abscess : si za ie za 2 .. 0 


. CHRONIC.. INFECTION BY HÆMOLYTIC STREPTOCOCCI Î 
Skin and subcutaneous tissues .. T vk l1 .. 0 


POST-PABTUM INFECTIONS BY ANAEROBIC STREPTOCOCCI 


Senticemic en = as 
Anaerobic { 02ly in blood cultures .. 
Pn debe eee m blood 


INFECTIONS BY STAPHYLOCOCCI 


Allsepticseemicinfections (2 post abortum, 1 post 
partum, see notes) .. aoe bia sê ee 1l 


Total ee ee ee s e 9 eo 2 


*The other organisms were anaerobic streptococci and 
TE Gram-negative bacilli which we were unable to 

en 

t Three of the 100 cases ( 1 (c) and 1 (d)) appear in two of 
the above categories since they had both septicemia and 
Peon 

t This case was one of post-partum sepsis originating in the 
genital tract, with continuous wound infection (pure culiure of 
hsemolytic streptococcus) for three years until sulphanilamide 
treatment was instituted. It has been separately reported by 
Purdie and Fry (1937) and will not be dealt with here. 
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‘a and--by’and also with that of the period 1931-35, 
when most of the cases received no specific treatment 
at all. e drug was given to all patients who, by 
reason of fever and the growth of an abundant cul- 
ture of hemolytic streptococcus Group A (Lancefield) 
from. the ‘vaginal or uterine swab, were judged 
to be infected by that organism ; and also to a few 
‘patients harbouring hemolytic streptococci of other 
groups if there was reason to think they were actually 
infected by these cocci. In addition a few patients 
not infected by hsmolytic streptococci. were also 
treated for special reasons explained below. A 
classification of the cases according to the patho- 
logical condition and the nature of their infections 
is enews in Table I. 


Dosage 


_ In view of the rapid absorption of the drug from 
the intestinal tract (Fuller 1937, Marshall, Emerson, 
and Cutting 1937) it has been given to the ee 
majority of the cases only by mouth—at 4, 6, o 

8 hourly intervals. 

To a few patients, because they were vomiting, 
or found difficulty in swallowing sufficient tablets, 
‘a 0-8 per cent. solution was administered by intra- 
venous drip—without arty ill effects. We have not 
had occasion to give the drug per rectum but there 
would seem to be nothing against such a procedure ; 
nor have we used large subcutaneous injections. 
The amount given .has varied. considerably, having 
no previous experience to guide us we had to feel 
our way. For the first few months it was customary 
to give 3 to 4:5 grammes daily according to the 
severity of the patient’s infection, and to discontinue 
it 2-3 days after the temperature became normal. 
Recently, being impressed by the fact that the 
temperature curves had often not flattened out quite 
so satisfactorily as in the cases treated with sulph- 
amidochrysoidine, and realising also that many patients 
can tolerate much larger doses than we had employed, 
we have increased the initial dosage for cases of 
ordinary severity to 6 grammes daily, reducing it 
gradually, with the decline of the temperature, to 
3 grammes, and continuing with that dose several 
days after the normal line was reached, In cases of 
exceptional severity—e.g., of severe septicemia or 
of generalising peritonitis, we have of late used still 
larger doses—9 to 15 grammes daily for 2 or 3 days, 
and apparently without ill effect. (It may be noted 
that 15 grammes daily to an adult of about 60 kilos 
is equivalent to 5 mg. daily to a 20 gramme mouse— 
a dose which will usually cure animals suffering from 
an experimental infection. ) 

One patient with a severe ‘staphylococcus septi- 
c~@mia, whose condition was so grave as to warrant 
æ considerable risk, received as much as 34 grammes 
on the first day of treatment and 13-15 grammes 
daily during the following 4 days. Although we did 
not save her, the progress of the infection appeared. 
to be temporarily arrested, or at any rate slowed 
down; and there was no indication that the treatment 
had any definite toxic effect.. In one of the earliest 
cases of the series, on account of her desperate con- 
dition, P.S. was given together with sulphanilamide. 


Commentary on Hemolytic Streptococcal 
- , Infections (Genital) _ 


We propose to comment first on the 100 cases of- 


hemolytic streptococcal infection originating in the 
genital tract, and to compare the results of Bear 
ment with. those obtained previously. 


' | The; infections by. hemolytic streptococci Group A 
(Lancefield)- should, strictly speaking, -be considered -in ‘a 


class by themselves, because that organism differs from 


the other hemolytic streptococci‘in its special capacity for 
invading human tissues (and. also because very little is 
yet known about the clinical course of the infections by 
the other hemolytic streptococci ‘when they do occur). 
We have however here departed from this plan because 
we wish to present the results against a background 
of 495 cases observed during 1931-35 (no differentiation 
of the streptococci into groups was made before 1935) 
and against the series: of 64 cases treated by sulphamido- 

chrysoidine and P.S. during 1936, which included two 
cases (both mild) of infection by streptococci.of groups B 
and G respectively. 


On a broad survey of these 100 cases, the results 
appear to be very satisfactory as compared with 
those obtained during the period 1931-35, although 
perhaps slightly less satisfactory than those observed 
during the period of treatment by sulphamido- 
chrysoidine and P.S. (January—August, 1936). In 
most cases pyrexia has -subsided promptly—within 
2 to 4 days—and there has been no extension of the 
infection. In nearly a third of the cases, however, 
after the initial fall of temperature to normal, there 
has been a recurrence of pyrexia, usually of very 
short duration, and very seldom accompanied by 
evidence of parametrial spread of the infection. 

The death-rate (8 per cent.), while continuing at a 
much lower level than that of the years 1931—35 
(22:8 per cent.), has been higher than that of the 
64 cases treated by sulphamido-chrysoidine and P.S. 
‘during 1936 (4:7 per cent.) but examination of the 
records of the fatal cases given below will show that 
this difference was more apparent than real, since 
almost half the deaths in the present series were due 
to concomitant events, such as pulmonary embolism, 
hemorrhage, perforated gastric ulcer, &c., which we 
could hardly hope to avert by chemotherapy. In 
other words, they were not straightforward deaths 
from hemolytic streptococcus sepsis. Fifty-three 
per cent. of the cases giving a positive blood culture 
on admission (septicemia) have recovered, and also 
3 cases which were considered to have a generalised 
peritonitis. 
` More detailed consideration of certain of the above 


. points is given in the following notes. 


SEVERITY OF THE INFECTIONS 


We wish to emphasise, as in previous papers dealing 
with sulphamido-chrysoidine and P.S. (1936a and b), 
that many of the patients had only a mild local 
infection and would certainly have recovered spon- 
taneously without any special treatment. To deter- 
mine whether the proportion of such mild cases to 
severe infections has been larger than in the 64 


. cases treated by sulphamido-chrysoidine and P.S., 


or in the earlier, untreated cases, we have analysed 
the present 100 case records with considerable care, 
but it is very difficult to arrive at a clear-cut decision. 


Fifteen f of the hundred cases had hemolytic streptococci 
in the blood stream (positive blood culture) as compared 
with 18-7 per cent. in the cases treated by sulphamido- 
chrysoidine and P.S., and 21 and 20 per cent. respectively 
during 1934 and 1935. The incidence of generalised peri- 
tonitis also appears to have been smaller. In two cases 
it was proved by the findings of an infected exudate at 
laparotomy; and in another by the development of an 
abdomino-pelvic mass, and by the presence of adhesions 
extending from the abdominal to the pelvic viscera when 
laparotomy was required some three months later for the 
relief of intestinal obstruction. a fourth case—of 
very severe septicemia—generaliséd peritonitis was 
revealed at post-mortem. - In two other: cases the existence 


t One more patient (No. 3 in the list of fatal cases infra) 


‘alinvet certainly had streptococci in the blood at fines ‘Bithough 


the blood culture on admission was negative. 
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of generalised peritonitis was con- 
sidered very probable on physical signs 
and symptoms. In 6 per cent. of the 
patients therefore an extension of the 
infection to the abdominal peritoneum 
was certainly or probably present, 


At first sight these figures, both 
for septicemia and for peritonitis, 
appear to show a definite decline 
as compared with those of the cases 
treated by sulphamido-chrysoidine 
and P.S., and the untreated cases 
of -1931 to 1935 (see Colebrook, 
‘Kenny et al. 1936b). But it has 
to be borne in mind that the 
‘admission of ‘septicemia’ and 
of * peritonitis” cases to the 
Isolation Block is subject to some 
fortuitous fluctuation ; .thus in 1932 
—a year in which there was no question of diminished 
severity, the mortality-rate being 20 per cent.—a 
positive blood culture was obtained from only 15-5 per 
cent. of the cases infected by hamolytic streptococci. 
Further, we have to take into account the possible 
effect of treatment, before and after admission to 
hospital, in preventing these ‘“‘ invasive’’ manifesta 
tions of the disease. Sixteen of the hundred: cases 
under consideration had had some treatment, by 
sulphanilamide or sulphamido-chrysoidine or P.S., 
before admission, and all of them were treated imme- 
diately after admission. If these drugs do actually 
exert a curative effect in the human subject, analogous 
to that in infected mice, rats, and rabbits, that 
curative effect must inevitably show itself in a 
diminished incidence of septicemia and peritonitis. 

We must admit therefore that there may have been 
a real falling off in the average severity of the infec- 
tions, but we cannot be very sure of it. If a sudden 
change of this kind did exactly coincide with the 
introduction of sulphamido-chrysoidine and sulph- 


104+ 


96 
Pulse © 
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anilamide in January, 1936, the coincidence was a 


very remarkable one. 


; | 
RECURRENCE OF PYREXIA DURING OR AFTER ADMINIS- 
TRATION OF SULPHANILAMIDE 


In 29-3 per cent. of the non-fatal cases, following an 
initial fall of temperature to the normal level and 
maintenance on this level for two or more days, 
there occurred a secondary rise to 100° F. or more, 
In several instances (see Chart 1) this happened while 
the patient was still taking the drug and the tempera- 
ture fell promptly as soon as the treatment was 
stopped. This experience, together with the observa- 
tion of Long and Bliss (1937a) that pyrexia resulted 
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FIG. 1.—Recurrence of Tee during administration of the drug. Broad line 
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“FIG. 2.—Recurfencé of fever after discontinuance of ‘the drug. 
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dicates period of administration. 


from the injection of P.S. (2:5 grammes) to a normal 
subject, has left us with a strong suspicion that a 
rising temperature may sometimes be an expression 
of hypersensitiveness to these drugs. (By a scratch 
test on the skin, using solutions of sulphanilamide 
from 0-1 to 1:0 per cent., we sought to elicit 
evidence of such hypersensitiveness but were always 
unsuccessful.) 

This possibility, of course, raises some practical 
difficulty in treatment, since it calls for a decision in 
every case where the temperature begins to rise after 
administration of the drug for several days, whether 
the rise is due to recrudescence of the infection 
and needs more vigorous treatment, or whether, on 
the other hand, it represents a toxic effect of the 
drug and calls for discontinuance of treatment, 
Fortunately, this difficulty has generally arisen in 
connexion with patients whose condition was not 
causing any anxiety, and discontinuance of the drug 
for two or three days was not a serious matter. 

A recurrence of temperature several days after 
cessation of treatment (see Chart 2) was not, of 
course, so difficult to interpret. In almost all such 
cases resumption of treatment by the drug for three 
or four days was followed by a prompt return of the 
temperature to the normal level and an uneventful 
convalescence. Such a febrile disturbance was only 
once accompanied by palpable evidence of an exten- 
sion of the infection in the parametrial or pelvic 
tissues. P 

As stated above these secondary febrile disturb- 
ances occurred in 29-3 per cent. of the non-fatal cases 
infected by hemolytic streptococci. By comparison 
with this figure there were 37 per cent. of such recur- 
rences among all the cases of this kind during 1935— 
i.e., immediately before the intro- 
duction of sulphamido-chrysoidine 
—and 24 per cent. among the 61 
cases treated by sulphamido-chryso- 

idine and P.S. in 1936. We hesitate 

to attach too much importance 
to these differences.: From the 
practical standpoint the important 
consideration is that these secondary 
. rises of temperature following: (or 
during) the administration, of sulph- 
anilamide (or the red dyes). have 
never once heralded a serious 
recrudescénee of infection; and 
that they have; in some instance, 
resolved at once on, discontinuing 
the drug. Before the. introduction 
of the red dyes such rectirrences 


Broad line 


1240 


usually marked the beginning of a troublesome 
parametritis. 

When we have more definite knowledge about the 
optimum dosage and length of treatment—and 
perhaps a method for detecting the development of 
hypersensitiveness to the drug—these recurrences 
may be expected to occur less frequently.{ 


SPREAD OF INFECTION TO THE PARAMETRIAL TISSUES 


In our last report—on cases treated by the red 
dyes (Colebrook, Kenny et al. 1936b)—we said that 
we had never been able to detect the development 
of a palpable inflammatory mass in the parametrial 
tissues which had not been recognised on adimission. 
This was in striking contrast to our earlier experience 
of puerperal fever. 

In the present series of cases we have taken 
particular care to detect and record such parametrial 
spread of infection—and have found it in 5 cases 
(in addition to 2 cases of generalised peritonitis 
which resolved with the formation of palpable masses 
well above the pelvic brim). In all the 5 cases, how- 
ever, the parametrial spread was of small extent, 
being recognisable only by careful bimanual examina- 
tion, and accompanied by little or no pyrexia. Their 
stay in hospital averaged only 23 days (from 19 to 28) 
as compared with 19-7 days for all the non-fatal 
cases of hemolytic streptococcus infection in the 
present series. 


The above data are given with due recognition of . 


the fact that it is often difficult—particularly within 
a few days of delivery—to be certain as to the 
presence or absence of a small area of induration in 
the parametrial or pelvic cellular tissues. There 
can be no doubt at all, however, that, whereas before 
1936 (when we started using sulphamido-chrysoidine 
and P.S.) we had many long drawn out cases of para- 
metritis associated with hemolytic streptococcus 
infection, there have been hardly any cases of this 
kind during the past 20 months. It is, of course, 
possible, as Gibberd (1937) has pointed out, that a 
decline in the invasive capacity of the streptococcus 
may have played some part in this change, but 
against that hypothesis is the fact that 4 out of 21 
mild cases which were not treated by the red dyes 
during 1936 did develop parametritis. 


PARTICULARS OF THE FATAL CASES 


Eight of the hundred cases died. A brief summary 
of the circumstances which contributed to their 
death is as follows :— 


1. No. 261/36. Very heavy blood-stream infection 
(2000 per c.cm.) and almost certainly generalised peri- 
tonitis (this could not be verified as post-mortem was 
refused). Died forty-four hours after admission and 
‘received only 1-5 g. of sulphanilamide and 1-75 g. of P.S. 

' 2. No. 309/36.. B. colt aswell as hemolytic streptococcus 
in blood stream ; extensive injuries ; acute. pyelonephritis 
(B. coli). Sulphanilamide given for only 2-5 days (16 g.). 

3. No. 19/37. Extensive thrombophlebitis. Sudden 
death from pulmonary embolism. 

4. No. 141/37. Septicsmia and generalised peritonitis 
on admission—developed nearly complete suppression of 
urine after large doses of sulphanilamide. Made a good, 
although not complete, recovery from the streptococcus 
infection, but ultimately died from perforation of an 
unsuspected gastric ulcer. 

5. No. 153/37. Admitted after twelve days of fever; 
heavy blood:stream infection; acute endocarditis and 
generalised peritonitis. ‘ 


t Since the above was written two papers referring to ‘‘ drug 

fever ” induced by sulphanilamide have appeared in the 

erican medical press (Schwentker and Gelman 1937, 
Hageman and Blake 1937). 
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6. No. 93/37. Acute endocarditis (group B hemolytic 
streptococcus). Only four days’ treatment. Fatal hemi- 
plegia from cerebral infarct. 

7. No. 46/37. Septicemia (group G hemolytic strepto- 
coccus) with jaundice, following very severe trauma. Death 
from hemorrhage on third day after admission. 

8. No. 149/37. Blood-stream infection by anaerobic 
streptococcus and an unidentified bacillus in addition to 
hemolytic streptococcus (group G). Extensive thrombo- 
phlebitis of ovarian veins; pulmonary infarction. 


We would make the following comments upon 
these eight case records :— 

(a) The condition of Cases 1, 2, 4, 5, and 7 was very 
grave on admission ; and in Case 1l, at any rate, the 
dosage employed was certainly quite inadequate. 

(b) In the last three cases (6, 7, and 8) the infecting 


 hæmólytic streptococci were not of Group A, and 


there is not yet adequate experimental evidence that 
such infections are susceptible to control by these 
new chemotherapeutic remedies. 

(c) The perforation of a gastric ulcer (4), and the 
occurrence of fatal hæmorrhage (7) and of pulmonary 
embolism (3), must be considered rather special 
circumstances which we could hardly hope to avert 
by any chemotherapeutic remedy. 

(d) Perhaps in 3 alone was there a fair chance of 
overtaking the infection after the patient’s admission 
to hospital, but even in this case it is more than 
likely that there was already an extensive thrombo- 
phlebitis of the ovarian vein. To anyone who has 
watched autopsies in ‘cases of this kind and seen the 
disintegrating blood clot extending often for six 
inches along a large vein, in free communication at 
its proximal end with the blood in the inferior vena 
cava, it must appear very doubtful whether any 
chemotherapeutic remedy can come into effective 
operation upon the countless millions of streptococci 
which swarm in such a clot and are constantly loosed 
off from it into the blood stream. Probably every 
remedy will fail in most patients who have reached 
this stage—as well as in cases of endocarditis (5 and 6) 
owing to the inadequate blood-supply to the tissues 
of the infected valve cusps. Our hope must lie in 
the recognition of these hemolytic streptococcus 
infections at the earliest possible moment—and their 
vigorous treatment at that time. 


SURVIVAL OF HZMOLYTIO STREPTOCOCCI IN THE 
SULPHANILAMIDE-TREATED CASES 


In view of reports which reached us privately 
that the discharges from certain long-standing wounds 
infected by hemolytic streptococci had become free 
from that microbe within a few days under treatment 
by sulphanilamide, and our own previous experience 
that this was not the case in puerperal cases treated 
by sulphamido-chrysoidine and P.S. (Colebrook and 
Kenny et al. 1936a), we have examined swabs taken 
at the time of their discharge from hospital (average 
17-7 days after admission) of 81 cases in the present 
series; and also in 35 of these same cases when they 
came to report 3 to 6 weeks later. From the swabs 
taken on discharge from hospital, hemolytic strepto- 
cocci were cultivated in 39 cases—i.e., 48 per cent. 
From the later swabs they were isolated in 6 cases— 
i.e., 17 per cent. 

These figures do not support the view that treat- 
ment by sulphanilamide leads to the rapid destruction 
of all the streptococci giving rise to a puerperal 
infection. It is however perhaps conceivable that 
the survivors in such infections may be existing 
outside the living tissues—in retained fragments of 


.decidual tissue. 
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Commentary upon Infections by Hemolytic 
`. Streptococci (non- genital) and by Anaerobic | 
Streptococci and Staphylococci 


Of the two breast infections one (Case 150) occurred 
in a woman who was just recovering from a septicemic 
infection due to anaerobic streptococci (which 
originated in the genital tract). After evacuation 
of pus she made a rapid and complete recovery under 
sulphanilamide treatment. In the other case (126) 
mastitis had developed and the breast had been incised 
four weeks before she came to Queen Charlotte’s 
on the sixty-first day. Her condition on admission 
was very poor—temperature 103°, pulse 130 (rising 
on one occasion to 160) but, without further surgery, 
her temperature settled to normal on the fifth day 
after commencing sulphanilamide treatment and her 
convalescence was uneventful. 


The treatment of the cases of septicæmic infection 

by anaerobic streptococci (as also that of three 
earlier cases treated by sulphamido-chrysoidine and 
P.S.) was frankly empirical, since we have no evidence 
that these organisms are susceptible to the action 
of sulphanilamide or the red dyes. (Being of very 
low pathogenicity for laboratory animals these 
organisms do not lend themselves to investigations 
of chemotherapeutic effect; and we have no data 
as yet as to the increased killing of them by blood 
to which these drugs have been added in vitro or 
in vivo.) 
- The results of treatment were entirely negative, 
but it must be admitted that, since all the cases 
probably had extensive thrombophlebitis, they were 
unfavourable subjects for chemotherapy. The pre- 
sent position is, therefore, that we do not know 
whether acute uncomplicated infection of the uterine 
tissues by anaerobic streptococci—or the subsequent 
development of thrombophlebitis—can be checked 
by administration of these compounds. 


The three cases of staphylococcus infection were 
treated because Buttle and his colleagues (1937) had 
recently shown that definite curative effects could be 
obtained in mice infected with a virulent strain of 
staphylococcus if sulphanilamide was administered 
in very large—almost toxic—doses. ` The prognosis 
in all three cases appeared so bad as to justify some 
risk, and no other specific treatment offered any 
better hope of success. 


CasB 129.—Induced abortion in patient with old- 
standing mitral regurgitation. General condition on 
admission a week later very poor. Large inflammatory 
mass in left iliac fossa. Blood culture grew Staphylo- 
coccus albus (11 per c.cm.) which was considered probably 
not a contamination. Same organisms present in high 
vaginal swab. Friction rub over preecordium. Sulphanil- 
amide increased during first few days from 4-5 to 
10 grammes without apparent effect, but temperature fell 
and general condition improved decidedly as soon as 
12-5 g. was reached. Two more blood cultures both 
negative. Treatment discontinued after 12 days (total 
120 g.). Good but rather slow recovery. 


Case ]112.—Admitted on fourteenth day of puerperium 
and three days after development of a suppurative mas- 
titis. Two days after drainage of the abscess temperature 
rose to 104° F., cough developed, and a positive blood 
culture was obtained (Staphylococcus aureus 14 per c.cm.). 
Condition grew considerably worse during next eight days 
and blood cultures were again positive (28 and 58 per 
c.cm.) on two occasions. In view of the extremely grave 
prognosis it was decided, on the seventeenth day of fever, 
to risk very large doses of sulphanilamide. Thirty-four 
grammes were given in the first 24 hours (16 by intravenous 
drip) followed by 15 g. on each of the next two days (apart 
from a little cyanosis there was no apparent ill effect of 
this heavy dosage). The temperature çame down on the 
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third day of treatment to 100° F. and kept down for five 
days. When it rose again to 102° F. the drug was recom- 


-menced (7:5, 15-0, 12-5, 10 g. daily), but this time without 


any benefit. Three more positive blood cultures were 
obtained and the patient ultimately died thirty-four days 


after admission with numerous septic infarcts in the 


lungs, and suppurative pleuritis. It seemed to us very 
probable that the usually rapid course of septic#mic 
infections of this type was definitely checked by the first 
intensive administration of the drug, and for a few days 
there was reason to hope for a complete cure. Possibly 
if we had not waited so long (nine days) after the develop- 
ment of septicemia, that would have been achieved. 

CasE 321.—Admitted very ill, a few days after abortion, 
with septicemia and generalised peritonitis. (Much free 
fluid giving culture of Staphylococcus aureus. The growth 
from blood culture (22 colonies per c.cm.) was in form of 
S. albus.) Sulphanilamide treatment with smaller doses 
than in the two previous patients—viz., 4-5 g. per diem— 
was started immediately after laparotomy, and con- 
tinued for seven days. Although temperature and pulse 
fell satisfactorily her general condition caused some 
anxiety for two weeks, convalescence being complicated 
by the development of pleurisy with effusion. She re- 
covered completely in five weeks. In view of our previous 
experience of other septicæmic infections by staphylo- 
coccus it seems probable that the treatment assisted her 
recovery. ' 

Toxic Effects 
CYANOSIS 


Among the 64 cases of puerperal infection treated 
by sulphamido-chrysoidine and P.S. (Colebrook, 
Kenny et al. 1936a and b) cyanosis was noted in 
only three. ' (Recent experience of other patients 
treated by the red dyes suggests that we may have 
overlooked a slight degree of cyanosis in a con- 
siderable proportion of the 64 cases as we were not 
then on the look out for it.) We suggested (Cole- 
brook, Kenny et al. 1936a) that the giving of sulphate 
aperients might have played some part in the develop- 
ment of sulphemoglobinemia in the three cases. 
In the present series, in spite of withholding sulphates 
(liquid paraffin, cream of magnesia, senna, and occa- 
sionally cascara, were used as aperients, and care 
was taken to avoid constipation) more than 50 per 
cent. of the cases have shown some degree of blue- 
ness of the lips, finger-nails, and malar prominences ; 
and in nearly all of them, when a spectroscopic exami- 
nation of the blood was made, the presence of met-. 
or sulph-hsmoglobin, or of both, was revealed. 


TABLE II 


OF SPECTROSOOPIC EXAMINATION OF BLOOD IN 
CASES SHOWING CYANOSIS 


RESULTS 


Cases showing the presence or 
absence in the blood of 


oar in sulphemoglobin (SHb) or 
Degree of Dad blood methæmoglobin (MHb). 
cyanosis. 
Slight 32 
Moderate. 17 
Severe .. 9 
Totals.. 58 


* 1 doubtful. 


THE DETECTION OF MET- AND SULPH-HAZMOGLOBINAMIA 


Spectroscopic examination of the blood was carried. 
out only on cases showing some degree of cyanosis. 
The results of these routine tests, carried out by our 
colleague Dr. A. T. Fuller, hae as shown in Table IT. 

Y 


- 


Cd 
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Method.—The oxalated blood was first laked by the 
addition of one volume of saponin solution, placed in a 
test tube of $ inch diameter and examined with a direct- 
vision spectroscope. If a band in the red was observed, 
the blood was further diluted until this could be seen 
clearly, and its approximate wave-length determined. 
A band between 6150 and 6300 A.u. was taken to be due to 
sulphemoglobin, and one between 6300 and 6400 as due to 
methzemoglobin. As a confirmatory test a drop of very 
dilute ammonium sulphide was added. The 6300-6400 
band always disappeared while that between 6150 and 
6300 always persisted, showing that these bands were 
due to met- and sulph-hemoglobin respectively. 

A rough indication of the amount of these substances 
present was made by finding the dilution at which these 
bands disappeared when viewed through the §-inch tube. 
The sulphemoglobin band was the more persistent, 
often being visible at a dilution of 1 in 30 to 1 in 50, while 
that of methemoglobin rarely persisted above 1 in 10.§ 

Occasionally‘a broad band due to the presence of both 
substances was observed, and eight patients with some 
cyanosis yielded a blood which failed to show abnormal 
absorption bands at all. 


Although the development of some degree of cyano- 
sis in 58 of our cases must certainly be considered an 
undesirable feature of the treatment by this drug, 
in most of them it seemed to have no adverse effect 
upon recovery or to cause any dyspnea or cardiac 
embarrassment. They were, of. course, all confined 
to bed. In 3 cases there was associated a condition 
of profound exhaustion; but to what extent the 
cyanosis was responsible for this we cannot say. 
Two of them were cases of localised uterine infection 
(negative blood cultures) of moderate severity who 
received 4:5 grammes daily of sulphanilamide for 
5 and 10 days respectively. Although their tempera- 
tures fell the pulse and respiratory rates continued 
somewhat raised during the period of prostration 
and cyanosis, but we were unable to detect any 
abnormal physical signs in the chest. Improvement 
followed promptly on discontinuing the drug. The 
third case has already been described under the 
fatal cases (No. 4 in that series). She was admitted 
with septicemia and general peritonitis and the 
extreme prostration followed very large doses 
(37 grammes in three days) of sulphanilamide. 

The development of met- and sulph-hemoglo- 
binæmia has been quite capricious; sometimes it 


. would occur within the first 24 hours of treatment 


after only 2 or 3 grammes of sulphanilamide had 
been given—at other times only after several days. 
Large doses did not seem more liable to produce it 
than small doses. At first we discontinued treatment 
when it occurred, but for the past few months we 
have disregarded it unless very severe, and sometimes 
we have seen the blueness diminish while the patient 
was still taking the drug. 

The factors which determine this development 
of met- or sulph-hæmoglobinæmia are not yet under- 
stood. 


OTHER TOXIC EFFECTS 


“ Drug fever.’—This has already been referred to 
above (p. 1239). 

A number of symptoms referable to the nervous 
system have occasionally been observed but so 


§ Normal blood with the hæmoglobin completely oxidised to 
metheemogiobin could be diluted 175 times before the methemo- 
globin band disappeared when viewed in a j in. tube. If, with 
the blood of a patient having.a normal hemoglobin content 
(16 per cent.), the methsmoglobin band disappears when the 
blood is diluted tenfold we may assume that approximetely 
one-seventeenth part, or 6 per cent., of her hemoglobin was 
present in the form of methemoglobin. With a blood of which 
the hæmoglobin content was only half the normal, disappearance 
of the MHb band on diluting tenfold would, of course, imply 
a conversion of approximately 12 per cent. 
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seldom that we cannot be quite sure about their 
relationship to. administration of the drug. They 
include depression, headache, dizziness, blurred 
vision, ‘“‘spots before the eyes,’ paresthesia of 
peripheral nerves (in one case associated with actual 
dimming of tactile sensation). : 

Mental disturbances of hysterical type have occurred 
in two patients—in one 15 days after the cessation 
of sulphanilamide, in the other after a course of 
sulphamido-chrysoidine which had followed, after 
an interval, a first course of sulphanilamide. Dr. 
G. W. B. James, who saw the second case, believed 
the psychosis to be due. more to the long infection 
than to the drug treatment. | 

Joint pains occurred in a few cases and slight 
jaundice in two. Transient skin eruptions have also 
been seen occasionally, but these have never been of 
a definite morbilliform type, widely distributed and 
accompanied by, fever as reported recently by 
Schwentker and Gelman (1937). Although many 
of the patients were exposed to direct sunlight 
during treatment we have seen no evidence of 
photosensitisation. | 

The wrine has been examined in 82 cases for red 
cells, casts, and albumin. Red cells were never 
found, a few casts were found in only two cases, and 
albumin, in small amount, in three. 

We have not made routine estimations of hsmo- 
globin, or red and white cell counts, but there has 
been nothing to suggest the development of agramulo- 
cytosis in any of our cases. In one, during treat- 
ment for a very heavy infection involving the abdo- 
minal peritoneum, there was a drop of hemoglobin 
from 68 to 54 per cent. with increasing pallor, which 
might have been due to the infection or the drug. 
Following a blood transfusion she made a very good 
recovery. Apart from this case anemia has not 
attracted attention. 7 | 

(The discussion of these results will follow nest 
week.) 


TREATMENT OF CEREBRO-SPINAL 
MENINGITIS BY 


CONTINUOUS SPINAL DRAINAGE 


By C. G. K. THompson, M.B. Edin. 


ASSISTANT MEDICAL OFFICER, THE BROOK HOSPITAL, 
L.C.C. INFECTIOUS HOSPITALS SERVICE 


THE usual treatment of meningococcal meningitis 
is by intermittent drainage of the cerebro-spinal 
fluid combined with intrathecal and intravenous 
serum, and until two years ago this was the routine 
treatment at this hospital. The fatality-rate averaged 
28-8 per cent. Continuous spinal drainage, though 
undoubtedly physiologically sound, has had little 
support as a method of treatment of cerebro-spinal 
inflammations mainly because of its numerous tech- 
nical difficulties. It is most suited to the treatment 
of meningococcal meningitis, where the pus does 
not tend to get too thick to pass through a cannula, 
as it frequently does in streptococcal and pneumo- 
coccal meningitis. Little has been written in this 
country about the technique of continuous spinal 
drainage. Hampson (1935) mentions that Lichten- 
stein had evolved a method of this nature at the 
Epidemic Hospital, Stockholm, and that he (Hampson) 
used a similar method in treating a case of otitic 
streptococcal meningitis at Guy’s Hospital. In 
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America Retan (1932), and with Kubie (1933), describes 
a method of ‘“‘forced spinal drainage of the central 
nervous . system’: in: which continuous drainage 
‘was combined with intravenous injections of hypo- 
tonic saline. This was used in - encephalitis, polio- 
encephalomyelitis, neural syphilis, and certain forms 
of meningitis. _The method described in this report 
was evolved along the same lines as Hampson’s, and 
he. has given me much useful advice during its 
| cpeboranon, 


‘APPARATUS p> 


` The three main problems are how to fix the cannnla,- 


how to prevent it from becoming. blocked, and 
how to control the patient in the delirious state. 


A cannula was devised to satisfy the following — 


requirements: — . 


(a) It must be irotan. 

(b) Its bore must be large enough to allow free flow of 
a sero-purulent fluid as viscous . as olive oil at a Pea 
` of 100 mm. of water. 
(c) It must provide a means of btang a daily specimen 

C.S.F. 


~% 


of C 

(2) It must be easy to introduce, cause a minimum of 
local injury, and must not project more nen 3 cm. from 
the skin.’ 


The cannula (Fig. 1) is of the screw pattern with 


a large pitch left-hand thread, enabling it to be. 


screwed into the interspinous ligaments. and making 
it self-retaining at least for several days. l 


The; barrel of the cannula. is. of stainless steel and is 
unbreakable. One millimetre from its tip there are two 
lateral apertures which provide additional escape in case 
thë terminal opening is blocked. The butt of the cannula 
is also provided with two lateral escape tubes in the same 


plane as those at the tip. One is for connexion to a mano-: 


-meter and the other for the taking of a C.S.F. specimen. 
Only one of these escape tubes is open at a time and they 
are controlled by a tap which, when not in use, hangs 
.from the butt by a chain. The finger-piece ‘of the tap is 
pointed at one end to indicate which escape tube is open. 
The trocar of the cannula is also designed to act as a tap, 
and‘ its tip is needle-pointed and forms a continuous 
taper with the cannula: tip. Flattening the trocar along 
its length provides for: a restricted flow of C.S.F. from one 
or other of the escape tubes—a useful index of the entry 
of the cannula into the thecal space. Rotation of the 
trocar finger-piece to the mid-position closes both open- 
ings. To ensure that the trocar and drainage taps register 
correctly, over-run is prevented by the use of a pin-stop. 
A set of twelve of these special cannule was made by 
Surgical Equipment Ltd. of Acton, ranging in length 
from 3°5 cm. to 75 cm., measured from the lateral 


apertures at the tip to the due of the barrel with - 


the butt. 


1 A sponge rubber pad was found to give adequate 
protection. to the cannula in the event of the patient 
rolling over: Rubber tubing (Fig. 2) connects the 
_ cannula to a glass manometer and reservoir (Fig. 3). 


The function of the manometer is to ensure that only - 


C.S.F. in excess of that required to ‘maintain a pres- 
sure of 100 mm. is drained into the reservoir. A 
special stand for holding the reservoir is attached to 
the bed and allows of variation in the manometer 
height.. In ‘practice the lowest point of the mano- 
‘meter is kept at the level of the patient’s sagittal 
suture. If -this normal pressure is not maintained 
symptoms of collapse make their appearance. 


TECHNIQUE 


A diagnostic lumbar puncture is. first performed 
with an ordinary needle pushed through a rubber 
disc to record the’ thecal distance. Not more than 
10 c.cm. of-C.S.F. is withdrawn because excessive 
reduction of- intrathecal pressure makes it difficult 


rn 
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` to establish drainage later, and at least 20 c.cm. are ` 


required to fill the tubing. Having ascertained the - 
thecal distance, .a cannula is selected with 0-5 cm. 

excess length to allow for the withdrawal that occurs 
in a few hours from local swelling of the back, a further 
half or whole turn being then required to re-establish 
the flow. The: ‘tip of the cannula and that of the 
trocar is dipped in sterile liquid paraffin, the finger- 
piece is turned to the left, and the butt of the cannula 


FIG. 1.—The cannula. 


is covered with a piece > of gauze to ensure a good grip. 
The fourth lumbar space has been found to. be the 
most convenient.: Owing to the impracticability of 
a cutting edge on the trocar, insertion through the 
skin may require some force. The forefinger, kept 
down one side of the cannula, acts as a- stop. The 
rounded point negotiates the ligaments fairly easily, 
and the correct direction is estimated at this stage. 
When the first thread of the screw reaches the skin, 
the screwing action to the left is begun, applying 
just enough pressure to take the back thrust off the 
spinal ligaments, thus avoiding damaging them if 


„the direction is wrong and bone is encountered. 


When the theca is entered two pieces of Elastoplast | 
are applied in the form of a cross as close to the © 
cannula as possible, to reinforce the skin against 
injury by the cannula and to.prevent, local sepsis. 
The sponge rubber pad is then applied and fixed 
centrally. , The manometer and reservoir are adjusted 
to a height 10 in. above the patient’s head, they are 
joined to the connecting tubing and the trocar tap 
is turned on. It is not advisable to insert the drainage 
tap. until the C.S.F, pressure. has been reduced to 
100 mm. Leaving the trocar in position allows. of a 
very gradual reduction of pressure. The fluid may 
take. ten minutes or so to reach the manometer so 
that the excess fluid can drain away. When the 
flow ceases, the manometer can be lowered in stages 
until the final position allows for 100 mm, of intra- 
thecal pressure. The tubing can now be clamped and 
the trocar replaced by the drainage tap. 


PRESENT SERIES 


-Our series consisted of 28 cases of cerebro-spinal 
fever which occurred between January, 1936, and 
June, 1937, and represented twor distinct epidemics. 
The majority were young soldiers and male civilians. 
Table I shows the results obtained. In addition to 
continuous spinal drainage, the following treatment 
was given. 

‘Serum.—Fourteen patients - received intrathecal 
serum before admission, seven others received a dose 
by the.same route after admission, and six had no 
intrathecal serum at all. Those admitted already, 
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dosed were left undrained until the serum had been 


in situ for. alt hours, and those that had had no 
n before. admission were either given 30 c.cm. 
intrathecally. and left with the tube clamped for 
8 hours, ọr given none at' all and drained at once. 
No patient received more than,one dose. , The intra- 
thecal route was later abandoned . as impracticable, 
and the intravenous route relied | on. . It was. a hough) 


| TaBiE T—nesuits In AGE- GROUPS ` an 


Results : i Male. 


en S Results : Female. 
Age.. , | Cases. |—— x] ; 


Cases. wy 
| a. aol, Ree. |. Died. |. | Rea. | Died. 
2-5 Nigh ae | E Ty 
5-20 ..| 17 | 13 en r 
20-40 a. pi Brass 4. a2 1 


23 


JUR 


that the maintenande: of a normal, c. S.F. pressure 


throughout the acute stage. of the disease would 


. The doses were repéated on bye or three successive 


the C.S.F. within two hours. 


flow of C.8.F. 


. favour the-passage of antibodies from the blood into 


the C.S.F. Animal experiments in the United States 
quoted by Katzenelbogen - (1935) suggested that the 
barrier between‘ the blood and the C.S.F. is more 
permeable in: the pathological state, and, with V. D. 
Allison of thé Ministry of- Health, ‘we have made 
experiments: to test: this belief. With the drainage 
cannula in position, samples of C.S.F. were taken 
before and at hourly intervals after the intravenous 
administration of serum, and were tested for the 
presence’ of: horse serum and agglutinins. It was 
found that serum given intravenously appeared in 
‘This result strikingly 
supported the ‘continuous drainage principle, and 
increasing doses of serum were therefore given 
according to the severity of the case, 60 c.cm. being 
the minimum dose given and 160 c.cm. the maximum. 


days if expedient. — i m 


Saline.—Forced drainage was carried ‘out on the 


first 13 cases, but as there was no increase in the 
it was abandoned. Five per cent. 
dextrose in normal saline was given intravenously 
to the rdaning cases to dilute the large quantity 
of serum. with a.view to lessening the severity of 
the serum, reaction, to supply nourishment, and to 


‘drainage. 


.. replace some of. the fluid lost. by 

‘drainage. . Clinical results and post- 

_ mortem findings showed that it: was 
better: to limit the dose of serum, 
dextrose, and saline to less than 
500 .c.cm.,. owing to- the risk of 
causing odema of the lungs and 
broncho-pneumonia. 


RESULTS 


As our technique and apparatus 
improved the quantity drained in- 
creased. Free, copious, and con- 
sistent drainage was regarded as 
favourable, and every effort was 

"ynade' to: prevent: mechanical stop- 
page. The average amounts drained 
-are given in Table II. - Group 1 
represents the experimental . stage 
and Group 2 that of improved 
technique. The average draining 
time for both groups was about 
150 hours, . including the stoppage 
time. The average amount drained was. about 
2 litres in both groups, but Group 2 showed an 
improvement over Group 1. in its lower stoppage 
time and higher averages of. hourly and daily 
The cannule were kept in. longer in 


Group 1. The largest amount drained: by any | 


‘patient was 4185 c.cm., at a rate of 20 c.cm. 


an hour for 220 hours, and the BEONE i rate. was 
6-25 c.cm. an hour. 


The thecal depth of the individual patients varied 
very little, the average for the whole series being 
‘5:65 cm. The youngest child (aged 24) had a 
theca] depth of 4 cm., only l 65 cm. less than me 
average. 


The cannule (Table IIT) averaged 6-25 cm. in leigth 
for the whole series, an average of 6 mm. more than 
the thecal depth. Cannulæ were inserted on an average 
8-45 hours after admission, and on the third day 
of the disease. They were removed on. an average 
on the eighth day of the disease. . No cannula was 
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FIG. 3.—Thoe manometer and reservoir, 
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removed until the patient was rational and free 
from headache, the C.S.F. was opalescent, and there 
was progressive clinical improvement. Decreasing 


TABLE II—PARTICULARS OF DRAINAGE IN THE TWO 


GROUPS 
Group 1. Group 2. 
— | Recoveries.) Deaths. | Recoveries.| Deaths. 
F.|M.| F.| M| F. |M IF 
No. of patients 1 2 3 8| — 4| 1 
Av. total amt. on eens 
c.cm. .. | 1870 | 2450 | 1601 | 1550 |2100| —. |2220 | 490 
v. drainage 
time (hrs.). 126| 168/ 150| 176) 134! — | 59-5 36 
Av. sto page 
per pt.(hrs.), | 28-2 24).10°5 6| 12-6; — 8°5 3 
Av. hourly 
. drainage .. 12:8! 14°5| 11-3} 15-4} 15°4| — 9°8 | 12-3 
| 
Av. daily 
drainage .. 228; 330; 249| 310| 303] — 1228-5] 300 


M.= male; F.= female. 


flow of C.S.F. was not by itself an indication for 
removal. Occasionally early serum reactions were 
found to produce a temporary exacerbation of the 
meningeal symptoms and to increase the flow of 


TABLE ITI—caNNULA DATA: AVERAGE FIGURES FOR 
WHOLE SERIES 


When placed in position 3-1 day of disease. 
” » n » 8-45 hours after 
admission. 
No. of hours 99 ” - 150-0 
Length of cannula 6-25 cm. 
Thecal depth is ie 5°65 » 
Pe »  forage-group 14-23 5-50 ” 
s » 9” 49 2- 7 3°65 ” 


C.S.F., and drainage was gradually terminated in 
these cases by increasing the manometer pressure 
by 4 cm. every 12 hours. Cell counts were not 
found to be as useful an indication for withdrawal as 
Hampson found in his cases of ventricular drainage. 


REVIEW 
The appearances of the C.S.F. have been placed in 
five categories :— 
Normal—i.e., transparent. 
Opalescent—i.e., practically transparent. 
Turbid—i.e., milky. 
Turbid yellow—i.e., purulent. 


Xanthochromic—i.e., deep yellow with little cellular 
matter. 


A turbid yellow fluid was present on admission in 
27 out of 28 cases, and in 20 cases, including those 
who lived longer than seven days, it took an average 
of 7-5 days to become opalescent. 

The severity of a case was determined from five 
main factors :— 

History of vomiting and syncope. 

Presence of rash and its character. 

Clinical evidence of toxsemia. 

Clinical evidence of meningeal irritation. 

Appearance and pressure of C.S.F. 


Of these five the most reliable was the last—the 
higher the pressure and the more yellow the colour 
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the more severe the meningeal invasion. The cases 
have been classified as :— , 


‘Cases Deathe. 
Very severe .. te at, . Semone 3. 
Severe sa ET E eee 5 
Moderately severe hs ERE 2 
Moderate .. gi E EA 0 
Mild .. aa gan Nae. ee 0- 
28 . 10 


\ The three very severe cases occurred in Group 2. 
All had severe meningeal irritation and were very 
toxic, though only one had a rash, and all had a 
turbid yellow fluid at a pressure of over 300 mm., 
which became xanthochromic before death. Atb post- 
mortem an acute meningitis was present with very 
little deposit but with intense venous congestion of 
the brain and cord. In each case broncho-pneumonia 
was present in one or both lungs. | 

Of the five deaths in the severe class, two children, 
aged 24 and 34 years, died of cerebro-spinal menin- 
gitis per se. The other three were adults and one 
died from lung abscess (aspiration), one from chronic 
cerebro-spinal meningitis with tuberculous epididy- 
mitis, tuberculous mesenteric glands, and unilateral 
hydronephrosis, and the last from cerebro-spinal 
meningitis and bilateral broncho-pneumonia. 

Of the moderately severe class one child who had 
clinically recovered died from sudden bulbar tom- 
pression ‘due to gross leakage from the cannula track 
after the cannula had been removed. The other, 
aged 7 years, developed total blindness, and the 
post-mortem showed a chronic meningitis and bilateral 
mastoiditis, symptomless during life. 

The total death-rate was 35-7 per cent., but the 
rate from meningitis per se was only 14-3 per cent., 
and it is felt that if pulmonary complications can 
be prevented the results of this treatment will be 
extremely satisfactory. 


TABLE IV—cCAUSE OF DEATH: WHOLE SERIES 


ş Day of alive 
ox eones | MAVO Cause of death at 
Case.| and on in 
age. |admis-| hos- post mortem. 
sion. | pita. 
1 M. 15 Ist 14 Lung abscess; recovered . menin- 
gitis. | 
2 5 | 4th 15 Medullary proite cone; re- 
covered meningitis. 
3 | M. 39 | 2nd | 23 Chr. C.S.M., T.B. epididymitis 
and mesenteric glands. 
4 F. 7| 4th 28 Chr. C.S.M. and bilat. otitis. 
5 | F. 33] 7th 4 C.S.M.; P.M. refused. 
6 | M. 18 2nd 3 Bilat. br.-pn. and C.S.M. 
7 |M.18 | Ist Bilat. br.-pn. and C.S.M. 
8 F. 21 | 2nd Br.-pn. and C.S.M. 
9 | M. 23| 2nd | 11 | Chr. C.S.M. and wasting. 
10 | M. 18 | 2nd 1 Bronchitis and pulm. œdđema ; 
, mod. C.S.M. 
Analysis 
C.8.M. per se .. a -- 4cases .. 40 per cent. 
Pulmonary and C.S.M. ee ő p» eke OO e 
Technical ` a 1 case .. 10 < 
10 cases .. 100 5 


The anesthetic and sedative used may be an 
important factor in the causation of pulmonary 
complications. A local anmsthetic preceded by 
hyoscine was found eminently satisfactory in the 


- 


| before: orafter ‘admission in 27 cases. 


-Repeated -lumbar and cisternal punctures 


_ technique. with costly apparatus. 
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_ Majority of casés.~A general anzsthetic-was required 


on one or two:occasions and gas-and-oxygen preceded 
by hyoscine gave the best results. Three cases in 


Group 2 received Avertin preceded by heroin (Cases 8, 
9, and 10, Table IV), but the results suggest that this . 
| combination is contra-indicated, probably because of 


the combined depressive effect on the respiratory 
centre. . Excessively restless or violent: patients are 
now controlled by hyoscine, and gas-and-oxygen is 


used for the insertion of the cannula: 


Recovery of the ‘cases was ‘rapid, ‘especially ‘in 
Group 2, where the average stay in hospital.was only 
30 days as against 60°5 days in Group 1. One sub- 
acute case in Group 2 became chronic and had to be 
re-drained.’' An intrathecal-dosé-of his:own serum given 
in the ninth “week produced a rapid improvement, 
and after 83 days in-hospital he was discharged. fit. 

In Group. 1‘:chronicity was common: and four 
patients had to be re-draiped. They were all in 
hospital: at the'same time: but came from different 
areas, aud one had a- type II. ‘Mmeningococcus and two 
had a type I, the:other being untyped.. They were 


treated :at- the ‘height “of a ‘measles: epidemic when 
trained nurses: were scarce, a great disadvantage 


with a: highly . technical treatment. -Of these four, 
onë devéloped.a complete | left-sided hemiplegia 
wach recovered: except for a slight paresis of the 
- thé:'other' three were discharged fit. Of the 
reagining’ ‘patients ‘who recovered, all were discharged 
fit, though ‘one: later: ceyeloped paronin ‘of the left leg, 
with muscilar' wasting. - 
` Bacteriology: +The | imeningococcus was’ seen either 
In 15 the 
organism was typed ; ten were type I, four type IT, 
and onè was’ indefinite, showing cross- agglutination 
pal! types I and’ TE. 


CONCLUSION S p 


spinal drainage over intermittent puncture with 
intrathecal ‘serum are: (1) It is based on physio- 
logical principles. (2) It provides.a constant index 
of progress of the local condition, with complete 


control: of: ‘the ‘intrathecal pressure and also. a con- 
(8) The » 


tinuous escape’ for. the meningeal exudate. 
necessity. for intrathecal serum is removed. (4) 
with 


their attendant traumatic and anesthetic risks are 


-avoided.: (5) Spinal and bagal. block do not occur. 


(6) ‘There is rapid relief of symptoms and return to 
consciousness. 

Disadiantages: These include : (1) A complicated 
(2) The necessity 
for a special nurse while drainage lasts and increased 
nursing difficulties through the restricted movement 
of re patient: (3): Impracticability of the method 
with infants. (4) Technical risks such as nerve- 
fibre damage, blocking and for bending of the cannula 
by a violent patient. 

| “ls. SUMMARY ` 

1. A method of. treating cerebro-spinal meningitis 
is described in which the C.S.F. is continuously 
drained from the lumbar theca through a special self- 
retaining screw cannula into a graduated reservoir. 

2. Details are given of the technique employed. 


3. The results of this treatment in a series of. 


28 cases are. given in full and are thought to be suffi- 
ciently encouraging to indicate that in hospital 
practice. ‘this may be the method of, choice. in selected 
cases. | 


‘This report would. not bè SEEE without an exprès- 


sion of thanks. to Dr. W..A.. Brown, late senior medical 


[Nov. 27, 1937 
officer of the Brook Hospital, to whose valuable practical 
help much of the suecess of the method is due, and to 


Dr. J. V: Armstrong, medical superintendent, of. the 
hospital, for his constant encouragement and coöperation 


. throughout the investigation and in the. preparation of 


this report. 
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SURVEY OF. PRESENT SERIES  ' 


We. have divided our series into four. classes, 
according ag to whether the section under considera- 
tion: showed many, moderate, few, or no mitoses, and 
by repeatedly re-examining the series until constant 
results were obtamed. we: believe that reasonable 
accuracy has. been achieved. We did not do actual 
numerical estimations since we observedsuch enormous 
differences in the number of mitotic figures. -occurring 
in different parts of the same tumour that we 


or . - > considered that mathematical’ accuracy. of cqunt. was 
‘Advantages. —The main advantages of. oaao | 


vitiated by the error of random sampling. . 

A consideration of Table. III shows that 80 per cont. 
of ‘patients whose tumours present many mitoses 
are dead, and the details of the cases still living 
further. show that this figure may reach 100. per cent: 
Of patierits whose tumours show no mitoses 33 per 
cent. are dead; and in intermediate ‘positions, are 
those with moderate or few mitotic figures, It is 
interesting that no. great difference appears in the 


| average survival times of patients dying from high 


count or low count sarcomata; a surprising fact, 
but one which we interpret as being due to the mildly 
malignant growths having given rise to few symptoms, 
and in consequence having been present longer 
before surgical assistance was requested. It must 
also -be remembered that locally recurrent’ growth 
kills by its interference with the mechanical functions 
ot the pelvi organs. : 


(X.200.) V, 


FIG. 6.—Long spindle-cell sarcoma, 
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TABLE: I. 
To Ilustrate the Relation of Mitotic “Count to Pregoi 


Me 


Average sur- 


TERES theof | s iti th 
$ months o urvival time in months 
Matone 8 ag those dead, of those alive from 
. * |:S_| So |from onset of onset. of Symptome: 
o |2 symptoms’ 
Ex | As to death.. | E 
Many 80 20 1 and 2. .Alive-with recur- 
mitoses. | rence 10 m. after onset of 
symptoms. 
| ae 3. Alive and well 20 m.. 
Moderate} ` 66 21 1. Alive and well after 12 m. 
number of a 2. as Sein, le 22 m. 
mitoses. 
Few 50 17 1. Alive and well 41 m. 
mitoses. 2. ©» ” 
at 3. ” ” i m: 
. X _ 3 4. 99 ” t 24 m. 
No- | 6 |33 [| 15 | 1.-Alive and well 66 m. 
mitoses..| | l l D Ag » | 5m. 
3. „` 25m. 
4. FaN ve with recurrence 


* One of the two cases was admitted with a growth 80 large 
that treatment: was not considered worth, while. 


Table IV. shows that correlation. between histo- 
logical type and prognosis was not satisfactorily 
achieved. In our series we concluded that all the 
sarcomata were variants of the same fundamental 
type, the leiomyosarcoma, and that the material did 
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FIG. 7.—Short-spindle-cellsarcoma. (x 400.) 
not justify the supposition that more than one type 
of tissue gave origin to these growths. In most 
tumours it was possible to.see more than one morpho- 
logical cell type, but no: tumour was composed entirely 
of cells that differed from examples to be found in 
selected areas of a predominantly spindle-cell tumour. 
For the purposes of Table IV the series was divided: 
into four histological classes depending — on the 
predominant cell present :— 

l; Long spindle cell (Fig. 6). . 

2. Short spindle cell (Fig. 7) 


3. Round cell (Fig. 8). |. 
4. Spindle cell with many giant cells (Fig. 9). 


Many: of the tumours. showed giant cells, but only 


those in. which they. formed a marked feature are 
included: in the‘fourth class. . It will be seen that such 
tumours have a strikingly worse prognosis in our 
series than do.the other groups, but we do not believe 
that the presence of. giant cells. alone necessarily 
involves a grave prognosis for the following reasons :— 

We found that the growths which showed the 
greatest, degree of degenerative change contained 


FIG. 8—Round-cell sarcoma,’ C 200. )" ae 


the oe number of giant cells. The ‘thickest 


congregations of giant cells in such tumours were 
often situated near an area of necrosis, hemorrhage, 
or infection, and in many of the tumours the stroma 
showed areas of hyaline degeneration (Figs: 10:and.11). 
Irradiation was also, seen to produce giant cells. 
The types of giant cell exhibited every.; gradation 
from those resembling large muscle cells with two 
pale.nuclei to deeply .hyperchromatic -massés with 
scanty cytoplasm. It therefore seems that: depriva- 
tion of blood-supply, due to various processes, will 
produce giant celis whose origin is either from adult 
muscle cells or their precursors. An analogous 
process is sometimes ‘seen in the production of giant 
cells in the pectoralis major following irradiation for 
carcinoma of.the breast, though hyperchromatism 
in these cells never attains such proportions as it 
does in a sarcoma. Further evidence that degenera- 
tion is the root cause is supplied, by our finding two 
degenerate fibromyomata (whose subsequent clinical 


` TABLE IV 
Histological Appearance in Relation to Prognosis 


; =] 
®o = i 
./2.| 88s ` 
Histo- g| HIA 
=| m 3 ‘Survival eriod of those . . . 
logical g 8 $ B $4 : alive in months. 
type. B&B 2S 3 
|S | Ef l 
. A 5 ER : 
/ n y i 
Lon 11 |- 54 15% d 7 ip ee 
spindle . . (2 1 Alfve and |: 
cell. : re well after | 
Short. 14 | 64) 28: i. 66. eo 
spindle f ` Alive and 761 m. without 
' cel. ` i =i A well after |) 7 ay recurrence. 
cs JT TT BY Alive after 10 m., but with 
“1. A recurrence. 
Round 3 | 33 10 1.\ Alive f10)\ m., but with 
cell. 2.f after (84 recurrence. - 


19} | 1. Alive and well after 4m.. 
giant cells. | ' ae ee. os 


course was ecneistent: with the diagnosis) i in which 
giant cells were seen (Fig. 12y. 

Since a rapidly growing tumour is. liable to dueto 
its blood-supply, or to open up a path for infection 
by ulceration (thereby providing .the -conditions for 
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l (x 200.) 


FIG. 9 .—Spindle-cel] sarcoma with giant cells. 


meoaedon: of giant cells), we conclude that these 
célls are most’ frequently present in highly malignant 
growths, but that they are not necessarily: a reliable 
guide to prognosis, 

Hyperchromatism, as distinct from| mitosis, is 
difficult, to estimate. We attempted to ‘group our 
series into. classes according as to whether they 
showed marked, moderate, or little hyperchromatism. 
. The. subsequent ‘correlation of , prognosis was 80 
' poor that we. have not bothered to po ie the 
table so constructed. ` 


-Our series showed. no tumour resembling a small. 


round-cell sarcoma. 


CELLULAR FIBROMYOMATA 


It. has already. ‘been said that there is no acid 
test by which benign growths can be separated from 
malignant, _ It has been remarked (e.g., by Danreuther 
1928) that the post-mortem room. yields very few 
cases dead..of- sarcoma of the uterus. Indeed the 
number is infinitesimal: compared with the number of 
women who show fibromyomata at autopsy. This 
comparison suggests that sarcoma ‘is diagnosed too 
readily, and: aa many tumours considered mengani 
are really beni 
.. The criteria easeintial to the diagnosis of sarcoma 
have already been given and in chécking their 
, reliability it seemed important to obtain clinical proof 
not only. that cases ‘diagnosed as sarcoma were in 
reality malignant but also that cases diagnosed as 
cellular fibromyomata did not-subsequently succumb 
to malignant disease. The 20 cases showing the most 
cellular fibromyomata during the years 1930, 1931, 


and 1932 were therefore followed with these results : ~ E y 


Alive and well after five years, 18 cases!” my 
_ Dead, 1 case. 
Untraced, 1 case. 


The death was certified as due to. heart failuiré, ‘with 
no evidence of pelvic symptoms. There was no 
post-mortem. 

Corresponding investigations for thie years 1934, 
1935, ànd 1936 showed 28 celine fibromyomata 
„with the following results :— . :.. 

Alive ‘and well, i cases. 

Dead; 3 cases.: 

‘Untraced, 2 cases, 


ee 
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Of ‘those who succumbed, 1 died of heart failure 


' with no evidence of pelvic symptoms (no post-mortém), 


1 died of carcmoma of the pancreas (verified post 
mortem), and 1 died of recurrent sarcoma (verified 


post mortem). 


Thus of 45 cases of cellular fibromyoma (19 with 
a five-year history.of health) only one finally behaved 
as: a malignant tumour; and this seems ample 
justification for the diagnostic: criteria: given, since 


the 45 cellular tumours were picked as. the most 


Geugerous looking of a collection of 302 fibromyomata, 
: To return to the patient who died of recurrent 
sarcoma, Proper and Simpson (1919) speak of 


| metestasising myomata and further state that: “ they . 


are probably really benign“ and. metastasise as: the 
result of the cells of a leiomyoma penetrating a ‘blood: 
vessel and producing: another tumour at the ‘place 
where these cells become lodged.’ But it seems 
more likely that some part of our ; tumour: was 
sarcomatous rather'than that'a fibyotnyoma pave rise 
to metastatic deposits ; for the picture of afibromyoma 
giving rise to secondary deposits seems fantastic, in 
view of the behaviour of enign fume ary in other 
parts of-the body: 

The histology of this series of cellular fibromyomata 
often shows many hyperchromatic and atypical forms 
but’ the tumours conform to our criteria in that they 
show. whorled pattern and, with two. exceptions; 
absence of mitoses. ` It may seem inconsistent, ‘when 
we have laid such stress on mitotic figures as a guide 
to malignancy, to confess that isolated mitoses were 
discovered in two fibromyomata without causing 


us to ghange the histological diagnosis... Yet: the 


remainder of these two tumours. was so typically 
fibromyomatous that sarcoma seemed out of the 
question and the patients have survived in good health; 
one for seven years after removal of a fibromyomatous 
polyp, the other for two years- after a` subtotal 
hysterectomy. In both tumours the mitotic figure 
appeared smaller than those seen in frank sarcoma. 
There is no doubt that sarcomata may: arise in 
fibromyomata and ‘it. is probable | that: there is also 
a primary: form of sarcoma though in the majority 
of specimens the advanced state of the growth. makes 
it impossible to decide where. the malignant: process 
began. . The presence of tiny “seedling”. fibro- 
myomata (often too small to be seen with the naked 
eye) in some uteri would make it extremely difficult 
to say definitely that all sarcomata did not arise in 
pre-existing fibromyomata. The various aspects 


. FIG. 10.—Sarcoma. 
surrounding tumour is degenerate. (x 6 


Hyperchromatic giant form... lane 


| 
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of this vo are! fully oe Y Motarland 
(1935). ee oe 


ko . CARCINO-SARCOMA AND UNDIFFERENTIATED | . 
CARCINOMA 


Cases are sometimes described in which PRON 
scopic section shows both carcinoma and sarcoma in 
the same: uterus (e.g., by Frankl 1925, Goldstine 
1935, and Moise 1924): There are a few cases in 
the present series which appear at first sight to show 
such a condition, but which on further inspection 
have proved to be either carcinoma or sarcoma. 
Considering first the latter, we have-sections which 
show strands of epithelial cells connected by a narrow 
neck--to the parent surface, but otherwise gurrounded 
by sarcoma cells. It clearly only requires a slight 
extension of sarcomatous invasion to sever the isthmus 


and, if this is followed by malignant destruction of 


the surface epithelium, the final picture will be of,a 
group: of epithelial: ‘cells. embedded: in sarcomatous 
tissue. Other of our ‘sections show heavily infected 


sarcoma, lying close to little islets of epithelial cells, — 
whose nuclei show pyknotic and. degenerative changes 

and which are embedded. in infected granulation 
“The tricks which radium, infection, and 


tissue. 


E 
*% 


FIG. ‘11.— Sarcoma. To show jcongregetion of giant cells near 
& hemorrhage. (x 200.) 


sarcomatous invasion of an epithelial surface will 


play the.pathologist must therefore be. carefully con- 
sidered before a diagnosis of carcino-sarcoma is made. 
Our attitude- is one of considerable scepticism but 


we: have. the. backing of no: leas an’ authority than 


Ewing. ` a S 


The one case among our material where an apparent 


¿arcino-sarcoma was finally diagnosed as.a carcinoma 
had received radium, and the effect of irradiation in 
any site,in the body is to destroy evidence of orderly 
arrangement, to promote fibrosis, and. in. short soto 


break up the carcinoma pattern | that: it sometimes | 


resembles a sarcoma. . Knowledge of any previous 
treatment may thus be of great’ importance to the 
pathologist i in making his decision. 

‘An undifferentiated carcinoma may mimic a round- 
cell sarcoma buta search will usually ‘reveal occa- 
sional;tubules and areas where the epithelial character 
of the cells. betrays. their origin. In the absence of 
such evidence it: would be: impossible to distinguish 
between some undifferentiated carcinomata and 
sarcoma, . Tt is interesting that Frank (1931) has 


4 


FIG. 12.—Fibromyoma, to Show iant celis. 


Pationt ave and 
well three years after total. hysterectomy, (x 200.) ` 


described round-cell sarcoma which may show an 


“alveolar arrangement and is hard to. epnguish from - 


carcinoma, 
E ENDOTHELIOMA 


The'orly type of- endothelioma which rests on & 
secure basis is the angio-endothelioma.: Such growths’ 
have apparently been described in the uterus (Ewing), 
though they must be: rare: . ‘Apart from blood and 
lymph vessels the peritoneum is the only tissue in 
the uterus ¢apable of giving rise to an endothelioma,. 
and many deny that the peritoneum in any situation 
can in fact do so. The diagnosis of: endothelioma in 
_the absence of large, newly formed, ànd’ irregular : 
= vascular spaces in, the tumour ‘is not, in our opinion, 


justified. We had the opportunity of. -seeing a section, | 


diagnosed elsewhere as endothelioma, it which: 'MASSOS 
of sarcoma cells were: arranged. ‘round’ fully formed 
blood-vessels ; these latter had all’the appearance 
of being part of .the original vascular tree of the 
uterus. But a perivascular mode of infiltration is no 
ground for diagnosing an eńdothelioms.:’ - 


r Rigs 


‘CON CLUSION AND SUMMARY, 


1. The clinical features of 40- cases of'-sarcoma of 
the uterus are discussed and the survival-rate -of 
24 cases operated.on five or more. ‘years ago is found 
to be 16 percent. —_; 

2. The pathological foxintes of: 35 cases of sarcoma 
of the uterus are discussed: and the criteria given ‘for 
their distinction from cellular fibromyomata, __ 

3. The reliability of these criteria is further shown 
by the fact that only I case from the 45 most: cellular 
fibromyomata occurring in the 1930-32 and 1934-36 
periods has succumbed to recurrent sarcoma. __ 

4, The frequency of mitotic figures.in a tumour i is 


found to be, the most reliable single factor in the.. 


diagnosis of sarcoma; little correlation between 
histological cell type | and prognosis is discovered. - 

5. No evidence that sarcoma of the ‘uterys, exclud- 
‘ing the botryoid. type,’ arises from more than „one 
type of tissue has, been discovered. . 

6. The origin of giant cells iş briefly, discussed. 


We wish to thank Prof. James MéIntosh, ‘Mr Victor 
Bonney, and Dr. R. W. Scarff for many. “suggestions, and 
criticisms, and the honorary surgical stafis of: the :Middle- 


sex Hospital and the Chelsea Hospital -for. Women. fpr 
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permission. to,se. the notes.of the cases. which. form the 
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GONTINUOUS | DUODENAL ASPIRATION 

‘IN PARALYTIC ILEUS AND INTESTINAL 
| -~ OBSTRUCTION 

+s AN IMPROVED TECHNIQUE 


By F. MITCHELL. HEGGS, M.B. Lond., F.R.C.S. Edin. 


"RESIDENT ‘SURGICAL OFFICER AT THE ROYAL HOSPITAL, 
‘SHEFFIELD 


: THE therapeutic value of continuous duodenal 


aspiration’ in paralytic ileus. and, other forms of 
intestinal obstruction is now firmly established. The 
treatment formerly carried: out at the Royal Hospital, 
Sheffield, including: the use of the Wangansteen 
‘syphon bottles, was found to have numerous dis- 


advantages, not the least of which was the difficulty: 


experienced by the nursing staff in working and 
refilling. I therefore evolved the apparatus depicted 
in the accompanying illustration, and which has given 
satisfaction. while-in use at the hospital for some 
months. ` i ' 

It consists of a vertical metal stand with a heavy tripod 
base moving on rubber wheels. To this stand are fixed 
three projecting wooden trays which support three inter- 
connected bottles. The working of the apparatus depends 
on the fact that water flowing from the uppermost .bottle 
to one at a-lower level produces a vacuum in the upper 


half of the former, . -which vacuum is used to create suction . 


force. Three glass tubes pass through the rubber cork 
in’ the top bottle.: One, bent at right angles, simply 
conducts the vacuum which has been created to the 
third bottle, which consequently acts as the receptacle for 
the aspirated dtiodenal contents. A second tube of 


wide bore (# in. diameter) leads to a rubber continuation © 


tube fitted with a control clamp, and this again to a large 
funnel through which fluid is poured in the process of 
refilling. The third tube is normally closed with a glass 
stopper, the removal of which converts the vacuum into 
an air-containing space, without which | detail refilling 
could not be done: 

The lowest bottle has a wide bore tap attached to it 
for rapid emptying when necessary, and the water drawn 


' off can be used again for the refilling. .The screw clamp,. 


fully. open if necessary, which is used to control the rate. 
of flow of water, is adjusted so that a state of equilibrium 
is obtained between the suction force and the fluid pres- 
gure in the duodenum, remembering that the aspiration 
of fluid into the duodenal contents bottle depends on the 
regurgitation of further fluid intestinal contents into 
the duodenum itself. The advantageous result is that the 
apparatus does not, like White’s suction pump for example, 
repeatedly and unnecessarily expend itself; in fact 
refilling need take place only once:in twelve hours. 


‘It is of course essential to combine duodenal aspiration 


with continuous intravenous administration of ‘fluids, in 


‘procedure ; 


order to combat the inevitable dehydration -with loss of. 
chlorides and resulting alkalosis; hence the design‘ of 
the apparatus has been such as to include a gallows arm 
(adjustable according to position of. patient. and site of 
infusion) which supports the vessel: containing the particu- 
lar solution chosen for intravenous therapy. The latter 
is preferably led into a vein on the dorsum of the forearm, 
the hand being held securely by a Carr’s splint. The 
nursing staff in attendance must be emphatically instructed. 
that accurate volume and time sycords be eee or ene 


The apparatus. 


intake of fluid and’ output—namely, that given intra- 
venously or by mouth, and that passed as urine or aspirated. 
into the duodenal contents bottle. 

' The immediate difficulty is the passage of the -duodenal 
tube through the nose; it must be sufficiently. firm to 
ensure its further passage down the throat and. naso- 
pharynx irrespective of the patient’s antagonism to this 
and it must also be of such bore that it will- 
not be blocked by ‘any solid particles in the: duodenal 
contents. The St. Thomas’s Hospital pattern of rubber 
tube, though of corréct size, has been found in my éxperi- 
ence to be too heavy at the duodenal end to pass through 
the nose without discomfort. The Levine’s tube 42 in. 
No.. 16 Fr. ‘gauge has however been found. suitable.. 

The patient is supported in bed with a light mackintosh 
before him, and the tube inserted into his nostril. Cocaini- 
sation of the nose and throat is only exceptionally neces- 
sary. A nurse’ standing on the left side of the patient 
gives him small sips ‘of’ pleasant-tasting fluid such ‘as 
glucose lemonade, which makes the patient swallow rather 
than reject the tube as. it impinges on the soft palate. 
If this precaution be neglected stimulation of the patient’s 
throat by the tube results in nausea and retching both of 
which may be difficult to control. The tube is passed 
from the ‘right-hand side of the patient, who is. instructed 
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to keep his eyes fixed on the surgeon’s face, to keep his 
head well forwards, and not to close his eyes. The tube 
is usually passed with very little distress to the patient, 
and once in position will be tolerated for 48 hours or more. 
It is fixed by adhesive strapping to the side of his head 
and then connects by a glass tube 3 in. long to a stout 
rubber tube which passes uninterruptedly to the duodenal 
contents bottle. 

This is at a level below that of the patient and the 
filling of the duodenal tube results in a syphon action which 
enhances the gravity suction of the two original bottles. 
The patient is allowed at first to swallow water, and 
although this returns at once by aspiration it has effectively 
washed out the stomach. 


It is vital to ensure that the total volume of fluid 
administered intravenously exceeds the quantity 


excreted as urine or aspirated; the state of affairs 
being conveniently estimated at the end of each 
twelve hours. Investigations at intervals of the blood 
chemistry, particularly the level of chlorides and 
alkaline reserve, indicate the exact composition of 
fluid which should be supplied to the patient. In 
48 hours of this treatment, carefully carried out, the 
condition may be greatly alleviated, as evidenced by - 
a falling pulse-rate, by diminished nausea,.and by 
less abdominal distension. The aspiration. may then 
be discontinued, leaving the duodenal ‘tube in situ, 
and giving small amounts of fluid by mouth. If this 
is tolerated, the tube is removed, and twelve hours 
later the administration of Doryl 1 c.cm. subcu- 
taneously may have an additionally beneficial effect. 
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SECTION OF OBSTETRICS AND GYNZCOLOGY 


Av a meeting of this section held on Nov. 19th, 
with Prof. Mires PHILLIPS, the president, in the 
chair, the subject of discussion was 


Maternity Work in L.C.C. Hospitals, 1931-1936 


Dr. LETITIA FAIRFIELD, in opening the discussion, 
said that during the period under review there had 
been a 650 per cent. reduction in the maternal 
mortality-rate in the L.C.C. hospitals and in the rate 
for allLondon. The conditions in municipal hospitals 
are in many respects different from those in the 
great teaching hospitals, but they are of importance 
as being the conditions under which an increasingly 
large percentage of the midwifery of the country is 
conducted. Of the 58,130 births in London in 1936, 
18,261 took place in L.C.C. hospitals. As a result of 
the Local Government Act, 1929, the Council had 
found itself in charge of 600 maternity beds distributed 
among 22 general hospitals and institutions. Having 


regard to the high national rate of maternal mortality ` 


the Council had decided to make hospital admission 
open to all without restriction. The consequent 
growth of the maternity departments was shown by 
Dr. Fairfield in a series of tables. Between 1931 and 
. 1936, confinements in hospital had risen from 10,038 
to 17,926 and births from 10,191 to 18,261, and the 
beds had been increased from 600 to 853. These 
figures showed a very great desire for hospitalisation 
during confinement, whatever might be the merits 
of the policy. Aided or complicated confinements 
were now 15-4 per cent. of the whole; the stillbirth- 
rate had fallen only from 4-7 per cent. to 3-8 per cent., 
and deaths within ten days remained steadily at 
1-9. Normal births in L.C.C. hospitals were conducted 
by midwives (and by medical students in some 
hospitals) and the interference rate was very low, 
some specialists might think too low. There had 
been 152 ‘Cesarean sections in 1936 (a rate of 0-89 
per cent.) with only 2 deaths, both from heart disease. 
The forceps rate was 3-39 per cent. and the rate for 
surgical induction 2-47 per cent. The antenatal 
clinic records showed that 91 per cent. of the women 
had attended, exclusive of those under the care of the 
borough clinics and of private practitioners. There 
were 18,251 new cases and 120,538 attendances in 
1936. Dr. Fairfield pointed out that as the Council 
did no direct health propaganda and could make no 
conditions for admission to hospital, this was a 
remarkable evidence of the intelligence and education 
of the women of London. 


The classification of the maternal deaths had been 
a matter of great difficulty. They could not produce 
a figure comparable to that of the Registrar-General, 
Their primary object had been to present to the 
appropriate committee a fair picture of the work 
of their obstetrical wards. Hence it had been 
necessary to separate out the abortions, which had 
numbered 19,202 with 248 deaths over the six years, 
the ectopic gestations (743 cases with 43 deaths), 
and the deaths due to coincident causes such as heart 
disease, pneumonia, neoplasms, &c. There remained 
out of the total of 79,254 confinements a group of 
292 deaths due directly to pregnancy or confinement. 
Among those who had had antenatal care in the 
Council’s clinics 151 deaths occurred, and ‘141 among 
the women who had antenatal care from other sources 
or none at all—i.e., the division was roughly between 
“ booked ” and “emergency.” The major problem 
of the Council’s hospitals, as indeed. of all other 
hospitals, was sepsis. Ninety-five out of the 292 deaths 
were due to this cause, but it was only fair to say that 
the incidence of sepsis had been assessed at its 
maximum. Mastitis, deaths from sepsis after 
Cesarean section, septic pneumonia, and ‘pulmonary 
emboli had been included. The situation had 
recently been revolutionised by the intensive work 
of Dr. Leonard Colebrook and his colleagues on the 
hemolytic streptococcus, and the discovery of the 
sulphanilamide group of drugs. The bacteriological 
aspect of sepsis, however, was not the only one. 
Some of the danger points which needed constant 
supervision were: (1) the supervision of ward tech- 
nique, as dubious practices were apt to creep in with 
constantly changing staff; (2) overcrowding (to 
which municipal hospitals were peculiarly liable) ; 
(3) lack of separate accommodation for suspect cases ; 
(4) failure to recognise sepsis early enough; (5) 
failure to remove and segregate promptly pyrexial 
patients ; (6) allowing access of staff and visitors 
with streptococci in their throats. In the Council’s 
hospitals great stress was laid on prompt removal 
of pyrexial cases from the wards and on swabbing 
the genital tract in each case. Epidemic sepsis had 
fortunately not caused a death for some time and 
to date there had only been 1 death from sepsis 
after normal labour in the last 35,000 deliveries 
conducted entirely in the wards—i.e., not infected 
before admission. Sepsis after abnormal deliveries 
had proved not so easy to prevent. 

Among the tozemic group there were 38 deaths 
from eclampsia in the whole series, 10 from among 
the Council’s “ booked ” patients and 28 emergencies. 
An intensive study had been made of eclampsia 
occurring among the 46,293 patients delivered in the 
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last three years. The total number had been. 110 
cases with 20 deaths ; 34 cases and 6 deaths occurred 
among the 41,430 women who had had antenatal 
care. Of the 6 deaths 3 were fulminating cases which 
had given no warning whatever ; 2 of the women had 
persistently refused to codperate, and in 1 only 
was it felt that greater vigilance might have been 
exercised. A residuum of eclampsia was certainly 
unpreventable by any known method. During the 


same period among 14,863 emergency admissions 


there were 76 cases of eclampsia with 14 deaths. 
Dr. Fairfield gave detailed figures of cases of 
hemorrhage, ante- and post-partum, in the past three 
years, during which no “booked ” patient had died 
from ante-partum hemorrhagé and only 1 from 
placenta previa. Among 87 Cesarean sections for 
placenta previa there were only 2 maternal deaths. 
Post-partum hemorrhage had been recorded in 1 per 
cent. of the deliveries and had been responsible 
for 9 deaths in two years ; this was regrettably high 
but fortunately there had been no death at all from 
hemorrhage in 1937 to date—i.e., in about 16,000 
cases. 

Deaths from ‘“‘ obstetrical shock’? fell into two 
distinct groups: (a) those among the booked patients, 
which were almost entirely due to troubles with 
retained or adherent placentas; and (b) the 13 
emergency, cases which showed a bad record of 
neglected or mismanaged labours. These cases, 
together with 4 of those due to ruptured uterus, would 
give an unduly pessimistic view of modern domiciliary 
obstetrics unless one remembered that the series 
extended over six years, during which 350,000 births 
took place in London. An interesting point was the 
very low incidence of pulmonary embolus when 
expert post-mortem examination revealed no sepsis. 
The 11 deaths from anesthesia included 4 from spinal 
anesthesia after Cesarean section; in a series of 
781 Cæsareans no other anesthetic caused death. 

Dr. Fairfield said in conclusion that in the first 
ten months of 1937 the mortality-rate (excluding 
abortions) in the Council’s hospitals had fallen by over 
20 per cent. as compared with 1936. No dramatic 
results could be expected, but a steady drive towards 
higher standards of efficiency in staffing and accom- 
modation, combined with that eternal vigilance 
which was the price of a mother’s safety, should 
enable the municipal hospitals to take their full 
share in a national system of midwifery., 


DISCUSSION 


Prof. MUNRO KERR pointed out that the Registrar- 
General, in his returns of deaths due to pregnancy and 
childbirth, included all deaths from ectopic pregnancy ; 
also that no proper comparison could be made between 
the L.C.C. figures and those of provincial maternity 
hospitals, seeing that in the latter from 20 to 40 per 
cent. were emergency cases, as against the L.C.C. 
figure of only 10 per cent. not previously booked 
for hospital delivery. The figure of 2 deaths per 
thousand births was a very satisfactory one. 
The reduction of maternal mortality in the L.C.C. 
had been most striking in the category of causes. other 
than sepsis; the abortion cases represented 20 per 
cent. of the sepsis fatalities. He took exception to the 
suggestion that auto-infection was of only minor 
importance. In two series of figures compiled in 
Aberdeen, localised infection in or upon the patient’s 
person was responsible for 30 per cent. of the fatalities. 
It should: be possible to obviate almost completely 
extrinsic. infection, by the use of masks, gloves, the 
isolation of infected patients, restriction of visits to 
patients, and limitation of the number of patients 
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per ward; to reduce intrinsic infection would be 

- much more difficult. There was no need to be unduly 
depressed about eclampsia. Only 34 cases of it 
were recorded in 41,430 confinements; the death- 
rate, 6 out of 34, was relatively high, but included 
deaths of 2 patients who refused to codperate. In 
his view cases of the fulminant type called for 
immediate Cesarean section; in 87 cases so treated 
there were but 2 deaths from placenta prævia. 
Most cases of ruptured uterus resulted from bad 
obstetrics, but not on the part of the hospital staff. 
The results presented by Dr. Fairfield showing pro- 
gressive improvement demonstrated beyond question 
what could be accomplished by good ‘obstetrics. 

Prof. JAMES YOUNG said that sepsis loomed as the 
most important contributory factor in maternal 
mortality. The increasing hospitalisation of 
maternity could only be justified if this menace 
could be eliminated. The risk of puerperal sepsis 
run by women who entered maternity hospitals 
was at one time estimated as six times as great as 
when the child was delivered at home; doubtless 
such startling comparative figures were now obsolete. 
He was among those who held academic technique 
to be of less importance in the presence of sepsis 
than the ritual and discipline carried out at all good 
hospitals. The outstanding problem was that of the 
carrier. Another was that of toxemia, and the 
L.C.C. hospitals seemed to have been remarkably 
successful in guarding against its major risks. At 
the Hammersmith Hospital 15 to 20 per cent. of 
the women examined showed evidence of toxsmia ; 
if this was to be dealt with successfully, treatment 
must be begun early. The whole question of the 
staffing and administration of maternity hospitals 
needed careful scrutiny. i 

Dr. W. H. F. OXLEY objected to the lumping 
together of a number of conditions as ‘ sepsis.” 
It was a question whether staphylococcal cases 
needed such strict isolation as streptococcal. B. coli 
infections could probably be efficiently treated by 

‘rigid disinfection, less stress being given to isolation. 
Such differentiation, if practicable, would facilitate 
the administration of these hospitals. The very small 
amount of sepsis following normal labour could: be 
attributed partly to the vigilance of hospital matrons. 
Despite antenatal work the deaths from eclampsia were 
increasing. He never removed a placenta manually 
without full chloroform anesthesia. Deaths due 
to the wrongful application of forceps would, he 
thought, be prevented in the future by arrangements 
made under the new Midwives Act. After Dr. Fair- 
field’s report authors of text-books might well devote 
more attentign to rupture of the old and fibrotic 
uterus. It was a pleasure to hear how little inter- 
ference was carried out in the L.C.C. hospitals: a 
forceps rate of 3 per cent., an induction rate of 2 per 
cent., and Cæsarean sections under 1 per cent. He was 
sure that the right way to reduce materna) mortality 
was toepractise eternal vigilance in small things. 

Mr. ARNOLD WALKER said that at Willesden there 
were 2900 births a year, a third of which were delivered 
in the Willesden Maternity Hospital. In a series of 
4400 booked cases Cesarean section was done before 
or during labour in 15 cases; in 5 the operation had 
been done elsewhere. The stillbirth-rate was under 
3 per cent., the infant death-rate 1-8 per cent. In 
the series of booked cases there were only 5 maternal 
deaths. In only 2 cases was the hemolytic strepto- 
coccus identified. 

Miss MARGARET BASDEN described two cases 
illustrating the difficulty of diagnosing abnormalities. 
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The PRESIDENT vhought it likely that even Dr. Fair- 
field scarcely realised how important her communica- 
tion was. In any controversy on the subject of 
hospital versus domiciliary delivery, this contribution 
would form a strong plea in favour of institutional 
management of cases of labour. He agreed with 


Prof. Young that safety largely turned on the — 


question of sepsis; aseptic and antiseptic technique 
must have been excellent in the L.C.C. hospitals to 
produce such figures. The streptococcus was the 
chief enemy of midwifery practice. Post-partum 
hemorrhage was also closely connected with anti- 
septic technique. In the presence of hemorrhage 
he did not hesitate to carry out manual removal of 
the placenta. yi 

Prof. C. G. LowRY ‘expressed the view that fifty 
years hence only women with precipitate labour 
would be delivered in their own homes. He agreed 
on the importance of immediate swabbing of suspected 
cases. In his own septic block he personally initiated 
all new officers in the method of taking swabs. At 
one time when the number of negative reports on swabs 
was striking he discovered that iodine had previously 
been used. The injection of substances such as glycerin 
meant potential sepsis ; the incidence of puerperal 
peritonitis in his experience had dropped consider- 
‘ably since such injections had been discontinued. 
Some cases of obstetric shock were perhaps attributable 
to over-emphasis of the dangers arising from the use 
of forceps; a fear of using them often resulted in 
unnecessary prolongation of suffering. Prof. Lowry 
paid a tribute to the skill and knowledge of mid- 
wives ; much could be learnt from experienced ward- 
sisters. 

Mr. EARDLEY HOLLAND remarked that Dr. Fair- 
field had made it clear that the L.C.C. hospital 
administration was a system, whereas the voluntary 
hospital ‘‘ system ” was a collection of independent 
units. It was a great advantage to be able to collect 
and correlate figures and follow a standardised 
technique. During the last two or three years 
it had become in many ways much safer for a woman 
to be confined in a first-class obstetric hospital than 
at home. The hxemolytic streptococcus was now 
under control, and the stage was being approached 
when the major problem of puerperal sepsis could be 
solved. Intrinsic infection by anaerobic organisms 
was as far off solution as ever. A great disadvantage 
of hospital confinements was that many women were 
scared by the ritual of preparations, and this might 
lead to emotional inertia. Everything possible should 
be done to counteract that feeling. 

Dr. R. L. Dopps was impressed with the immense 
variety of cases treated in L.C.C. hospitals and with 
their equipment and facilities for dealing with 
emergency cases. The employment of glycerin for 
uterine infections soon after the birth of the. child 
was liable to cause a spread of the infection ; but if 
its administration was delayed to the fifth or sixth 
day post partum, it reduced the duration pf the 
pyrexia and of the infection in the uterine cavity. 


Dr. FAIRFIELD, in reply, said it had been her 
intention to give a word of praise to the hospital 
almoner for her signal services. The excellent L.C.C. 
record in regard to single mothers was largely due 
to her tact andsympathy. The midwifery service and 
the sisters were also of the greatest help. It was impor- 
tant not to work to percentages, but to concentrate 
on doing the best possible for the particular patient 
and her child. It was not possible to refuse attention 
to any woman, but none were asked to come. In 
large numbers of cases the home conditions were not 
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suitable for delivery of a child. In the L.C.C. service 
every attempt was made to pool experiences, and to 
have on the staffs men or women who had no or 
were working for the tel degrees. 


SOCIETY OF RADIOTHERAPISTS 


A MEETING of this society was held on Nov. 19th 
with Dr. N. S. Finzi, the president, in ne. chair, 
when a discussion on the 


Treatment of Hodgkin’s Disease 


was opened by Lord.. HORDER. The concept of 
diseases, he said, changed with the passage of time ; 
the method of investigating them: was to make as 
many observations as possible and then to group 
together “cases” which bore a resemblance. The 
slow passage of the heterogeneous into the homo- 
geneous was a necessary process in the classification 
of types of illness. In this way the clinicians Hodgkin, 
Bright, and others had advanced medicine but there 
was always the risk of putting in one category condi- 
tions which possessed too little affinity.. He always 
believed that Hodgkin’s disease was an entity; then 
histology had confirmed that an identity existed in 
many cases, although the histologist had differentiated 
a number of glandular conditions. But the final 
criterion of the disease—the isolation of the causative 
agent—was still awaited. In the treatment. of Hodg- 
kin’s disease arsenic used to be the stand-by and still 
was effective, but it was liable to be omitted these 
days because of the difficulties of assessing other 
(radiological) methods of treatment given at the 
same time.., Lord Horder considered, however, that 
in the “ close seasons ” of irradiation. treatment 
arsenic had its uses as a hematinic agent. It also 
seemed to have the power of causing regression in 
some cases. Antimony was sometimes, preferable, 
more especially where pyrexia, sweats, and pruritus 
were marked; the preparation he. used was urea 
stibimate. General lines of treatment—diet, fresh 
air, and sunshine—should not be overlooked. He © 
considered that the physician should not be deterred 
from giving treatment in a case of lymphadeno- 
pathy presenting the main features of Hodgkin’s 
disease, whether by antigen or by radiotherapy, in 
the presence of a negative result from Gordon’s 
encephalitis test. Where the diagnosis was inexact 
the reaction to these forms of treatment might be of 
great assistance. The thing that mattered was that 
accurate records should be made of all data— 
clinical, histological, and therapeutic. Exactness 
in the matter of criteria could then come more 
certainly. 

Dr. J. F. BROMLEY (Birmingham) recalled that of 
the seven cases described in Hodgkin’s original paper 
only two were still thought to have been suffering 
from ‘‘ Hodgkin’s disease.” A, thorough clinical 
examination and a blood count were, he said, of . 
prime importance before determining the course of 
treatment of these cases, and radiograms of the chest 
should be repeated at frequent and regular intervals. 
Diagnosis after biopsy had been made much more 
certain by the research of M. H. Gordon and his 
co-workers, and their test (the production of encepha- 
litis in a rabbit by injection of pulped gland) seemed 
so reliable that the removal of a gland from every 
suspected patient was almost a necessity. Dr, 
Bromley felt that, although expectant treatment 
might allow the total amount of radiation necessary 
to prolong life to be spread over the longest possible 


1254 ‘THE LANCET] 


period, it was better to treat the lesions as they 
arose. He had usually found that a total dose of 
about 2000 r. was sufficient to cause disappearance 
of surface glands and a similar dose might be given 
for the “ primary tumour ” in divided doses over a 
fortnight, but on the whole he preferred a less inten- 
sive treatment. Attempts to take advantage of the 
extreme radiosensitivity of the tumours although 
dramatic in effect often resulted in increasing the 
cachexia, pallor, and anæmi which were features of 
the disease. After the primary masses had been 
brought under control, his patients reported at 
regular intervals for examination and fortnightly 
blood counts so that quite small doses (300-400 r.) 
were often enough for the lesions in the early stages. 
The areas irradiated should be fairly large (about 
150 sq. cm.). In his series of 30 patients treated 
during the last seven years 10 had died, their average 
period of survival being 29-4 months, 19 were still 
under treatment (average survival 20-9 months), 
and 1 had been transferred elsewhere. 

Prof. James McInrosH said that most pathologists 
accepted a certain picture a% Hodgkin’s disease. It 
consisted of a relative or complete disappearance of 
lymphoid follicles in the gland; a great increase in 
endothelial cells; the presence of giant cells believed 
to be formed by fusion of endothelial cells; the 
presence of numerous eosinophil leucocytes ; definite 
fibrotic changes, either as proliferation of the reti- 
culum or, ultimately, fibrosis. Absence of any of 
the last three characters put the diagnosis in doubt. 
The disease appeared to be infective in origin although 
all attempts had failed to show visible microbes. 
Pathologists had therefore inclined to assume it was 
of virus origin ; Gordon had done the most important 
work in this connexion but some typical cases had 
failed to give the reaction. Virus bodies had been 
described but admittedly they were hard to see and 
could only be accepted with due caution. The great 
stumbling-block was the fact that the disease could 
not be carried on from rabbit to rabbit; until that 
was done the work must remain sub judice. As the 
fibrosis in the lesions was probably an attempt at 
natural cure, it was reasonable to hope that X rays 
which had a destructive effect on lymphoid tissue and 
produced fibrosis as a secondary reaction might bring 
about a natural cure. | 

Dr. W. M. Levitt divided the course of the disease 
into three stages: the single recognisable lesion, the 
stage of multiple superficial lesions, and the stage of 
multiple lesions with visceral involvement and advanc- 
ing cachexia; the first and third of these offered 
difficult problems in treatment. In the first there 
was the question of how much to treat, with a slender 
chance of ultimate cure. In the second the local 
masses were treated as they arose. Hitherto the 
third stage, with involvement of glands or important 
viscera, had been considered untreatable. For some 
ten years, however, certain methods of wide regional 
irradiation called by Finzi ‘“‘ X ray baths ” had been 
tried at St. Bart’s. Experience had shown that 
doses of X rays comparable to those given ordinarily 
to localised lesions could be applied easily and safely 
to the whole abdomen or chest if certain precautions 
were observed. The method was applicable equally 
to lymphadenoma and _ radiosensitive malignant 
neoplasms such as seminoma and very remarkable 
results had been achieved by it. For descriptive 
purposes the irradiations might be called thoracic, 
abdominal, and trunk baths, though overlapping of 
the first two often happened. 

The technique was to use high voltage rays with 
appropriate filtration in four oblique fields, over- 
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lapping completely in all cases. The focus skin 
distance had to be sufficient to cover fully the area 
to be exposed and might be as much as 130 cm. in 
trunk baths. The patient was carefully protected 
above and below the fields to be:exposed but not 
laterally, the whole section of the patient being 
exposed, and the long bones reéeived particularly 
careful protection. Treatment always began with 
very small doses, gradually increasing until the 
patient took daily doses to large sections of the body 
which were little short of astonishing. Blood-count 
control had to be kept in all cases but if reasonable 
care were exercised there was no real danger until 
three-quarters or more of the trunk was exposed. 

In the thoracic bath the whole thorax, axillæ, and 
cervical glandular areas were exposed to-the two 
anterior oblique fields. 
35 “surface r.” to one field and in the absence of 
contra-indications might be worked up till a total 
dose of 1000 r. had been given to each field. Blood 


counts showed, of course, a steady fall.in leucocytes 


but this was not held to be a contra-indication until 
the total leucocytes were only 1200 or the lympho- 
cytes 200. The simple thoracic baths were seldom 
abandoned for this reason, but abdominal and trunk 
baths were more frequently. The thoracic and 
abdominal baths had passed into the routine service 
of the deep X ray department at St.. Bart’s and 
some hundreds had been treated without an accident 
or death attributable to the X rays. Results were 
good in the sense that superficial and deep masses in 
the regions treated disappeared, cachexia was relieved, 
and the patient often returned to an apparently 
normal state of health. It was quite common for 
patients who had been bedridden to return to work 
for two and three years following the treatment of 
such extensive disease as would be untreatable by 
any other less comprehensive method. The most 
remarkable results, however, were obtained with 
trunk baths, justifying the use in carefully selected 
cases of an admittedly dangerous method. Of seven 
consecutive cases, each with advanced generalised 
disease, treated in 1932-34, no less than three were 
still alive and well; certainly one and probably two 
had died as the result of treatment. As an example 
of successful treatment he cited one case of seminoma 
recurrent after orchidectomy, who had had large 
masses in the upper abdomen and both iliac fossæ 
and enlarged hila glands in 1933 and was now well, 
apparently a vigorous and healthy man. After the 
two fatalities in 1934 trunk baths had been abandoned 
until last year when the remarkable results in other- 
wise hopeless cases made the risk worth while. The 
regional baths were safe and valuable methods of 
treatment ; the trunk baths, still under trial, were 
dangerous but might justifiably be used in hopeless 
cases, 

Dr. J. RABAN reviewed 138 cases diagnosed as 
lymphadenoma at Middlesex Hospital since 1932; 
unfortunately the diagnosis had not been tested by 
histological section in many cases. Eleven had lived 
for more than five. years, while the average time of 
observation of those who died was rather below the 
reputed average of 24 years. One patient had lived 
14 years and another 10. The method of treatment 
had varied ; surface radium, interstitial radium, tele- 
radium, X rays of high and low voltages, of light 
filtration, by an intensive method, a split intensive 
method, and occasionally by a fractional dosage 
technique. During the last four years the technique 
had been on a split dose method over a period of 
two to four weeks, giving 190-200 kv. at a distance 
of 40 to 50 cm. 


Treatment began with 
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Dr. F. ELLs (Sheffield) had treated a case of 
lymphadenoma by Dr. Levitt’s methods four years 
ago. The patient was still alive but two others had 
not responded so well. He asked Dr. Levitt whether 
he thought trunk baths were advisable for cases 
with single groups of glands, to which Dr. Levitt 
replied that he had not tried that. 

The PRESIDENT said he had believed until that day “ 
that some cases were curable, but he had just learnt 
that one of his had died after a period of 18 years. 
His practice had been to treat (say) the glands of 


the neck over a wide area, including the other 
side of the neck and the mediastinum. He thought 
radium gave too small a field to be useful. High 
kilovoltage enabled the skin to be spared. 

Lord HORDER, in reply, said he thought the blood 
picture was helpful in a negative way ; if there were 
, anything else than secondary anemia or changes in 
the distribution of the hyaline part of the white 
blood-cell count he was sceptical of the diagnosis of 
Hodgkin’s disease. He thought expectant treatment, 
scattered over a long period, was best. 


REVIEWS AND NOTICES OF BOOKS 


Injection Treatment of Hernia 


By Cart O. Rice, M.D., F.A.C.S., Instructor 

in Surgery, University of Minnesota School of 

Medicine, and Surgeon in Charge of Surgical Out- 

patient Department, Minneapolis General Hospital. 

Philadelphia: F. A. Davis Co. 1937.. Pp. 266. 

- $4.50. 

At a time when the treatment of hernia by injec- 
tion is arousing interest in this country, the appearance 
of this excellently produced little book is opportune. 
Its author can speak with authority, having treated 
thousands of cases by this method, yet his views are 
singularly unbiased. His thesis is explained in the 
preface, where he says that “this method is not 
intended as a panacea for the treatment of all types 
of hernia, but to be a supplement to our surgical 
armamentarium.” The subject of hernia is discussed 
in detail—the section on the anatomy of the anterior 
abdominal wall and of the various hernial orifices 
being original and instructive in its presentation. 
Treatment by.injection naturally occupies most of 
the text, and its indications, technique, complications, 
and results all receive detailed and thoughtful con- 
sideration. Dr. Rice is convinced that the “ pro- 
liferating ” solutions—he uses Sylnasol, a sodium 
psylliate compound—are preferable to the caustics. 
His survey of the various types of truss leaves the 
‘impression that one combining all desirable qualities 
—comfort, lightness, malleability, and cleanliness— 
is still to seek. Perhaps the most interesting part of 
the book is the excellent section on histopathology. 
Dr. Rice produces evidence from preparations of both 
human and animal tissue that the treatment he 
advocates has a rational basis. He states also that 
he has found very little difficulty in operating after 
injection, and that in cases where he has done so 
he has found the actual sac obliterated by fibrous 
tissue, presumably derived from chemical irritation 
outside its walls in the inguinal canal. The book 
ends with a chapter on the medico-legal aspect of 
hernia, an extensive bibliography, and a good index. 
Even those who are doubtful about the value of 
injection treatment of hernia, however carefully 
cases are selected, are likely to be impressed by the 
facts set out in this little book and by the sound 
sense of its author. 


Obesity 
By W. F. Curistre, M.D. London: 
Heinemann. 1937. Pp. 204. 12s. 6d. 


Tus book is filled with common sense and, as is 
proper in a practical handbook, more than two-thirds 
of it are devoted to details about ordinary articles 
of food and drink. Many useful tables showing the 
composition of the foods in genera] use in the British 
Isles are included; the chapter on the soups is 


William 


worthy of special mention, whilst those dealing with 
beverages, both alcoholic and non-alcoholic, are 
written with a dispassionate clarity not always 
characteristic of Scottish authors. Dr. Christie 
provides no excuses for the toper who would reduce 
his weight whilst retaining his alcohol, but the 
teetotallers may look askance at his learned disserta- © 


- tion on the composition and nomenclature of the 


malt liquors.. The discussion of drugs that may be 
of assistance in the treatment of obesity is wisely 
confined to four pages, which include a valuable 
warning of the dangers of such preparations as 
dinitro-cresol. The ultra-modern student may 
complain that too little space is here devoted to the 
endocrine factors in obesity. ‘The more seasoned 
reader will appreciate a carefully reasoned and critical 
survey of a subject in which many seek for mysterious 
explanations and remedies, neglecting the basic 
factors underlying the common pathology and wise 
therapeutics of adiposity. ° | 


Pdvlov and His School 


The Theory of Conditioned Reflexes. By Y. P. 
FroLov, M.D., Member of the All-Union Institute 
of Experimental Médicine, Moscow. London: 
Kegan Paul, Trench, Triibner and Co. 1937. 
Pp. 291. 12s. 6d. 

Many of Pavlov’s works have not been translated 
into English, and the activities of his later years are 
little known. Prof. Frolov gives us a glimpse into this 
period, and tells us how Pavlov carried his objective 
methods into the clinic and made a classification of 


the neuroses which enabled bim to link them up with 


certain observations on lower animals. The account 
is not, however, systematic enough to enable the 
uninitiated to understand and appreciate fully the 
exact significance of Pavlov’s work. The same 


` criticism may apply to the earlier chapters, but we are 


by now so familiar with the main outlines of the 
investigations into conditioned reflexes in the dog 
that unconsciously we fill in any gaps. This book is 
valuable in throwing our previous knowledge into a 
different perspective. Familiar experiments are 


presented in a different order and in an unusual 


context, with a constantly recurring personal note. 
Pavlov’s motives are kept in the foreground, with 
the reasons which made him attempt the experiment 
described. His attitude towards his helpers, the 
organisation of his laboratory, and the discipline 
he imposed upon himself are all worked into the 
main story. In the protocol of one experiment 
recorded there appears, under the heading ‘‘ Remarks,”’ 
the note “I. P. Pavlov was present during the 
experiment.” This reverent attitude, which per- 
meates the book, appears strange at first, but one 
soon becomes used to the mixture of emotion and 
science, and a second reading reveals how much 
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actual experimental work has been surveyed. The 
book will appeal most strongly to physiologists, 
neurologists, and psychiatrists, and will whet their 
appetites for more detail. The intention seems to 
have been to make this a “popular” or “‘ semi- 


popular ” book, but the scientific part is a shade too. 
technical for this purpose, and the rest does not. 


amount to a biography. The atmosphere created by 
Prof. Frolov throws an interesting light on the 
conditions for scientific medical research in Russia as 


well as on the spirit in which such work is carried. 


out. The translator is to be complimented on 


having rendered the text in English without blurring 


the poten of the author. 


En $ 
9 ‘sa 7 4 
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Internal Diseases of the Eye and Atlas of 
Ophthalmoscopy 


By Manvet Troncoso, M.D., Consulting Ophthal- .: 


mologist, Meadowbrook Hospital. Philadelphia : 
F. A. Davis Co. 1937. Pp. 530. $165. 


DisEASES of the eye and particularly fundus 
diseases often provide good opportunity for corre- 
lating the clinical picture and its changing phases 
with the histological findings when the eye has been 
removed either during life or after death. Perhaps 
the best feature of this work is the presentation on 
the same page of a fundus painting of a particular 
lesion, sometimes accompanied by a diagram, and its 
histological appearances on section. From a careful 
survey of the physiopathological changes the author 
deduces the main symptoms associated with each 
lesion. 

There are chapters.on the ophthalmoscope and 
its uses and on the visual fields, perimetry, and 
scotometry. A special chapter has been allotted *to 
the retinal circulation, and others deal with diseases 
of the retina, choroid and vitreous body, and with 
injuries of these structures. . The fundus paintings 
of angiomatosis retin, lipemia retinalis, retinitis 
circinata, and a microphotograph of glioma retins are 
not up to the high standard of the other illustrations. 
In the description of the treatment of glioma retinæ 
it is regrettable that radium is regarded as suitable 
only for inoperable cases and for the alleviation of 
pain; no mention is made of the successful work 
done in England by Foster Moore and others in 
treating glioma retinz with radon seeds. 

The book is written lucidly and attractively and 
it should interest physicians and neurologists as well 
as ophthalmologists. 


Obstetrics 

By GIBBON FitzGiBson, M.D., M.Ch., B.A.O. Dubl. 

Univ., F.R.C.P.I., F.C.0.G., Master, Rotunda 

Hospital, 1919-1926 ; Gynæcologist, Mercer’s Hos- 

pital. Dublin: Browne and Nolan. 1937. 

Pp. 484. 16s. 

THE general lay-out of this work follows the plan 
usually adopted by authors of text-books on obstet- 
rics. The first part is devoted to a description of 
what is classed as the normal physiological processes 
of pregnancy, labour, and the puerperium, and this is 
followed by an account of the abnormalities that may 
occur. With one or two exceptions, the teaching is 
strictly orthodox. The concise style of writing, the 
absence of discussion where’ the teaching cannot be 
dogmatic, and the brief dismissal of subjects whose 
relation to obstetrics is only slight, have resulted in 
the production of what is for these days a small 
volume. Unlike many modern obstetricians Prof. 


FitzGibbon is an ardent advocate, of induction of 
labour in cases of suspected disproportion, and he 
does not admit any serious difficulty in the diagnosis 
of. -this condition. He advocates the use of the 


uterine pack as a method of treatment of post- 
partum hemorrhage, and also another practice that 


Js not now in favour—i.e., the use of energetic methods 
‘of artificial respiration when a baby is born in a state 
of “ white asphyxia.” This book deals strietly with 
what may be termed the mechanical side of obstetrics. 
There is no consideration of the social, psychological, 
and other aspects, whose importance has been more 
and more appreciated in recent years. The book is 
illustrated for the most part by freehand drawings, 
many of them excellent. 


Life and Death 


. The Autobiography of a Surgeon. By ANDREA 
“Mazoccut, Professor of Surgery, Milan. London: 
George Allen and Unwin. 1937. Pp. 343. 10s. 6d. 


No Englishman could take his pleasures more sadly 
than Prof. Majocchi takes his work. Starting with 
the tragic and untimely death of his father, this book 
goes on to describe the author’s early poverty, his 
zeal for and attainment of academic distinction, his 
struggles to establish himself in his profession, and 
his experiences as a surgeon in peace and war. More 
absorbing, perhaps, than any other part of the book 
is the account of his obstetrical work as a young 
man in the slums of Milan. The tragedies of life 
appeal more readily to the author than its comedies, 
and his style throughout verges on the melodramatic. 
The reader may feel that, although there is. no lack. 
of interesting material, this book might have gained 
in impressiveness had it been written more simply 
and with a lighter touch. 


Fundamentals of Electrocardiographic Inter- 
pretation 


By J. BAILEY CARTER, M D., Clinical Instructor, 

Department of Medicine, Rush Medical College, 

University of Chicago; Associate Staff, Cook 

County Hospital, Augustana Hospital, Chicago. 

London : Bailliére, Tindall and Cox. 1937. Pp. 326. 

208. 

In this book, which is intended for beginners, the 
author’s object has been to avoid controversial 
subjects and to summarise the generally accepted 
views of recognised authorities on cardiology. This 
principle can be carried too far. For the beginner 
a certain amount of dogmatism is necessary, and it 
would have been better if the author had stated his 
own considered opinion rather than merely giving an 
uncritical summary of the views of other workers. 
For example, the chapter dealing with axis-deviation 
must leave a very confused impression on the mind 
of anyone who is not already familiar with the sub- 
ject. Where a single good record would suffice to 
illustrate a given point an unnecessarily large number 
of similar electrocardiograms are reproduced, and 
some of these leave much to be desired from the 
photographic point of view. Fig. 182 has been 
accidentally reversed and reads from right to left. 
Dr. Carter does not omit to emphasise the importance 
of considering the electrocardiographic evidence jñ 
conjunction with clinical findings, and if mayy be 
hoped that his readers will take this advice to heart. 

The glossary will be useful for the beginner and the 
classified bibliography for the more advanced a 
of tlfe subject. 
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THE CROYDON EPIDEMIC 


TYPHOID has been regarded as one of the dirt 
diseases. Its great diminution has been tacitly 
attributed to a general improvement in the public 
health and the many cases still reported here and 
there have been regarded as pockets of survival 
of unhygienic conditions associated with over- 
crowding and imperfect observation of the rules 
of healthy living. This mirage was partly dis- 
sipated by the Bournemouth outbreak last year 
and can now survive nolonger. Absence of typhoid 
fever from our civilised life is in fact the result 
of unceasing vigilance on the part of the public 
health service, and the present outbreak must 
serve as a reminder of that relation between cause 
and effect which Lord Horprr has so often 
emphasised and which the very smoothness of the 
working of the public health machine has served to 
obscure. It so happens that at the centre of this 
machine sits the medical officer of health who has 
at his call the aid of the Ministry of Health and 
the accumulated experience of his fellow officers 
throughout the country ; but he is the servant of 
the sanitary authority empowered by the rate- 
payers, and in the ultimate issue the ratepayers 
get only the security for which they are prepared 
to pay. How it came about that the first intima- 
tion of the infection of the water-supply at Croydon 
should have come, not from the routine examina- 
tion of the water, but from the notification by 
practitioners of cases of illness suggestive of 
infective origin, is a matter into which the Ministry 
of Health has undertaken to inquire. In this 
case it seems that the water which became infected 
was not derived from the older wells in the centre 
of a densely populated urban area but from a 
well which was sunk some fifty years ago deep 
in the chalk of the Surrey hills in an area which 
was then purely agricultural. It cannot have 
escaped the observation of successive public health 
committees during the half century that the sur- 
roundings of Addington were changing profoundly, 
and it may well be that the responsibility should be 
spread over a long series of officers. At Croydon 
there has been complaint, as there was in the 
Bournemouth epidemic, of concealment from the 


public of the true facts of the situation ; but we- 


may recall Judge CorTEs-PREEDY’S considered 
judgment that the officials would have acted 
unwisely if they had sponsored the announcement 
in the press of an existing epidemic directly sus- 
pected cases had appeared. It was common know- 
ledge, he remarked, that sporadic cases of typhoid 


_ frequently occur, and that the difficulty of diag- 


nosis calls for caution. A wider field of criticism 
has been opened by a letter to the Times from 
Lord Dawson and Sir Kaye Le FLEmina, alleging 
defects in medical administration when the exist- 
ence of an epidemic had become established. 
Surely, they say, it would have been profitable 
at this stage to have sought the confidence and 
counsel of the medical profession by means of 
chosen representatives. They add that this 
defect, manifest in connexion with the Croydon 
epidemic, is common throughout the country 
where the medical administration controlling the 
aggregate of municipal services is substantially 
the same as it was a quarter of a century ago. 
This challenge, which has already evoked a 
vigorous response, raises an issue transcending 
the inquiry to be instituted by the Ministry 
of Health, and is one which will demand con- 
sideration when the question of how the Croydon 
water-supply came to be polluted has long been 
cleared up. 


“THE STATE OF NUTRITION” 


Tunis sceptical age is not content with examining 
the candidate; it must needs examine the 
examiner. Not very long ago the fallibility of 
human judgment was laid distressingly bare by 
an inquiry into the marking of examination scripts 
not only by different, but equally competent, 
judges but also by the same judges with the same 
scripts after a lapse of time.’ The eagle eye has 
now been turned upon a problem of perennial 
interest to the medical profession—the assessment 
of the state of nutrition of the child. That all 
children for whom the State accepts the responsi- 
bility of providing education should receive extra 
milk or supplementary meals if they require them, 
is a statement that is not likely to be controverted 

to-day. What is the subject of controversy, 
and rightly, is the technical means by which the 
children in need can best be discovered. That, as 
was pointed out in a leading article recently,’ is 
a problem to which no easy answer can’ yet be 
provided. Dr. Witxrs further examines and 
emphasises the difficulties in his article on p. 1265, 
and like others before him expresses grave doubts 
about the reliability of the clinical assessment of 
malnutrition—especially of the early stages when 
possibly a little attention may mean so much. 
Such doubts will be rejuvenated, if not converted 


. into something much stronger than doubt, by some 


careful work carried out by Mr. R. Huws JONES 
of the University of Liverpool, and reported by him 
in a paper read before the Royal Statistical Society 
at its meeting on Nov. 16th. Mr. JONES persuaded 
the medical officers of various local authorities to 
arrange for the examination of the same children 
by several of their school medical staff. In this 
way he secured a measure of the uniformity, or 
rather lack of uniformity, of the clinical assess- 
ments. For instance in Liverpool, where four 


1 The Marks of Examiners, see Lancet, 1936, 2, 1473. 
3 Lancet, Oct. 30th, 1937, p. "1025. 
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doctors made the assessments, 17 boys out of 142 


were described by one doctor as having excellent 
nutrition ; whereas another doctor put only 1 in 
this category. One doctor found 8 boys definitely 
` subnormal, another found 23. Of 30 boys placed 
in the definitely subnormal group by one or more 
of the doctors only 3 were there by agreement 
among all four. For Manchester very similar 
results are given. There the four doctors agreed 
on whether a boy was satisfactorily nourished or 
not in, roughly, two-thirds of the cases, and dis- 
agreed over the remaining third. No happier 
results are reported from’Lancashire, Cheshire, 
Breconshire, Bootle, or Wallasey. Not content 
with this, Mr. JONES arranged for five members of 
the school medical staff of a county council to 
examine the same 193 children on two occasions; 
separated by only a week. On the average they 
placed one boy out of four in a different grade at 
the second examination, and (what is more 
important) they passed many boys as normal 
on one occasion whom they had regarded as 
subnormal upon the other. 

This is clearly an indictment of a system, not 
of the medical assessor, of whom the impossible, 
it seems, is being asked. It reveals the position, 
often suspected but never before so plainly shown, 
which has led to the introduction of innumerable 
objective tests of malnutrition based upon physical 
measurements. Whether such physical measure- 
ments, or more complicated indices derived from 
them, can provide an answer to the fundamental 
question is doubtful. Dr. Wiixms, for instance, 
is sceptical of such indices as the weight-to-height 
ratio. But with the best will in the world we have 
no means of finding out. If we cannot securely 
distinguish the malnourished from the well- 
nourished we have not the means of assessing at 
all the performance of our objective index. If the 
chosen index fails to pick out children clinically 
assessed as subnormal or selects children assessed 
as of satisfactory nutrition, then, as Mr. BRaDFoRD 
Hitt, D.Sc., asked in the subsequent discussion, 
is it because. our index is at fault or our clinical 
assessment ? At present we have no satisfactory 
yardstick against which to measure the value of our 
indices and we run a serious risk of arguing in a 
circle. 

Mr. JoNES. asks pertinently but pessimistically 
whether the “state of nutrition” is an entity 
capable of valid measurement at all. His work 
suggests that we may well have to seek an answer 


in the further exploration into and development of. 


such measures of specific dietary deficiencies as 
the light-adaptation test for shortage of vitamin A,® 
if possible in a simpler form suitable for extensive 
use. For the validity of this type of test will not 
stand or fall by the correlation of its performance 
with the already suspect ‘clinical assessment. 


An alternative approach that Dr. WILKINS puts - 


forward is by inquiry, into the diet itself and 
comparison of the constituents with standard 
requirements. To secure exact information for 
each individual child would be a difficult and 


-3 Ibid, p. 1009. 
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laborious task and we are not sure that the nutri- 
tional experts have provided sufficiently well- 
defined standards for different ages. If we apply 
the method, or his suggestion of supplementary 
feeding and observation of results, only to children | 
already suspected of malnutrition then we are 
rather begging the question which are the mal- 
nourished children. But his general discussion of 
the problem and Mr. Jonzs’s statistical approach 
to it are both well worthy of consideration by those 
engaged in the task of abolishing the malnutrition 
which we know to exist but which we find so hard 
to define, `> ` 7 S | 


LANDMARKS IN OBSTETRICAL PRACTICE 


AN analysis of the obstetrical records in the 
L.C.C. hospitals since the Local Government Act 
(1929) came into effective operation made a deep 
impression on an audience of experts last week. 
Our brief report (see p. 1251) ignores the tributes 
paid to the “administrative genius” of Sir 
FREDERICK MENzriES and to the informed com- 
mentary of Dr. Lerrrma FAIRFIELD, whose statis- 
tical classification of the results was recognised 
as a manifestation rather than the main object 
of her interest in them. Her study was presented 
with diffidence as a small contribution to the 
problem of the reduction of the maternal death- 
rate; and there can be little doubt of its value 
in this regard though it poses as many problems 
as it solves. A primary though not a new one is 
that of method of classification. The death-rate 
following abortion is everywhere so high (it was 
12°9 per thousand cases of abortion treated in 
these hospitals in the years 1931-36 inclusive) 
that in view of the very large number (19,202) 
admitted it was decided to exclude these as well 
as the ectopic gestations (743 with 43 deaths) 
from the figures presented for the period. The 
exclusion, though quite- justifiable, has the dis- 
advantage of preventing any comparison with 
the Registrar-General’s figures; Dr. FAIRFIELD 
might well retort to criticism on this point that 
only by such differentiation everywhere can pro- 
gress be estimated. She did point out that the 
object of her survey was to present to the appro- 
priate committee of the Council a fair picture of 
the efficiency of the obstetrical work in their 
hospital wards, and that the fulfilment of this 
object involved not only the separation of deaths 
due to abortion and ectopic gestation but also 
distinction between those due directly to preg- 
nancy and labour and those due to coincident 
disease. The Departmental Committee now inves- 
tigating the question of abortion is doubtless alive 
to this issue and may be expected to make some 
recommendations thereon of national importance, 
for more exact information seems to be a necessary 
preliminary to the reduction of the high mortality 
and morbidity associated with abortion. 

Some of the minor curiosities revealed by the 
detailed tabular analysis are suggestive. Of the 
14 cases of rupture of uterus 7 had had antenatal 
care at L.C.C. clinics; in 3 of these and in 1 
other case the uterus ruptured without ascertain- 
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able cause during spontaneous labour. Another 
noteworthy fact is that in the 45 deaths following 
Cesarean section, the 4 attributed to anzsthesia 
were those in which the spinal method had been 
used. A gratifying feature is the absence of fatal 
or.indeed of any detrimental results from some 
10,000 cases of intermittent anzsthesia given in 
maternity wards in the last five years. In the 
Council’s hospitals maternity sisters and other 
trained midwives are now allowed to give chloro- 
form in capsules and by means of the Christie 
Brown and Young Simpson apparatus, and gas- 
and-air by Minnitt’s apparatus; the effective 
instrument for the use of undiluted gas designed 
by Prof. Cmassar Morr is not yet permissible for 
midwives under the C.M.B. rules. Of the 14 fatal 
cases of “obstetrical shock”? which had not had 
antenatal care in L.C.C. clinics, failed-forceps 
before admission accounted for 10; among the 
12 who died from this cause who had had ante- 
natal care there were only 2 failed-forceps and 
1 pyelitis, the rest being associated with adherent 
placenta removed by hand (5), by Credé’s method (2), 
or not delivered at all (2). The interpretation of 
these differences remains to be found. The figures 
for the toxæmias show results that will puzzle 
those who affirm dogmatically that eclampsia is 
a preventable disease. The Council’s antenatal 
clinic patients furnished 73 cases in six years with 
10 deaths ; 3 were fulminant cases with no warning 
of impending disaster either in urine or blood 
pressure, both of which are tested every week 
at the clinics. No woman who died of eclampsia 
had had a previous attack—from which fact Dr. 
FAIRFIELD draws the conclusion that eclampsia 
in the first pregnancy is not a very grave omen for 
future ones. 

There remains the major problem of puerperal 
sepsis, the incidence of which has been assessed at 
the maximum—including cases of mastitis, death 
from sepsis after Cesarean section, puerperal 
insanity, pulmonary embolism, bacterial endo- 
carditis, and septic pneumonia. Where there was 
any doubt about the origin of a fatal infection 
sections were taken of the uterine walls and vessels. 
In this connexion the value of routine reports 
by expert pathologists was emphasised ; in 1936 
permission for a post-mortem was: obtained in 
88 per cent. of the deaths and in none of the rest 
was the diagnosis in doubt. Dr. FAIRFIELD points 
out that two factors have revolutionised the out- 
look in puerperal sepsis during the period under 
review—the intensive work by Dr. LEONARD 
CoLEBROOK and his colleagues on the hemolytic 
streptococcus and more recently the discovery of 
the sulphanilamide group of drugs. The former 
has already provided invaluable means of pre- 
vention ; the latter is expected to have a most 
favourable effect on the prognosis of established 
cases though its application came too late to have 
a substantial influence on the series under review. 
We publish this week a further report to the Thera- 
peutic Trials Committee of the Medical Research 
Council by Dr. CoLEBROOK, which shows that the 
hopes stimulated by his previous results at the 
isolation block of Queen Charlotte’s Hospital 
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have been confirmed. More than a hundred cases 
of puerperal fever have now been treated there 
by sulphanilamide with only 8 deaths. It would 


be improper to anticipate the discussion of the 


import of these remarkable results, on which Dr. 
CoLEBROOK will comment next week. But even 
a superficial glance at his figures is enough to 
arouse deep thankfulness that at last we have an 
effective modern weapon in a field of battle where 
no question of the propriety of full armament 
can arise. | : 


‘THE “SOCIALISATION” OF AMERICAN | 
MEDICINE | 


THE problem of providing medical care for the 
poorer, members of the community is attracting 
more and more attention in the United States. 
In 1932 the Committee on the Costs of Medical 
Care did much to bring its importance home to 
the public and to the medical profession, and this 
year we have had a fascinating report from the 
American Foundation! made up of extracts from 
some 5000 letters written by doctors representing 
all fields of practice. The various inquiries show, 
first, that many millions of the American people 
are unable even in times of prosperity to pay for 
the medical care they need, and secondly, that 


the professional incomes of large numbers. of 


doctors fall far short of what may reasonably be 
regarded as adequate. In these respects the 
position in the States is now not unlike what it 
was in this country before the introduction of the 
national health insurance system; and there are 
American doctors and laymen who see in health 
insurance a way of escape from the present dis- 
contents. But to a large and influential body 
of medical opinion such ideas are anathema. 
Compulsory health insurance is- “‘ State medicine.” 
It is worse even: it is “socialised medicine.” 
And any extension of such things, except to 
provide treatment at the public cost for the really 
poor, should be resolutely opposed by all right- 
minded people as dangerous to doctors, patients, 
and the public. 

The grounds for such objections have been 
repeatedly stated by prominent opponents of 
health insurance in America, and may be studied 
in a series of pamphlets issued by the American 
Medical Association, among which is a “ Sickness 
Insurance Catechism.” In this pamphlet stress 
is laid on the evils arising from the ordinary 
insurance method of paying in advance a fixed 
sum for insurance services, including medical care. 
This method of payment, it is contended, not only 
aggravates existing illnesses but creates a host of 
new ones :— . 

‘* Prepayment for medical care, especially over a 
long period, creates a desire to ‘ get something back ’ 
in the form of such care. This desire to ‘ get some- 
thing back’ has a tendency to create the sickness 
that is the condition of obtaining the coveted service. 
This is not malingering nor even quite the same as 
the ‘ traumatic neuroses ’ that cause so much trouble 


in workmen’s compensation practice. In the latter 
cases there is at least a real or imagined injury as 


1 See Lancet, August 7th, 1937, p. 338. 
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a beginning. But the cases. under insurance are 
originated by insurance. Every sickness insurance 
system furnishes ample illustrations of these harmful 
developments.”’ 

It thus appears that among the agencies by which 
mankind seeks to control disease high importance 
must be attached to methods of medical remunera- 
tion; it also appears that the method that may 
most surely be relied upon to bring out the best 
qualities of doctor and patient is that by which a 
specific payment is made for each “ medical act ” 
—in other words, the medical profession functions 
with maximum effect when each particular medical 
service becomes a business transaction. To 
European doctors who know anything of the 
high traditions of American medicine this may 
seem a curious conclusion. Likéwise the European 
visitor may find some difficulty in appreciating 
the dread of “graft ’’ in the provision of public 
services. In discussions with American doctors 
he will probably be told that whatever may 
have happened in Europe the introduction of 
compulsory health insurance into America would 
deliver the medical profession into the hands 
of corrupt politicians with disastrous results both 
to the profession and to the public. This is 
obviously a subject on which a foreigner would 
hesitate to form an opinion. Americans may be 
right when they say that their city governments 
are full of graft; but what strikes the European 
visitor is the high efficiency of American public 
health administration, central and local, which in 
several important fields of work—notably the 
hygienic control of the milk-supply—is far ahead 
of European practice. When ABRAHAM LINCOLN 
was told that Grant was drinking too much 
whisky, he said that if he knew what brand of 
whisky GRANT drank he would send supplies of it 
to some of his other generals; and if it be true 
that graft is rife in American public health depart- 
ments, there are those who may think that the 
introduction of a little graft into certain public 
health departments elsewhere might not be an 
unmixed evil. 

There are, however, signs of a change in the 
current of American medical opinion against 
“ socialisation.” One is the recent issue of an 
important letter signed by 430 distinguished 
physicians and surgeons, including such outstanding 
figures as Huen Casot of the Mayo Clinic, ROBERT 
B. Osaoop of Harvard, and Joun P. PETERS of 
Yale. The letter formulates certain principles 
and proposals which the signatories believe should 
govern the efforts now needed to improve medical 
care, whether made by governmental or voluntary 
agencies ; and. the principles and proposals have 
been circulated in the hope that they may be 
considered by the national government and by 
medical organisations. The signatories think it 
probable that certain alterations may have to be 
made in present methods of providing medical care. 
Medical science is advancing, medical practice 
is becoming more complex, and important changes 
are taking place in social and economic conditions. 
In the view of the signatories: “‘ Medicine must 
be mobile and not static if medical men are to act 
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as the expert advisers of those who convert public - 
opinion into action.” They hold that the health 
of the people is a direct concern of the govern- 
ment ; that a national public health policy directed 
toward all groups of the population should be 
formulated ; and that the problem of economic 
need and the problem of providing adequate 
medical care may require different approaches 
for their solution. Upon these principles they 
base the following proposals :— 

(1) That the first necessary step toward the 
realisation of the above principles is to minimise the 
risk of illness by prevention. (2) That an immediate 
problem is provision of adequate medical care for the 


medically indigent, the cost to be met from public 
funds (local and/or State and/or federal). (3) That 


’ public funds should be made available for the support 


of medical education and for studies, investigations, 
and procedures for raising the standards of medical 
practice. If this is not provided for, the provision of 
adequate medical care may prove impossible. (4) That 
public funds should be available for medical research 
as essential for high standards of practice in both 
preventive and curative medicine. _ (5) That public 
funds should be made available to hospitals that 
render service to the medically indigent, and for 
laboratory and diagnostic and consultative services. 
(6) That in allocation of public funds existing private 
institutions should be utilised to the largest possible 
extent, and that they may receive support so long 
as their service is in consonance with the above 
principles. (7) That public health services—federal, 
State, and local—should be extended by evolutionary 
process. (8) That the investigation and planning of 
the measures proposed and their ultimate direction 
should be assigned to experts. (9) That the adequate 
administration and supervision of the health functions. 
of the government, as implied in the above proposals, 
necessitate in our opinion a functional consolidation 
of all federal health and medical activities, preferably 
under a separate department. 


To medical practitioners in this country it may 


seem that there is nothing revolutionary in these 
principles and proposals. But they have been 


‘condemned in the Journal of the American Medical 


Association as a step in the direction of socialised 
medicine, and it remains to be seen whether they 
can survive that verdict. 


Dr. E. A. GREGG has been appointed chairman of 
the Insurance Acts Committee in succession to Dr. 
H. C. Jonas who has retired. 


WE regret to record the death on Tuesday last of 
Sir Jacapis Boss, F.R.S., the Indian physicist and 
physiologist, at the age of 79. 


Dr. CHARNOCK BRADLEY, who died in Edinburgh on 
Nov. 21st, had been principal of the Royal (Dick) 
Veterinary College since 1911. After qualifying in 
1900 he held the Goodsir memorial fellowship for three 
years and took his D.Sc., later being awarded an 
honorary M.D. From 1911 on he lectured on com- 
parative anatomy at the University. From 1920-22 
he was president of the Royal College of Veterinary 
Surgeons. He was also twice president of the 
National Veterinary Medical Association, in the 
formation of which he had played a leading part. 
Last July he was presented with his portrait on 
completion of his silver jubilee as principal of the 
college. 
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_ MEDICAL AID FOR CHINA 


‘Ir will be remembered that at the beginning of 
October the council of the League of Nations took 
note of the gravity of the epidemic situation in China 
which threatens to involve adjacent and even distant 
territories if assistance is not promptly forthcoming, 
and recommended the secretary-general to. provide 
at once all the necessary available funds in order to 
assist the Chinese authorities in the immediate 
organisation of anti-epidemic measures. <A special 
subcommittee of the health committee of the League 
was set up in order to draw up, with the least possible 
delay, a plan to assist the Chinese authorities to 
organise a campaign against epidemics. A credit of 
2,000,000 Swiss francs (£90,000) was made available 
and the committee decided that the best method 
of using this sum was to reinforce the technical 
collaboration already existing and to leave the 
responsibility for the performance of the work with 
the Chinese authorities. In close collaboration with the 
Chinese government it was decided that, in view of 
the enormous extent of the territory and the size 
of the population, the work to be carried out must 
be limited as regards geographical area and the 
methods of action employed. The subcommittee 
believed that the best method, both for prophylaxis 
~ and for action against existing epidemic foci, would 
consist in the establishment of mobile units adequately 
staffed and provided with the necessary technical 
equipment and emergency supplies. The action of 
these units would be reinforced by a general stock 
of sanitary and medical material placed under the 
control of an administrator; each unit should be 
able to draw on this stock according to its needs 
and available supplies. The following basis for a 
unit was laid down :— | | 
- (1) Stafi—An epidemic commissioner, leader of the 
unit. A specialist medical officer in epidemiology and 
bacteriology. A sanitary officer. A medical organiser of 
area units, An assistant, and a mechanic (both locally 
recruited). 

(2) Material—A prophylactic unit provided with the 
necessary apparatus for bacteriological diagnosis (labora- 
tory), for delousing (mobile shower-baths), for disinfection 
and disinsectisation. This unit should be provided with 
drugs, vaccines, sera, and emergency supplies. 

(3) Transport.—Twelve motor-cars or light lorries. 
The committee also recommended that an epidemic 
commission should be established in China, consisting 
of the head of the Chinese health administration, of 
the technical adviser of the League of Nations 
to that administration, and of the three epidemic 
commissioners. 

We understand that units under distinguished 
leadership have been formed in France and in 
Switzerland and are almost completed ; they will be 
ready to leave shortly. A British unit is also 
envisaged but unfortunately no progress has yet been 
made in securing its personnel. 


PHOSPHATASE TEST FOR SAFE MILK 


THE introduction by Kay and Graham of the 
phosphatase test for the control of pasteurisation } 
marked a step forward in our progress towards the 
provision of a safe milk-supply. Experience in this 
country during the past year or two has made it 
clear that milk heated to 145-150° F. for thirty 


1 Kay, H. D., and Graham, W. R., J. Dairy Res 1935, 6, 191: 
Kay and Neave, F. K., Lancet, 1935, 1, 1516; Hoy, W. A’, and 
Neave, Ibid, Sept. 4th, 1987, p. 595. 


tion by the expensive, cumbersome, 


minutes in accordance with the official regulations 
may be relied upon to give a negative reaction with 
this test. Special investigations have also shown 
that milk treated in this manner is uniformly free 
from pathogenic organisms, such as the tubercle 
bacillus and Brucella abortus, even when these 


‘organisms were present in abundance in the raw 


milk-supply. A negative phosphatase test can there- 
fore be regarded as synonymous with the absence 
of pathogenic bacteria from the milk. Local authori- 
ties, instead of controlling the efficacy of pasteurisa- 
and time- 
consuming guinea-pig inoculation method, are now 
in a position to do so at far less expense by 
the relatively simple and rapid phosphatase test. 
Evidence is forthcoming to show that this test is 
likely to be widely adopted wherever the holder 
system of pasteurisation is used. A recent report, 
for example, by Geiger and Davis? from California 
pays tribute to its value. After various other tests 
had been tried with unsatisfactory results by ‘the 
San Francisco department of health, the phosphatase 
test was introduced. Of 155 samples of pasteurised 
milk and cream, 25 were found to have been inade- 
quately heated. These came from three plants. 
One particular plant was a persistent offender, and 
an inspector was therefore detailed to observe and 
check the process from the time that the milk arrived 
until the end of the pasteurising period. The result 
was that the plant soon produced an adequately 
pasteurised milk. The operators of all dairy plants 
were then notified that shortening of the pasteurisa- 


tion time could be demonstrated by the phosphatase 


test and would no longer be tolerated. Since this 
warning all the pasteurised milk and cream samples 
coming into the laboratory have passed the test 
satisfactorily. 


BUMPER FRACTURES OF THE TIBIA 


THE motor-car is responsible for an increasing 
number of accidents, and various characteristic 
injuries that it causes have been described. Mr. A. M. A. 
Moore referred to some of them in a lecture summarised 
in our issue of Nov. 13th, and mentioned the so-called 
bumper or fender fracture which follows the impact 
of a car against the side of a pedestrian’s leg. Whereas 
the higher bumper of the older cars was level with 
the knee, the modern bumper is lower, and the 
injury varies accordingly. The commonest fracture 
involves the lateral condyle of the tibia and runs into 
the knee-joint. The resulting depression of the 
condyle is one of the most serious consequences of this 
fracture, for a comparatively small displacement will 
produce a big deviation in the axis of the limb, and 
it is often very difficult to replace the broken condyle 
accurately. Sometimes this difficulty is caused by the 
interposition of the lateral meniscus between the 
fragments. If manipulation fails should open opera- 
tion . be performed ? Two American surgeons who 
write on this subject * believe that operation is some- 
times desirable, especially where there is considerable 
displacement of a single fairly large fragment. But 
they point out that if there is much crushing or 
comminution operation will only do harm. Their 
method is to force the depressed condyle up again 
with an osteotome and then to fix it by driving under 


ae Giger d J. C., and Davis, C., J. Amer. med. dee Oct. 23rd, 
3 Dias, F. 3., and Goren, M. L. , Surg. Gynec. Obstet. November, 
193% . 690. 
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it a number of small wedge-shapéd bone-grafts. 
Further support for this method comes from a Belgian 
surgeon who describes * 14 cases of fracture of the 
tibial condyles, some of which were treated by opera- 
tion and bone-graft. Böhler does not favour open 
operation, but in difficult cases he levers the fragment 
into position with a transfixion pin. Old injuries 
with much deformity may require a Macewen’s 
osteotomy of the femur. 

Another serious complication of these fractures is 
indirect traumatic gangrene of the foot due to injury 
of the popliteal artery or its terminal branches. This 
is more likely to happen with fractures of the lower 
part of the tibial condyles, because at this level a 


break in the vascular line will not be bridged by the’ 


peri-articular anastomoses as it would be if it were 
higher. In these cases amputation is sometimes 
necessary. 


THEORIES ABOUT ATROPHIC RHINITIS 


Many methods have been used in treating. atrophic 
rhinitis, but none has been found altogether satis- 
factory, and the cause of the condition remains 
unknown despite an immense amount of research 
from the earliest days of rhinology. This form of 
rhinitis does, however, présent certain definite 
characters. It is much commoner in females than in 
males; and though it mostly comes first under 
observation in the latter part of the second decade 
. it has usually begun at an earlier age. In about half 
the cases a peculiar physiognomy is noticeable: the 
skull is brachycephalic, the face and nostrils broad, 
and the bridge wide and flat. The disease affects 
more often certain families and stocks. Chronic 


Sinusitis may be present, but it is only to be found in ` 


a minority of the patients, and is probably either a 
secondary or merely an associated factor, since 
sinusitis does not ordinarily produce the clinical 
appearance of atrophic. rhinitis. The numerous 
organisms that have been found, though they account 
for the fostor, are not the cause of the disease. 

Mortimer, Wright, and Collip ë have made a some- 
what novel investigation on the 69 cases of atrophic 
rhinitis seen at the Montreal General Hospital in 
24 years. Their interest arose from the clinical demon- 
stration that cranial dysplasia, acquired both during 
and after the growth period, was common in patients 
who later in life were shown to suffer from disturbance 
of function of the anterior lobe of the pituitary, and 
they report that of 44 females with atrophic rhinitis 
who were examined by radiography only 3 (7 per cent.) 
had: normal crania, while 32 (73 per cent.) showed 
evidence of definite hypopituitarism during growth. 
They think that the long-recognised familial and 
constitutional factor in atrophic rhinitis is an inherited 
instability of function of the anterior pituitary. 
Speculation on the way in which this might influence 
the specialised turbinal mucosa led, by experiment 
on monkeys, to recognition that administration of 
estrogenic substances produces a specific response 
in this tissue. As a result 31 female and 7 male 
patients were treated by spraying the nares with 

a solution of dihydroxy cstrin in olive oil, and the 
ES claim that this remedy has proved con- 
siderably more effective than any other hitherto 
available. 

On the other hand, Kurata, 6 in the otorhinolaryngo- 
logical clinic at Osaka, finds that rats deprived of 


$ Flamand; To ight, Aa P Sept. 18th, 1937, p. 1311. 


5 Mortimer, H P., and Collip, J. B., Canad. med 
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vitamins A and D develop a condition of the nose 
and upper air-passages very similar to atrophic 
rhinitis in man, which can be prevented or relieved 
by treatment with ultra-violet light or by subcu- 
taneous injection of acetylcholine. He does not 
record the result of treatment on these lines in 
human beings, but he points out that the disease is 
more often seen among the poor than among the 


- rich, and in northern J Japan than in the sunnier 


south. The fact that it is far rarer in England now 
than it was a generation ago may possibly be con- 
nected with the greater attention paid to nutrition 
in childhood. 


ENCEPHALITIS AFTER ARSPHENAMINE 


THE administration of organic arsenical remedies 
has become less hazardous than formerly, its com- 
parative safety being due in this country partly to 
the ‘general substitution of ‘preparations of the 
neoarsphenamine type for the original salvarsan 
and partly to careful preparation and testing of 
these drugs before distribution. Hence the average 
patient can receive a considerable total dose of this 
kind of remedy without apparent harm, although it 
is noteworthy that Snodgrass and Peters 1 found 
evidence of intolerance in over a quarter of 570 
cases of early syphilis treated with “914.” It is 


possible that the risks of damage may sometimes 


be forgotten and that the organic arsenicals may be . 
used for inadequate reasons. Besides risks attached 
to age, poor general condition, or prolonged infection 
there is the ever-present bugbear of abnormal 
susceptibility, which may not reveal itself after the 
early injections. Certain toxic manifestations affect- 
ing skin and liver are not rare in clinics devoted to the 
treatment of syphilis ; but the most severe and fatal 
complication, 80-called hemorrhagic encephalitis, is 
now so very uncommon that many syphilologists 
of experience may never have seen it. Dr. Dorothy 
Russell è describes the pathological findings in suth 
a case where a man of 31, suffering from secondary 
syphilis, died after two injections of arsenicals, and 
she has had to go back to the years 1922 and 1924 
to find the details of two similar cases at the London 
Hospital. In this patient’s brain there were dis- 
seminated foci of perivascular necrosis and demyelina- 
tion, with few hemorrhages, in contrast to the 
better-known picture of perivascular ring-shaped 
hemorrhages seen in the cerebral substance of the 
older specimens. Nevertheless both hsmorrhagic 
and non-hemorrhagic lesions were present in all 
three and it was concluded that arsphenamine medica- 


_ tion was responsible for them. The perivascular 


changes were associated with fatty degeneration of 
the capillary endothelium, suggesting that some toxin 
had escaped into the brain tissue as the result of 
increased. permeability. Dr. Russell believes that 
this toxic effect is not directly attributable to arsenic 
as such, since chemical analysis in similar cases has 
shown that the brain tissue contains less arsenic than 
may be found in the cerebral tissue when death has 
been due to poisoning with inorganic arsenic, of which 
hemorrhagic encephalitis is not a recognised complica- . 
tion. The rarity of this condition complicating 
arsphenamine medication, and the fact that. it occurs 
independently of the size of the dose injected, seem 
to suggest that the lesions are not a direct toxic 
effect of arsenic administered in organic form.’ Dr. 
Russell thinks the most likely hypothesis is that 


2 Snodgrass, W. R., and Peters, R. J., 
Res. Coun., Lond. No. 224. See Lancet, ae “35th, 


fost, T 760. 
3 Russell, D. S., J. Path. Bact. 1937, 45 P. 
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post-arsphenamine encephalitis is a sensitisation 
phenomenon, being possibly similar in pathogenesis 
to the encephalomyelitis that may complicate 
vaccination, small-pox, and measles. Since the 
exact cause is unknown, and there appears to be no 
way of recognising the susceptible patient, this 
opinion will not increase the clinician’s confidence and 
comfort. It may, however, serve a useful purpose 
if it discourages too light-hearted a use of organic 
arsenical preparations when there is no good reason 
for giving them. 


THE DECLINE IN THE BIRTH-RATE 


THE general interest that has been aroused in the 
future of our population is at least bringing to birth 
an ever-increasing number of scientific papers about 
it. Amongst recent ones is a laborious and careful 
inquiry by W. J. Martin, a member of the Medical 
Research Council’s statistical staff who is working 
at the London School of Hygiene, on the recorded 
facts of the declining birth-rate in England and 
For every part of the country he has 
calculated the recorded fertility-rate, as measured by 
the number of legitimate births per 1000 married 
women aged 15-45, for the three years round each 
census from 1851 to 1931. The resulting figures show 
that in most parts of the country the decline began 
between 1870—72 and 1880-82. But some of the excep- 
tions are a little odd. In London, for example, the 
rate shows no decline until the triennium 1890-92 ; 
in Cornwall it apparently fell during the whole 
period, from 1850-52 onwards, a curious contrast if 
we accept the usual explanation of the decline. The 
rate of decline has everywhere been very uneven. 
In the country as a whole it fell by 56 births per 
1000 married women in the thirty years between 
1870—72 and 1900-02, while in the next thirty years it 
fell by another 113 births, or just twice as much. 
Areas in which the level was maintained till late in 
the nineteenth century (for example, mining districts) 
very efficiently made up for lost time in the twentieth. 
The result is that in every broad division of the 
country the fertility-rate recorded in 1930-32 is 
little more than 40 per cent. of the corresponding 
rate sixty years ago. If the country is divided up 
into districts in which particular occupations and 
industries predominate relatively slight differences 
can be observed. In the last twenty years the rates of 
agricultural areas have declined on the whole least, 
the rates of mining argas on the whole most, but there 
is little in it. The differential birth-rate is a matter 
for more concern. Wherever there are districts with 
a high proportion of males engaged in commerce or 
with a high proportion of female domestic servants, 
conditions typical of residential middle-class areas, 
the birth-rate is low. Here later age at marriage 
may play a part, but as a general rule changes in 
age of marriage between 1870 and 1930 have played 
no material part in causing the decline in fertility. 
That trade stagnation may be a factor Martin con- 
cludes from the accelerated rate of decline during 
1911 to 1932 in South Wales, Northumberland, and 
Durham. Finally he estimates that in the country as 
a whole the rate in 1930-32 was 40 births per 1000 
married women aged 15-45 below the minimum rate 
required to maintain a stable population. For the 
population to continue to increase a 50 per cent. rise 
in the present birth-rate would be necessary, while 
to keep the population stationary an average family 
of three children is required. It does not, put in that 
form, seem a very large family but of course the 


1 J. Hug., Camb. 1936, 36, 402 ; Ibid, 1937, 37, 188, 489. 


childless families and the one-child -families must be 
compensated for by fives and sixes and .the compensa- 
tion is not there. In 1901 7-4 per cent. of the popula- 
tion were aged 60 and over, in 1931 it was 11-6, an 
increase of over 50 per cent. As the number of old age 
pensioners increases the proportion of contributors 
declines. 


LE MEDECIN DE FAMILLE 


“Ir would be a bad thing,’ wrote Sir Walter 
Langdon-Brown in the Times a week or two ago, 
“ if the day should ever come when people were unable 
to refer possessively to ‘my doctor?” Such a 
prospect is viewed with no less concern in France, 
where Dr. P. Viard,’.of the Nelly Martyl Foundation, 
ascribes the gradual diminution in family doctors to 
the effects of the materialism of the nineteenth 


century, which led to the rise of specialism in the 


sciences in general and in medicine in particular. 
Dr. Viard has nothing against specialists in their 
place, but he thinks they should be used like the high- 
power objective of the microscope, only when a more 
general view has not told us all we want to know: 
What would we think of a motorist, he asks, who had 
different chauffeurs to drive him on hills and on the 
level, or who expected to find a carburettor specialist 
and a differential specialist at every garage? Clinics, 
too, have their failings; he describes the dreadful 
fate of the G. family—a working man, his wife, and 
two children—of whom G. was wounded in the lung 
and contracted syphilis during the war, his wife 


. was expecting her third, his son suffered from head- 


aches, and his daughter had a chronic cough. If all 


had attended the clinics that prudence suggested the 


G. income would have been swallowed up by the 
expense of travelling to the four corners of Paris 
where the various clinics were to be found. So the 
G.’s left their troubles untreated and the results were 
disastrous. Where parents and patients are often 
indifferent and still more often ignorant, the collabora- 
tion of the family doctor is essential in any scheme for 
protecting the race against disease. He knows the 
family’s hereditary failings and how they affect its 
members’ reaction to illness, and he alone can take 
the necessary broad view of all the circumstances. 
Social medicine, concludes Dr. Viard, must be 
reorganised with the family as its unit, and it will 
be for the family doctor to act as liaison officer between 
the head of the household and the State. He will 
watch over the interests of the children from before 
their birth, advising upon the choice of a school 
and of a career, and compiling a dossier of the family 
health to which the specialist may refer if and when 
his services are required. 


CYSTIC: DISEASE OF LUNG 


CONGENITAL cystic disease of the lungs has only 
lately begun to receive much attention. Most of the 
cases on record have been accidentally discovered 
post mortem, and, as Mr. Holmes Sellors ? points out, 
detailed descriptions of pathological findings are few 
and far between. He gives a minute account of a 
case operated upon by himself, in which the left 
lower lobe was excised. The patient, a girl of 18, 


complained of chronic cough and expectoration. 


Lipiodol injection and radiography showed bronchiet- 
tasis towards the left base and a small opacity contain- 
ing many small spaces filled with ‘the contrast fluid. 
At operation this shadow was found to correspond 
to the lower lobe, which was reduced to a small, 


Vie méd. Sept. 25th, 1937,.p. 639. 
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dark mass, measuring only 3 in. in its longest diameter. 
On section this mass was seen to contain multiple 
cystic spaces lined with regular bronchial epithelium. 
All grades of the finer bronchial tubes were conspicu- 
ously scanty, and terminal and respiratory bronchioles 
absent, the larger bronchi communicating directly 
with the cystic spaces. There was complete absence 
of alveoli, but the tissue surrounding the cysts 
appeared to consist of unexpanded alveolar elements. 
The condition, which is illustrated by several coloured 
plates, seemed to be one of maldevelopment of the 
finer bronchial tubes and consequent failure of the 
connexion between the alveoli and the bronchial 
tree. The cysts would represent the dilated terminal 
parts of the bronchi. Dr. Adams,? who reports two 
cases in which a diagnosis was made by means of 
bronchograms, found very similar appearances in the 
right upper and middle lobes in one of his patients, 
a boy of 6, successfully treated by operation. Here 
again the cysts were lined by typical bronchial 
epithelium, ‘and the intervening tissue, though 
containing some fairly normal-looking alveoli, con- 
sisted largely of. unexpanded alveolar elements. 
Adams suggests that the condition would best be 
designated “ telangiectatic bronchiectasis.” 


ADDUCTOR SPASM IN APPENDICITIS 


Richet and Netter draw attention * to a diagnostic 
sign in appendicitis which they think deserves further 
Study. It is increased tone in the adductor musoles 
of the right side. The spasm is not severe enough 
to prevent full movement at the hip-joint, and is 
therefore not to be confused with spasm due to 
inflammatory lesions of the hip. In testing for the 
sign the patient is placed on his back, with the knees 
and hip-joints semiflexed and the heels flat on the 
bed. The mouth is open and muscular relaxation 
should be as complete as possible. The inner borders 
of the knees just touch one another. A finger placed 
on the inner side of each knee exerts a gentle, steady 
pressure tending to force the knees outwards and 
downwards. In cases of appendicitis Richet and 
Netter have found that equal pressure exerted on 
the two sides rotates the left leg with great ease, 
whereas the right limb remains almost upright. They 
insist that the force exerted must be very slight ; 
otherwise the spasm will be overcome and both limbs 
will move freely. They have found the sign positive 
in about one case in three of appendicitis, and, apart 
from coxalgia, in only one case that did not prove 
to be appendicitis. Adductor spasm was associated 
` with all positions of the appendix except the retro- 
cecal. It was present in the ordinary type of acute 
appendicitis, and was often found in chronic appendi- 
citis; it was present in a case of appendicular abscess 
seen late, but absent when there was gangrene. 
The really important point about the sign seems to 
be that it is not found with other lesions of the right 
iliac fossa, and so serves to distinguish the less obvious 
forms of appendicitis from other causes of right- 
sided abdominal pain, whether functional or organic. 
Richet and Netter think that any explanation of the 
adductor spasm that presupposes direct irritation 
of the obturator nerve is too far-fetched. They 
suggest that it is a reflex phenomenon, starting in the 
afferent visceral nerves of the appendix, but on that 
basis it seems difficult to explain the absence of the 
sign in the retrocecal appendix and in gangrenous 
appendicitis. If Richet and Netter’s sign is con- 
firmed by other observers it seems more likely that its 


3 Adams, A., Lpool med.-chir. J. 1937, 45, 87. 
* Richet, C., and Netter, H., Paris méd. Oct, 23rd, 1937, p. 317. 


explanation will lie in a reflex motor stimulus starting 
in sensory irritation of the parietes in the neighbour- 
hood of the pelvic brim and lower part of the iliac 
fossa. Surgeons are well aware that in cases of 
gangrenous appendicitis the surrounding structures 
may escape infection until the appendix ruptures. 
Unless the appendix touches the anterior parietal 
peritoneum the signs may be very slight before 
rupture takes place. Adductor spasm may prove to 
be a sign of the contact of an inflamed appendix 
with another part of the parietes. 


AN ATLAS OF GASePOISONING 


Now that increasing attention is being paid to 
air-raid precautions, it is probable that medical 
practitioners will be asked by their patients (quite 


apart from any official positions they may hold) for - : 
advice about danger froin gas attacks and precautions 


that may be taken to minimise it. To give such 
advice they will have to be familiar not only with 
anti-gas measures but also with the effects produced 
by the various types of gas. In 1918 the Medical 
Research Committee issued an ‘‘ Atlas of Gas Poison- 
ing” for official circulation amongst medical prac- 
titioners serving in the forces, and the air-raid 
precautions department of the Home Office has now 
issued a new edition of this pamphlet.! It consists 
of a number of coloured plates illustrating the morbid 
anatomical, and in some cases histological, lesions 
resulting from phosgene and mustard-gas. The 
reproductions are excellent and the short accounts 
of the clinical and pathological changes are adequate. 
In describing the changes in phosgene poisoning, 
emphasis is rightly laid on the extreme pulmonary 
cdema that plays the chief part in the clinical picture 
whether it is of the cyanotic or anoxzmic character ; 
it is not made clear, however, that this pulmonary 
change is not merely a serous exudate into the alveoli 
but is accompanied by fibrinous consolidation and 
a mononuclear infiltration. These pneumonic areas, 
alternating with an extreme emphysema, appear as 
early as five hours after exposure, before a secondary 
bacterial infection has had time to complicate the 
picture ; further the emphysema may be so severe 
as to cause rupture of the distended vesicles and a 
spreading surgical emphysema. The illustrations of 
the eye changes caused by mustard-gas are particu- 


larly clear, but there is little mention of the late 


pulmonary changes when fibrosis and bronchiectasis 
may occur and totally incapacitate the sufferer. 
More surprising is the omission from the atlas of any 
account of the pathological lesions caused by the 
sternutators, Lewisite or chlorpicrin. 


THE SERVICES 


ARMY MEDICAL SERVICES 


Maj.-Gen. G. G. Tabuteau, D.S.O., is appointed Hon. 
Surg. to the King, vice Maj.-Gen. D. S. Skelton, C.B., 
D.S.O., retd. 

TERRITORIAL ARMY 


The King has conferred the Efficiency Decoration on 
Col. E. M. Cowell, D.S.O., and Lt.-Col. E. Scott, D.S.O. 


ROYAL AIR FORCE 


The annual dinner of the R.A.F. medical and dental 
services will be held at the May Fair Hotel on Dec. 10th 
at 7.30 for 8 p.m. The hon. secretary is Squadron-Leader 
R. G. Freeman, 5, Clement’s-inn, London, W.C.2. 


1 An Atlas of Gas Poloning: 


2nd ed. London: H.M. 
Stationery Office. 1937. Pp | m 
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ASSESSING THE NUTRITION OF 
SCHOOL-CHILDREN 


By E. H. Wiixins, M.B., D.P.H. 


ASSISTANT SCHOOL MEDICAL OFFICER, BIRMINGHAM 


Ir is a duty of school medical officers to assess the 
nutrition of all school-children who are submitted to 
them for routine examination. The question whether 
this assessment is reliable is important, for the 
figures returned by school medical officers throughout 
the country are a basis both for public opinion and 
Government action. For the information of those 
who may not be familiar with school medical procedure, 
it should be explained that “ nutrition ” is officially 
assessed as one of the items of a medical examination, 
to the whole of which, on the average, a maximum of 
five minutes is allotted. 

What is this nutrition which we try to assess ? 
Most medical officers, as well as clinicians, I think, 
have in mind primarily an objective bodily condition, 
sometimes spoken of as the nutritional state. 
Dictionaries, on the other hand, define nutrition as a 
process, the process by which growth and repair of 
tissues are maintained. The chief medical officer 
of the Board of Education lends support to this latter 
view in recommending that nutrition be assessed 
in terms of nourishment and well-being; and 
McCarrison insists that nutrition is synonymous with 
existence. Others hold that the term nutrition should 
be confined to the effects on the organism of food 
alone. Food at any rate is the main factor. In 
the space at my disposal I shall merely touch on some 
respects in which the apparent physical condition of 


the child is not capable of being transposed into 


terms of the nutritional process. ' 


WEIGHT AND HBIGHT 


It is customary to think of the malnourished child 
as thin and pale. I contend that a child may be 
seriously malnourished and yet show neither of these 
signs. In the first place, defective nutrition does 
not necessarily run parallel with a diminished pro- 
portion of flesh. A -malnourished child, whose diet 
consists largely of white bread, butter or margarine, 
sugar, jam, potatoes, and gravy, may be definitely 
bulky.: The common use of the term “ well nourished ” 
to describe a child whose bones are well covered in 
flesh is to my mind crude and unscientific; in the 
individual case it may be quite contrary to the facts. 
Nutrition is a more subtle process than can be 
measured by mere bulk. On the precise relation 
of this bulk of flesh to its components, muscle and fat, 
we have as yet no certain knowledge. I would expect, 
however, that the malnourished not-thin child is 
deficient in muscle, at any rate in muscular efficiency. 
This expectation is, I think, supported by work 
done in this country with the lumbar-pull dynamo- 
meter and other methods of testing muscular power 
and endurance. The prevalence of deficient muscular 
tone, as shown by the common postural defects in 
children, many of whom are not by any means thin, 
is further suggestive evidence that defective nutrition 
is not necessarily accompanied by visible loss of 
flesh. The clearest proof that malnutrition is not 
always reflected in an obviously defective outer 
appearance is provided by the fact that many-of the 
children who are passed for free meals on grounds of 
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inadequate income—that is, who live at an income 
level well below that at which the purchase of an 
adequate diet is possible—are not by any means 
either thin or markedly pale. The well-known self- 
sacrifice of mothers in the interests of their families, 
which is especially noticeable in the poorer classes, 
cannot possibly account for these cases on the 
assumption that their nutrition is maintained through 
the best of the food being given to them. Again, it 
will be fairly generally agreed that a definitely spare 
child is not necessarily malnourished because he is 
spare in build. This may be a matter of the child’s 
physical type. One effect of this observation, that 
the malnourished child is not necessarily thin, is to 
discount the whole theory of the relation of weight 
to height as a reliable measure of nutrition. It is 
largely for this reason that the relation of weight 
to height has been superseded in America by the arm- 
chest-hip scheme of mensuration worked out by 
Drs. Franzen and Palmer. 

The weight-to-height ratio is unsound also for 
another reason. It assumes that the height of a child 
is, within a certain range, 2 measure of what its weight 
should be. But long-continued malnutrition, such 
as 18 commonly passed over by the cursory methods of 
assessment in general use, may have produced stunting 
of stature. Height, therefore, is a fallacious measure of 
what a child should weigh. Statistical comparisons 
of the heights and weights of children living at 
different economic levels show this quite clearly. 

A more subtle error in the standards based on the 
relation of weight to height is that the well-nourished 
child, while both taller and heavier than the poorly 
nourished, is at the same time lighter in relation to its 
height than the less well-nourished. Good nourish- 
ment causes height to outstrip weight. The disturb- - 
ance of the natural relation of weight to height in 
the poorly nourished is of course the result of faulty 
nutrition affecting growth over a considerable period, 
the sort of thing which two-minute nutrition assess- 
ment cannot possibly take any account of. It is 
of special interest to note that the greater height of 
the well-nourished classes consists mainly of a greater 
proportionate length of limb, which is just what our 
esthetic appreciation of physical form leads us to 
desire. | 

I cannot think that there is anything to be said 
for the view that the shorter stature of the working 
classes is a hereditary characteristic. All the evidence, 
in fact, is against it. There is, in general, a positive 
correlation between physique and income, and there 
can be little doubt that difference in the nutritional 
value of the food consumed is the main factor. 


THE COMPLEXION 


The relation of visible pallor to nutrition is interest- 
ing. There are, of course, certain types of complexion 
which are characteristically not highly coloured, 
though not for this reason defective in the sense of 
indicating anemia or poor nutrition. Again, the 
extreme pallor of some very poorly conditioned 
children is, I think, as much due to deficiency of yellow 
subcutaneous fat as to lack of colouring matter in 
the blood. These cases present a wax-like trans- 
parency of the skin, with the subcutaneous venous 
plexuses showing through as darkish areas especially 
below the eyes. But a child can be malnourished, 
seriously malnourished, and yet have a fairly good 
colour. There are those children whose cheeks are 
highly coloured by virtue of a rather coarse vascularity 
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of the skin in this region. Children with this type of 
complexion, provided they are not acutely ill, probably 
never can look pale. If they are malnourished, 
they have the misfortune to be misjudged as 
thoroughly healthy, especially if, at the same 
time, they are not visibly thin. The relation of 
colour to nutrition, or at any rate to anemia, is 
possibly further complicated by the opacity or 
degree of pigmentation of the skin. I do’ not 
know if there is any relation between deficiency of 
hemoglobin and deficiency of cutaneous pigment. 
Probably the pigment of the blood is more sensitive 
to nutritional deficiency than that of the skin. As 
an indication of poor nutrition fatigue-circles under 
the eyes are very significant. Inspection of the 
conjunctival mucosa I have not found very helpful. 
Many poorly conditioned children are rather red 
about the eyes, possibly as a result of a lowered 
general resistance to infection. The correlation of 
hemoglobin ‘estimations with the visiblé appearance 
of the child would of course clear up many of these 
doubts, and it is surprising that practically nothing 
has been done in this direction by the school medical 
service in this country. 


WELL-BEING AND ACTIVITY 


When we turn to the functional condition of the 
child, its degree of well-being, as a measure of nutrition, 
we at once find it an unreliable guide. One of the 
most obvious facts that confront the school medical 
officer is that many miserable-looking physical 
specimens—pale, thin, and hollow-chested—whom 
no one would hesitate to record as nutritionally poor, 
are yet passably well functionally, at least according 
to customarily accepted standards. They are not 
presented to the medical officer as ailing children. 
This anomaly is largely due in my opinion to the 
way in which nature safeguards function at the 
expense of growth. Nature endeavours to cover its 
defects, to maintain function at the cost of physique. 
I am sure, however, that this can take place only to a 
very limited extent and only at a serious compromise. 
This could probably be measured by following up 
the subsequent life-histories of these children. The 
striking differences in the death-rates and morbidity- 
rates of the poor as compared with those who are better 
off, which have been emphasised by Sir Arthur 
Newsholme, are probably closely related to this 
question. While, in general and in the long run, we 
can take it that nutrition and well-being are intimately 
related, the relation in the individual case and at the 
time of examination is not a simple and obvious one 
which can be relied on in assessing the nutrition of 
school-children. It must be remembered that we 
have often to assess nutrition without any information 
of the child’s state of well-being ; and when we do get 
information, it is the parent’s assessment of the 
_ child’s well-being that we have to rely on, and even 
after a close cross-examination the information 
volunteered may be hopelessly incomplete and mis- 
leading. Parents often have little experience of 
sound health and physique. They have no standard 
but what they see around them, and their acceptance 
of it in their own children is often pathetic in the 
extreme. 


FALLIBILITY OF IMPRESSIONS 


We must bear in mind also that, while many 
children living in an unhealthy environment and on 
inadequate food become thin and pale, large numbers 
under the same conditions do not do so, at any rate 
not to a visibly obvious extent. There are undoubtedly 
two factors involved, one being the degree of under- 
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nourishment or faulty environment, and the other, 
the particular physical type or constitution of the 
child. Some children go to pieces under slight 
stresses and nutritional deficiencies, while others are, 
at any rate apparently, more resistant. The effect 
of this is that a particular type of inadequate diet 
causes one child to look thin and pale and to sag 
posturally, while another child maintains a fairly 
normal appearance. Aykroyd, for instance, has 
shown a varying response in different children to the 
same quantitative deficiency of vitamin A, probably 
due in a large measure to: differences in their past 
nutritional history (Aykroyd and Krishnan 1935—36). 
For my own part I have learned that it is wrong to 
rely on mere appearances. We know this already in 
clinical medicine. We do not decide the question 
of pulmonary tuberculosis from the patient’s outward 
appearance, nor the pathology of a urine from merely 
looking at it. We apply more searching and specific 
tests. The results of putting apparently normal 
children on improved diets has demonstrated over 
and over again that the apparently normal-looking 
child is often definitely subnormal. Apart from 
the results that have been obtained in this country 
from giving groups of children additional milk or other 
foodstuffs, the differences in the weight and stature, 
quality of skin, and general well-being of the more 
well-to-do as compared with the poorer elementary 
school-children is so striking that we can only assume 
that the latter are generally speaking a subnormally 
nourished class. In what other terms. can the 
differences be explained ? . 


AVERAGE OR OPTIMUM ? 


Both the physical appearance and the state of 
well-being of children are, therefore, unreliable indica- 
tions of the adequacy of the nutritional process, at 
least as operating at the time of examination. Some 
defects of physique and well-being are attributable 
to faulty nutrition in the past. I suspect that both 
physique and health may be directly related to what 
I call the total nutrition of the child—that is, its 
nutrition throughout the whole life-period, pre- 
natal as well as postnatal. There is a vast field for 
research here. I think it likely, also, that some of the 
defects which in our ignorance we speak of as constitu- 
tional are probably as much due to the effects of pre- 
natal nutrition as to true heredity. We have examples 
of this in the deficient growth of embryonic intestinal 
tissue in the developing chick in the absence of 
vitamin B, in the mother (McCarrison 1936), and in 
defective development of embryonic nerve tissue 
as a result of maternal deficiency of vitamin A 
(Aykroyd and Krishnan 1935-36). 

There is also the well-known cumulative effect of 
malnutrition, the effects of which in experimental 
animals have been shown to extend to at least three 
or four generations. Defects of human physique 
and stature, and probably disease tendencies also, 
may be related to the defects of nutrition of several 
past generations. This line of thought suggests 
that the ultimate possibilities .of first-class nutrition 
may be of an order of which as yet we have but little 
idea. l 

As far as the individual is concerned it is obvious 
that if a child’s nutrition can be improved, then its 
present level of nutrition is subnormal. There is a 
vast region of subnormality which still remains to be 
explored, between the apparently adequate and 
that which produces the optimum in growth and well- 
being. In this we have much to learn from farmers 
of live-stock and experimenters in animal nutrition. 
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A PLEA FOR REALISM 


The so-called assessing of nutrition can to a great 
extent be salvaged from its present state of chaos by 
correlating the physical and functional condition of 
children with the actual diets they consume. From 
the practical point of view, food is by far the most 
important factor in nutrition. A dietary inquiry 
takes time, and in the standard five minutes of 
medical inspection, with other aspects of health to be 
dealt with, not to mention the necessary note-taking, 
almost nothing of this sort can be attempted. It 
cannot be too strongly emphasised that to profess to 


assess nutrition while taking no account of nutriment © 


is to fail to understand the meaning of the term 


nutrition. Assessment under these conditions is the 


vaguest guess-work. 

We must bear in mind that food is not a single 
entity, nor does it produce a single specific result 
which can be assessed by looking at a child. Although 
the common types of ‘dietary deficiency are we 
known-—deficiency and poor quality of protein, of 
vitamins, and of certain mineral elements—it must 
be remembered that food is a highly complex 
multiplicity of substances which, in their permutations 
and combinations and various degrees of deficiency, 
do not all produce the same visible effects on 
children. 

There are three methods by which we can assess 
nutritional: adequacy. We can make a detailed 
inquiry into the diet itself and compare it with the 
standard nutritional requirements which have been 
worked out in recent years. I have done something 
in this myself, and have come to the conclusion, 
in agreement with Sir John Orr and numerous social 
surveys, that a large proportion of working-class 
children have no possible escape from malnutrition 
during either boom or slump in trade under our 
present economic system. The second method is 
to test the adequacy of the diet by adding a 
supplementary ration calculated to make good the 
suspected deficiencies, and observing the results. I 
have begun an investigation of this kind at one of 
my schools and the results of the first eight months of 
supplementary feeding have been very striking. 
The third method is less complete—namely, the 
application of tests for deficiencies in particular 
substances such as hemoglobin and vitamins A, B,, 
and C. 

In other words, nutrition assessment must be made 
more realistic, more exact. The principles involved 
and the terms used require to be defined. Above all, 
we must know precisely what we are intended to 
assess. And there is the important question of 
standards. It is well known that there is disagree- 
ment amongst medical officers as to what is meant 
by the term normal. Normal is widely interpreted 
in the sense of more or less average. But is this a 
standard at all ? Normal vision, for instance, does not 
mean average vision; it means the correct standard 
of vision. To base our assessment on a shifting and 
indefinable conception of an average is not the way 
to build an Al nation. As a profession we should 
` refuse to use any standard in nutrition but the true 
biological one, that which conforms to natural law, 
which fulfils the requirements of natural law, the 
optimal. There is a strong and rapidly growing body 
of medical opinion which holds this view. 
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CONGRESS OF PSYCHOTHERAPY 
AT COPENHAGEN 


THE ninth annual International Congress of Psycho- 


therapy was held from Saturday, Oct. 2nd, to Monday, 


Oct. 4th, in the Domus Medica at Copenhagen. The 
delegates, who came from thirteen different countries, 


met at this building, which is the headquarters of 


the Danish Medical Association, on the Friday even- 
ing and were introduced to one another and to their 
hosts Dr. Poul Bjerre of Stockholm and Dr. Oluf 
Briel of Copenhagen. At 9 next morning the con- 
gress was formally opened by the president, Prof. 
C. G. Jung, who expressed his satisfaction with the 
truly international composition of the congress, 
which showed that interest in psychotherapy was at 


last becoming world-wide. Dr. Briel, speaking in - 


English, welcomed the delegates to Denmark where, 
he said, only a few medical men had as yet interested 
themselves in psychotherapy, though he hoped none 
the less that the lecturers would not find their words 
falling on stony ground. | f 
` The subject for discussion on the first day was 
“ Psychotherapy in General Practice,” upon the 
prospects of which Dr. Brüel was convincingly opti- 
mistic. H. Neugarten of Berlin explained the uses 
of religion as a psychotherapeutic short-cut, and 
L. William-Olsson of Stockholm then discussed the 
sleeping arrangements for patients in hospitals. 
He held that the present custom in most large hos- 
pitals of waking patients at 5 a.m. to be washed and 
tidied deprives them of some three hours’ sleep which 
they badly need, and that the habit of putting them 
to sleep in the afternoon entails an unjustifiable use 
of hypnotics at night. In the afternoon session 
E. B. Strauss of London spoke on the psychogenic 
factor in asthma, and later L. Mayer of Heidelberg 
showed the German Government instructional film 
dealing with hypnosis, and also expounded the legal 
aspects of this subject, which are too often misunder- 
stood. | 

The theme for the second day was the teaching of 
psychotherapy, which the speakers were unanimous 
in describing as highly unsatisfactory. J. H. van 
der Hoop of Amsterdam advised a preliminary 
educational analysis of the student himself, to help 
him in understanding the difficulties which he 
encounters later in treating patients. P. Bjerre 
deplored the lack of interest shown by universities 
and other, teaching institutions in this branch of 
medicine, a view which was later supported by 
Popesco of Rumania, who advocated the founda- 
tion of university chairs in psychotherapy. On other 
subjects C. A. Meier of Zirich'described the spon- 
taneous manifestations of the unconscious which 
serve to confirm the more theoretical results of 
medical psychology, and G. Kihnel gave an account 
of his observations of spontaneous alterations of 
personality in young men in Berlin, brought about 
by “autogenous training.” One of the five short 
papers in the afternoon was read by Margaret Loewen- 
feld of London on a method of direct objective 
representation of the nature of children’s phantasy, 
which she illustrated by lantern slides and by a minia- 
ture garden made by a girl of seventeen, complete 
with serpents presumably of either Freudian or 
Biblical significance. The third day’s sitting was 
confined to the morning. H. G. Baynes of London 
demonstrated lantern slides of drawings by a schizo- 
phrenic artist, in some of which the effects of the 
split personality of his patient could be. clearly seen. 
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Finally F. Vélgyesi of Budapest spoke on the great 
value of treatment by hypno-suggestion in general 
practice, and gracefully complimented Denmark upon 
her possession of a pioneer of psychotherapy in 
- Dittrich Brandis, who was expounding views more 
than a hundred years ago which seem perfectly sound 
at the present day. 

The. arrangements made for the comfort of the 
75 delegates were excellent. Many were accom- 
- modated in the Domus Medica itself, which is also a 
residential club, and all were allowed to use the 
restaurant and other rooms of the Danish Medical 


Association in the building. Next year the.congress _ 


is to be held in London, where there can be no doubt 
that it will be assured of a welcome. 


MEDICINE AND THE LAW 


Complaint of Delay in Visiting Patient 


Amonest the evidence in an action agaihst a doctor, 
tried before Mr. Justice Tucker last week, was a 
letter of complaint which the plaintiff had written 
to the General Medical Council. The claim alleged 
negligence by the doctor—namely, mistaken diag- 
nosis and failure to visit the patient. The plaintiff’s 
son, a boy of 10, received minor injuries in a traffic 
accident. The defendant doctor attended him and 
pronounced him fit to go back to school on a certain 
Monday. On the previous Saturday night the boy 
complained of pains in his stomach, The father 
went to the doctor’s surgery next morning and 
described the symptoms of pain and vomiting. The 
doctor, without seeing the patient, gave the father 
some medicine for him. The plaintiff suggested that 
the defendant wrongly diagnosed ptomaine poisoning. 
The main issue in the case was whether, as the father 


contended, three urgent requests were sent to the 


doctor or not. The doctor denied the allegations 
and relied for confirmation on the statements in a 
letter sent by the father to the General Medical 
Council after the boy’s death. The defendant’s 
partner had seen the boy on the Tuesday morning 
and had found his condition serious; the defendant 
himself was fetched and; having diagnosed appen- 
dicitis, order the boy’s removal to hospital where 
an operation was performed at 3 p.m. The operating 
surgeon gave evidence that peritonitis had set in 
36 hours earlier, probably about 3 on the Monday 
morning. Thus, it was suggested, if the doctor had 
seen the boy on the Sunday, he might have suspected 
appendicitis ; if so, an. operation might have taken 
place on the Sunday, and the boy would have had a 
better chance of living. The surgeon told the court 
that the mortality was only 2 per cent. where an 
operation took place before peritonitis supervened 
but from 30 to 60 per cent. where it took place after 
peritonitis. The judge accepted the defendant’s 
story and held that the father had made nothing in 
the shape of an urgent request for a visit. He thought 


that the father wanted attention for his son but had - 


not appreciated that the case was a grave one. The 
charges of negligence, therefore, had not been estab- 
lished. His lordship added that the evidence showed 
that the abscess burst in the early hours of Monday 
morning. Even if he had found that the charges of 
‘negligence had been substantiated, he could not have 
found that any negligence after that time—i.e., any 
failure to visit the boy—had resulted in the boy’s 
death.. Judgment was given for the defendant 
doctor with costs. 2 
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The action was brought m part under the Law 
Reform (Miscellaneous Provisions) Act, 1934, whereby, 
if a party suffers damage through negligence, his 
death does not put an end to the action. A claim 
can be made on behalf of the dead person’s estate, 
and some remarkable estimates have been made of 
the cash value of a lost career. In this particular 
case the judge stated that, if the father had suc- 
ceeded, he would have been able to recover no more 
than £18 0s. 6d., the amount of the funeral expenses. 


MEDICAL OFFICERS OF HEALTH 
ANNUAL DINNER 


Dr. JAMES FENTON presided at the Piccadilly 
Hotel on Nov. 19th when the occasion was as usual 
both festive and informative. Mr. ROBERT BERNAYS, 
M.P., Parliamentary Secretary to the Ministry of 
Health, in: proposing The Society, admitted the 
heaviness of the call made each year by the Minister 
on the public health officers. It was the response to 
this call which had built up the magnificent services 
now available; the urgent need now was for the 
better use of them, Does the public, he asked, know 
their value? Not at all events in rural England or 
rural Wales, where dental clinics are regarded by 
parents just as places where teeth are pulled out, 
Building a house was futile if the necessity of making 
a path to it was overlooked.—Dr. Fenton, in reply, 
spoke of the work in common of the Ministry and the 
local authorities as the marriage of true minds. 
Their own society, founded 81 years ago, had at the 
age of 71 given birth to the Central Council for 
Health Education which was now old enough to help 
the Minister of Health in his campaign. He was 
proud to have there to-night eminent leading con- 
sultants and to know that the practitioners of Ken- 
sington were joining in the campaign to teach the 
people how to make use of their health services for 
their own benefit. But little had been done for 
cancer and rheumatism ; it seemed to him that those 
diseases were most widespread about which we knew 
least. It was time, he thought, to laynch in the 
municipal hospitals an intensive attack on these 
diseases, combined with research in the field for which 


he was sure ratepayers were prepared to spend money. 


Our fathers had been willing to face difficulties that 
seemed to them insuperable and we must not hesitate 
to tackle the two greatest scourges of our own era, 


Capt. G. S. ELLISTON, M.P., striking, as he said, 
a more homely and domestic note as the only lay 
member of the M.O.H. council, proposed The Guests, 
dividing them into ministerial, municipal, and medical, 
and noting the remarkable contingent. from the 
Royal Borough of Kensington constituting, he thought, 
a quorum of their council chamber. Lord Horder, 
whom he called the public orator of public health, 
was giving the people the education in health matters 
that he used to give to his pupils at St. Bart’s. 
Lord Snell he described as the very colossus of 
London (“ He belongs to all of us and we are proud 
of him as a great public servant’’).—Lord HORDER 
in response referred appreciatively to Dr. Fenton's 
presidential address in which he said that the sup- 
pression of disease was not the end but the beginni 
of our task; relieved of the terrors of sickness man 
would be able to use to his real advantage the inven- 
tions of science. This was to him the expression of 
a new unity in medicine which binds us together— 
namely, the concentration on the positive aspect of 
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health.—Lord SNELL in responding remarked (with 
intentional bluntness), ‘‘ You came here to hear 
about the medical profession ; well, you are going to 
hear about it,” and speaking as part of the raw 
material without which doctors could not live at all 
he told them what the patients thought of them. 
He went on to express his warm recognition of what 
the administrative staff of our public bodies do for 
the community. These bodies are the guardians 
of the nation’s. health and it is the doctors who give 
them the assurance they need. The municipality 
which neglects their advice is gambling on the future. 
When anything goes wrong it is the doctor who is 
blamed, when it may well be that what has happened 
is the result of his advice not having been taken.— 
The company ' adjourned early to dancing and 
cabaret. 


UNITED STATES OF AMERICA 


(FROM OUR OWN CORRESPONDENT) 


TREATMENT OF PNEUMONIA 


THE committee on public health relations of the 
New York Academy of Medicine have just issued a 
report on ‘Community provision for the serum 
treatment of pneumococci pneumonia.” They point 
out that specific serum therapy for pneumonia is 
making its way slowly and suggest as reasons for 
delay : (1) the lingering of the dictum that the disease 
is self-limited ; (2) hesitation on the part of general 
practitioners to employ serum intravenously ; (3) the 
difficulty in obtaining serums and their high cost ; 
(4) lack of facilities for the differentiation of pneumo- 
cocci ; (5) failure on the part of health authorities, 
except in New York, Massachusetts, and several other 
communities, to recognise the communicable character 
of the pneumonias, and to urge appropriations for the 
free distribution of the antipneumococcus serum. 
= The average-number of pneumonia cases in New 

York City during the last few years has been 26,000 

per annum, and the committee estimate that about 
10,000 per annum would be benefited by specific 
serum therapy. They recall that New York State 
prepared type I serum for general distribution in 
1915 and in 1917 included sputum-typing. among 
the procedures that must be undertaken by labora- 
tories wishing to qualify for State approval. An 
intensive study carried on in Massachusetts from 
1931 to 1935, with financial aid from the Common- 
wealth Fund, paved the way for an effective plan of 
administrative organisation. 

The use of serum requires. expert knowledge. The 
committee recommend a consulting service in the 
health department under a physician well trained in 
the technique of serum therapy. Since the effective- 
ness of serum depends upon its early administration 
facilities for rapid free diagnostic laboratory service 
should be provided. They recommend further that 
pneumonia patients treated in hospitals should be 
properly ‘segregated and cubicled.”” - Pneumonia 
should be treated as an emergency and the admission 
policy and the service policy for pneumonia cases 
should be on the same basis as for surgical emer- 
gencies. The full report will be found in the Bulletin 
of the New York Academy of Medicine for October 
and in the Journal of the American Medical Associa- 
tion for Oct. 23rd. 


WHEN IS A FEVER SCARLET ? 


A paper read to the epidemiology section of the 
American Public Health Association by E. L. Stebbins, 
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H. S. Ingraham, and Elizabeth: Reed, all of the New 
York State department of health, described seven 
milk-borne epidemics, three of them classified as. 

“scarlet fever ” and four as ‘“‘ septic sore-throat.” 
Six of the seven epidemics were traced to, strepto- 
coccal mastitis in members of the producing herds. 
In five cases a history strongly suggestive of strepto- 
coccal infection in milk-handlers, antedating the 
bovine infection, was also obtained. In the one case 
where no mastitis was. found in. the producing herd 
the milk had been bottled by a man with a sore- 
throat. All of the milk involved was raw. : 

The only observable clinical distinction T 

“ septic sore-throat” and ‘‘scarlet fever” in the 
victims of these seven epidemics was that in 60. per. 
cent. of cases classified as scarlet fever there was 
seen a rash almost always followed.by desquamation. 
Complications were similar in nature and frequency 
in both classes. The authors observe also that the 
cases in all epidemics: would clinically -be indistin- 
guishable (except for the rash) from cases which.in the 
absence of any epidemic are usually diagnosed. as 
severe tonsillitis. A previous attack of scarlet fever 
appeared to have given no immunity to subsequent 
streptococcal infection but it did confer a relative 
immunity to the skin manifestations of streptococcal 
infection. Stebbins and his colleagues were too 
cautious to suggest—though at least one member of 
their audience could not help reflecting—that their 
observations tend to cast doubt upon the value of 
active immunisation against scarlet fever by the 
present accepted method. | 


RESIGNATION OF HON. JOSEPHINE ROCHE 


Few will disagree with Surgeon-General Parran 
when he says that “ with the resignation of Assistant 
Secretary Roche, the Government loses its ablest and 
most sincere advocate of public health.” The resig- 
nation was accepted by President. Roosevelt on 
Oct. 28th “with the greatest reluctance.’’ At the 
same time Secretary of the Treasury Morgenthau 
announced that her post would be held open for her 
for an indefinite period in the hope that she would 
find it possible to return. She became assistant 
secretary of the Treasury in November, 1934, being 
the first woman to hold this office. Assigned to take 
charge of the United States public health service, 
she was appointed to serve on the President’s cabinet 
committee on economic security, and took an impor- 
tant part in the formulation of the social security 
programme as a whole. Her resignation is said to 
be dictated by the need of her personal supervision 
of the affairs of the Rocky Mountain Fuel a of 
which she was formerly president. 


SCOTLAND ` 
(FROM OUR OWN Goreu OKOE; 


DIET AND DYSPEPSIA 


. IN the fifth of the series of Honyman Gillespie 
lectures ‘delivered to post-graduates in Edinburgh 
Dr. John D. Comrie said that epithelial degeneration, 
especially of the alimentary tract, due to lack of 
vitamin A is often a cause of dyspepsia, The vitamin-B 
complex contained in cabbage, tomato, and other 
vegetables has a positive value in diabetes since 
it helps in oxidation, especially of carbohydrates. 
It has been shown experimentally, - and in north 
Russia in practice, that sour milk is a most. valuable 
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source of vitamin C and is very efficacious in the treat- 
ment of scurvy. Only recently has the importance 
.of vitamins in the treatment of gastro-intestinal 
ulceration been realised. Dr. Comrie pointed out 
that variations of tolerance to articles of diet are due 
to variations in body chemistry and to psychological 
factors. 
harmful, prolonged starvation leads to loss of weight 
and efficiency and to poor digestion. Many normal 
people do not drink enough water, but excessive 
fluid intake, as in excessive beer-drinking, leads to 
water-logging, flabbiness,~ and general inefficiency. 
A census of the weights of females admitted to the 
Royal Infirmary showed that 30 per cent. were grossly 
_over-nourished—probably owing to a small daily 
excess combined with want of exercise. Too frequent 
meals, unhealthy mouths, and constipation are very 
common causes of gastritis and indigestion. 

Dr. Comrie said that investigations at the Mayo 
Clinic show that acid secretion in’ the stomach 
increases up to the age of forty, after which it falls 
off, while after sixty there is complete achlorhydria 
in 1 person out of 4. Achlorhydric patients are to 
be regarded as candidates for anæmia, either hypo- 
chromic or hyperchromic, and for carcinoma of the 
stomach. Subnormal HCl leads to slow digestion and 
mild dyspepsia ; hyperchlorhydria leads to indigestion 
of the well-known type and to ulceration. Fractional 
test-meals have shown that belladonna does not 
diminish hypersecretion but merely delays it. 
Dyspepsia due to chronic cholecystitis and gall- 
stones is most commonly found in over-nourished 
middle-aged females. | 


AUSTRALASIA 
(FROM OUR OWN CORRESPONDENT) 


INFANT MORTALITY-RATE IN ADELAIDE 


DurRine the year ended March 31st, 1937, Adelaide 
has established a world record for a low infant 
mortality-rate ; this figure, 23 per 1000 births, shows 
a remarkable improvement on the lowest figure for 
the previous nine years, which was 55 per 1000 
births, and is possibly a freak rate. New Zealand, 
the previous holder of the world record, last year 
had an infant death-rate of 32-15.. South Australia’s 
figures for the same year were 31-1, and the Queens- 
land rate was 36-2. It is believed here that the low 
mortality-rate in Adelaide is partly due to the 
emphasis placed on the provision of a sufficient 
supply of milk for expectant mothers in necessitous 
circumstances. An additional daily pint and a half 
of milk is provided, where necessary, by the South 
Australian Government. An educational campaign is 
carried out by the Mother’s and Baby’s Health 
Association of South Australia, an organisation which 
also arranges for adequate supervision of expectant 

mothers. | | 
` The bituminisation of the highways is held to be 
partly responsible for the diminution in frequency 
of serious epidemics of summer diarrhea. The fly 
nuisance is less evident since the decrease in recent 
years in the numbers of horses and stables. Close 
supervision of the milk-supply by the Metropolitan 
County Board under the Food and Drugs Act, the 
efficiency of the many maternity homes, and the 
work of the local boards of health have all contributed 
to this happy result in South Australia. In view 
of the rapidly falling birth-rate in Australia the 
reduction in the infant mortality-rate is heartening. 
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MEDICAL BOARD OVER-RULED BY COURT 


An interesting legal point was raised in Melbourne 
in July of this year when a decision of the Medical 
Board of Victoria, whereby a German doctor was 
refused registration, was over-ruled by a State 
Court. | 

The applicant for registration, Dr. Moritz Meyer, 
had practised in Germany as a surgeon and physician 
until October, 1935. He had been obliged to-leave 
the country because of restrictions placed by the 
Government on: the practice of medicine by persons 
of non-Aryan descent. At the time of his departure 
he was a doctor of medicine at the University of 
Leipzig and had since April, 1920, practised medicine 
and surgéry in hospitals in Berlin and Dresden. He 
had also practised privately in Dresden. After his 
departure from Germany he had gone to Scotland 
and taken the triple qualification by examination. 
He had been told that his qualifications entitled him 
to registration in Victoria and so had decided ta 
practise his profession there.. The Medical Board of 
Australia based its refusal of registration on the 
grounds that the evidence of the required courses of 
study was inadequate, and that recognition of a 
course in a foreign university, school of medicine, or 
college was expressly forbidden. Dr. Meyer placed 
his case in the hands of the State Court, which 
decided that he was entitled to registration and a 
qualification from the Medical Board of Victoria. 
The’ Board proposes to contest the issue on the 


‘grounds that the Court is not empowered to over-rule 


its decision. 
THE MYSTERY OF GROWTH 


Given a normal pituitary and thyroid function, 
with a proper supply of vitamin B, amino-acids, 
ample food-supply, and physical exercise during the 
years between five and twenty, the stature of a race 
may be increased to the optimum of Greek per- 
fection. This statement was the keynote of the Sir 
Charles Clubbe Memorial oration delivered at the 
University of Sydney by Prof. J. C. Meakins, professor 
of medicine at McGill University. Prof. Meakins 
came to Australia at the invitation of the New South 
Wales Post-graduate Committee, but during his 
visit other States invited him to give lectures. Prof. 
Meakins said that in his opinion stature was influenced 
to a far greater extent by environment than by 
heredity. The most important factors in enviren- 
ment were physical activity, the character and quadity 
of the food-supply, and the effects of parasitic and 
other diseases. Height was not necessarily a sign of 
superiority. Shorter races might ‘be equal to tall 
ones in physical endurance and mental capacity. 
The consumption of milk, milk products, and meat 
differed with striking significance in races of varying 
stature. The increased growth of Chinese children 
who had migrated to Hawaii was attributable to the 
improvement in their diet. 


FATAL HYPERTHERMIA FOR GONORRHGA 


The conduct of a hospital at Napier, New Zealand, 
was recently investigated by a Royal Commission. 
The method of hyperthermia treatment developed at 
the Mayo Clinic was used during an outbreak of 
vulvo-vaginitis among the children of the hospital, 
although no proper hypertherm equipment was 
available, nor did the hospital possess any méans of 
adequate control of the temperature. Hot baths, at 
a temperature of 100° to 108°F. continuing for a 
week, were ordered for the affected children by a 
member of the honorary staff. The temperature of 
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the bath being given to one child was inadvertently 
raised to 120° F. and the child, who had been given 
twenty-one baths, collapsed and died. 


PARIS 


(FROM OUR OWN CORRESPONDENT) 


HONORARY DEGREES AT THE SORBONNE 


At the annual opening ceremony of the University 
of Paris honorary degrees were conferred on Prof. 
E. W. Archibald of the chair of surgery at McGill 
University and on Dr. Nikola Tesla whose work on 
alternating and high-frequency currents has done 
so much to advance radiology. The ceremony was 
attended by the President of the Republic and the 
minister of national education, and the officials 
included Prof. Roussy, the new rector of the 
University, and Prof. Tiffeneau, the new dean of the 
faculty of medicine. 


SUMMARIES TO MEDICAL PAPERS 


It says something for the importance of putting 
summaries at the end of papers in the medical press 
that the Academy of Medicine has referred this 
problem to a committee of eight of its members. 
This action was taken at the request of Dr. E. 
Marchoux, whose damnation of the summary-less 
publication was greeted with hearty approval. 
He assumed that specialists in one subject anxious 
to gain at least a smattering of knowledge of other 
subjects did so most easily by skipping the paper 
itself and skimming the summary thereof. And if the 


author could infuse sufficient interest into his summary . 


he would or might be rewarded by the serious study 
of a potential reader who began to skim and who 
stayed to delve. Dr. Marchoux expressed a preference 
for the summary drafted by the author himself, and 
not by an editor or printer’s devil. Of course, the 
author knows or should know more about his subject 
than a journalist, but are not the very depth and width 
of the former’s knowledge likely to handicap him 
when he is asked to condense some of all his knowledge 
into a few lines? And is not an editor more likely 
to understand and cater for the needs of the reader ? 


TUBERCULOSIS AMONG INSURED PERSONS 


The Caisse Indépartementale des Assurances Sociales 
de Seine et Seine-et-Oise is an organisation under the 
national health insurance scheme dealing with more 
than 1,500,000 insured persons in Paris and its 
neighbourhood. Within this organisation is a special 
service which deals with insured tuberculous persons, 
and'some 800 new patients, adults and children, 
pass through its hands every month. In the Presse 
médicale of Nov. 13th, Dr. J. Godard and Dr. R. 
Soutille report a special study of the first 2000 cases 
examined by them between July, 1932, and December, 
1934. This study being completed in March, 1936, 
the minimum observation period was over one year. 
Of the 2000 patients as many as 1731 (86 per cent.) 
suffered from active pulmonary tuberculosis, almost 
always with tubercle bacilli in the sputum. These 
2000 cases represented about two-thirds of all the 
cases of invalidism in insured persons. A classifica- 
tion of the cases of pulmonary tuberculosis based 
on that of the American National Tuberculosis 
Association showed that only 16 per cent. belonged 
to the first stage of the disease, whereas 56 per cent. 
belonged to the third stage, the intermediatestage being 
represented by 27 per cent. Only 15 per cent. of the 


men and 18 per cent. of the women had made such a 
satisfactory recovery that they were able to return to 
work before March, 1936. Godard and Soutille are 
driven to the conclusion that the alleged early 
diagnosis and highly skilled treatment of to-day have 
precious little effect on morbidity and mortality 
from tuberculosis among insured persons. The time 
may have come, they think, to revise the bases on 
which the antituberculosis campaign is organised. 


GENERAL MEDICAL COUNCIL 


PRESIDENT’S ADDRESS 


Sir Norman WALKER, the president, opened the 
146th session of the Council on Tuesday last, and 
began his address by speaking of the loss of Sir 
Thomas Myles, a member from 1905 to 1911 and again 
from 1933 till his death last July. He also spoke of 
the great services rendered by the late Sir John 
Moore, a member for exactly thirty years, and the late 
Sir Ashley Mackintosh. As new members Dr. T. S. Hele 
had succeeded Sir Walter Langdon-Brown as represen- 
tative of Cambridge, and Sir Arthur MacNalty as Crown 
nominee had filled the vacancy created by the retire- 
ment of Sir Henry Dale; ‘‘ we welcome the con- 
tinuance in his person,” said the President, ‘‘ of the 
long connexion between this council and the chief 
medical officer of the health services of the nation, 
which has continued unbroken since the appointment 
of. Sir John Simon in 1876.” Lastly the Royal 
College of Surgeons in Ireland had appointed Mr. 
R. Atkinson Stoney to succeed Sir Thomas Myles. 

Sir Norman went on to speak of the dual functions 
of the Council in relation to medical education and 
to registration—functions separable neither in logic 
nor in fact. Registration was now.a much more 
complicated subject than it was in the early days of 
the Council. Up to 1886 the only normal condition 
of admission to the Register was the holding of 
degrees or diplomas of one or more of certain licensing 
bodies. Part II of the Act of 1886, however, intro- 
duced a new principle, and laid down conditions 
under which colonial and foreign practitioners could 
obtain admission to the Register. These, briefly, but 
plainly, were that their diplomas must be recog- 
uised by the Council as furnishing a sufficient 
guarantee of the requisite knowledge and skill for 
the efficient practice of medicine, surgery, and 
midwifery. “I do not think it is generally recog- 
nised,” continued the President, ‘“ how world-wide, 
extending to Europe, Asia, Africa, Australia and 
New Zealand, and the Dominion of Canada, the 
responsibilities of the Council under Part II of the 
Act of 1886 have become; how old-standing some of 
the relations entered into of free will on two sides 
are; and how loyally the Council are accepting the 
burdens and difficulties inseparable from ‘ reciprocity ’ 
in a changing and untranquil world.” 

It was not long after the Act of 1886 became law 
that British Possessions, as Parliament had designated 
them in the Act, began to show an interest in the 
new relations between the mother country and them- 
selves to which the way had been opened. The 
first request came from New Zealand in 1887, and a 
request was made by Ceylon in 1887, though it was 
not until 1893 that the licence in medicine and 
surgery granted by the Ceylon Medical College was 
recognised. Part II of the Act was applied to New 
South Wales and Victoria in 1890, to India in 1892, 
to Malta in 1901, to Nova Scotia in 1906, to Prince 
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Edward Island in 1910, to Hong-Kong and New: 
foundland in. 1913, to Manitoba and the Straits 
Settlements in 1916, to Alberta in 1919, and to the 
Union of South Africa in 1921.. To two foreign 
countries, Italy and Japan, it was applied in 1901 
and 1905. i MES: 
“ Imperial legislation by which medical boards or 
councils have been established has not as a rule 
followed the lines of our. principal Acts in linking up 
education and registration. Most of the registration 
authorities in the Empire were content to apply our 
educational standards, and all practitioners who are 
on our Register are admissible, subject-to special 
exceptions provided by local law, to theirs. In India, 
until recently, registration was a matter dealt with 
by each Presidency or Province, but the Act of 1933 
- established a Medical Council of India, whose duties 
are mainly concerned with medical education, and 
the standards required for the attainment of a univer- 
sity degree. The Council have, in the light of recom- 
mendations made by the Medical Council of India, 
recognised qualifications conferred by the Universities 
of Bombay, Calcutta, Lucknow, Madras, Patna, and 
the Punjab. | 
- “The Council benefit greatly from the close relation- 
ship between the licensing bodies in this country, 
and perhaps not least from the interchange of 
examiners. The system of visitation enjoined upon 
us by the Act of 1858 has been incorporated with 
much success in the Act establishing the Medical 
Council of India, and the visitations of Sir Richard 
Needham on our behalf have been of great assistance 
to the recognised licensing bodies of Hong-Kong, 
Ceylon, and the Straits Settlements.” ac : 
. “‘ During the past year or two,” said Sir Norman 


Walker in conclusion, “ I have had’ several oppor- - 


tunities of discussion and correspondence with 
influential persons interested in medical education ‘in 
the Dominions and Colonies, in most of which the 
medical councils or boards do not enjoy, and profit 
from, the intimate association with thé teaching 
bodies of which this Council have had the advantage 
for nearly eighty years. As I have mentioned above, 
arrangements have been made, with the approval and 
help of the Colonial Office, by which the medical 
schools under their supervision have been visited on 
behalf of the Council, and some two years ago we 
received a formal invitation from one of the Dominions 
to arrange a similar visitation. Other inquiries have 
also been received in regard to the conditions subject 
to which such. visitations might be made. These 
suggestions should, I feel sure, be encouraged, and 
I have no hesitation in expressing my strong convic- 
tion that it is in the interest of all members of the 
Commonwealth that we should extend and develop 
the system of codperative inquiry into questions. of 
_medical education from which all the participants 
may confidently expect to benefit. iA 4 

‘ Travel is to-day easy, and in these times col- 
laboration within the Empire is a thing we do well 
to foster by every means in our power.” 

A vote of thanks to the President for his address 
was proposed by Dr. JoHN RITCHIE, seconded by 
Sir GEORGE NEWMAN, and carried unanimously. 
After the new members had been introduced the 
Council passed to the consideration of penal cases. 


RESTORATIONS TO THE DENTAL REGISTER _ 
The President announced that the Registrar had 
been directed to restore the names of William Ainslie 
Duncan, William Gray, Arthur Percy Hogarth, 
Walter William Holmes, Lionel Richard Sanders, and 
‘Wilfred Henry Weeks. Pee es eh 
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` ENTERIC FEVER AND DYSENTERY 
IN 1936 _ 


A NOTABLE increase is recorded in the notifications of 
enteric fever and dysentery in 1936,! the former being 
mainly due to the large outbreak at Bournemouth 
and the smaller one, due to. B, paratyphosus B, at 
Kettering—the latter probably only signifying greater 
accuracy in diagnosis. During the year 2490 cases 
of enteric fever were notified with 257 deaths, a 
fatality. of 10-3 per cent., compared with 1750 cases 
with 174 deaths and a fatality of 9-9 per cent. in 
1935. oe | 

In late August and September 518 cases were noti- 
fied in Bournemouth, Poole, and Christchurch, and 
a further 200 patients were traced who had contracted 
the disease in these towns and had developed it on 
their return home. The patients were scattered 
throughout the three towns without distinction of 
social status, age, sex, or occupation, which suggested 
that the infection was spread by some widely dis- 
tributed commodity. Drinking-water could be 
ruled out as the three towns had separate supplies, 
but inquiry by Dr. Vernon Shaw and Dr. E. T. 
Conybeare elicited the fact that all the primary 
cases had consumed raw milk retailed by one firm. 
Steps were at once taken to render the supply safe 
by pasteurisation, which proved immediately 
successful. The employees at the firm’s headquarters 
were first eliminated as sources of infection, and 
inquiry was then made at the producers’ farms, of 
which there were 37 scattered throughout Dorset. 
At one of these it was found that the housewife had 
been taken ill with enteric fever on August 10th 
though her illness was not diagnosed until the 31st. 
The husband contributed: about 20 gallons of milk 
to the retailer’s supply, which was mixed, and his 
methods of production were sufficiently primitive to 
‘have allowed the milk to have become infected from 
his wife. A number of the residents in the towns had, 
however, been infected before this woman fell ill, and 
it was deduced that the dealer's milk must first have 
been infected about July 20th and the farmer’s wife 
about a week later, so that she could not have been 
the original source. There had: béen a fatal case of 
enteric fever in the neighbouring house in 1934, 
when the water-supply had been suspected. These 
two houses and eight others ‘drew their water fram a 
well situated 100 yards from a small tributary of the 
River Stour, and repeated’ examinations showed 
that this well was at times polluted. Higher up the 
stream the sewage effluent from a large house was 
discharged into it, and on Oct. 16th this effluent 
was found to contain large numbers of typhoid bacilli, 
though four examinations made in the previous month 
had been negative: Examination of the residents 
of the large house discloséd that one of them was a 
carrier of typhoid bacilli and that this individual 
had also been there in 1984 but had been absent when 
three of the four negative examinations of -the 
effluent had béen made. It seemed very 
therefore, that there was a connexion bet “ithe 
presence of this carrier and the events at the farms and 
in the towns. The ptodaver’s cows pastured alongeide 


the stream and may well have fouled' their udders 


` with the contaminated water, ‘which they certainly 
i E a aaa pIE D LA vi aa 


drank. | 
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The report suggests' that there may have: been 


— direct infection of the milk from the fouling of the 


udders, or that the cows excreted in their urine and 
feces the typhoid organisms which they had drunk, 
though such an event. has never been reported, or 


_ that there may have. been systemic infection of the 
cows and actual excretion of organisms in their milk. 


Which explanation is. correct must be a matter for 
speculation. This. epidemic reminds us that even 
the most modern methods of sewage. treatment, 
though they ‘may deodorise the sewage and produce 
an effluent which may be passed into streams without 
danger to fish, do not greatly affect the bacterial 
content of the effiuent, and that where there is any 
suspicion that pollution by such an effluent or by 
surface drainage is liable to occur, effective purification 


of the water must be carried out before it is used 


for drinking, for cleaning milk utensils, or in any other 
connexion with the preparation of food or drink. 


One of the greatest triumphs of the nineteenth century 


was the success of environmental hygiene in abolishing 
extensive outbreaks of cholera and typhoid fever, 
but even now a year rarely passes without an out- 
break of some kind, and the time has not yet come 
when the precautions which achieved such success 
can safely be neglected. 


‘Previous reports have emphasised the growing 
certainty that dysentery due to the bacilli of Sonne, 
Flexner, or Shiga is endemic in this country, though 
much of it escapes notice in the absence of proper 
laboratory examination of the stools in the. acute 
stages, being labelled gastro-enteritis, gastric influenza, 
orcolitis. In the last ten years practitioners have been 
more and more on the look out for these cases and 
notifications have steadily increased, from 440 in 
1927 to 1177 in 1935 and 1333 in 1936, and this year’s 
figures may be regarded as giving a nearer approxima- 
tion to the true prevalence of the disease. The 
deaths recorded have remained at much the same 
figure—95 in 1927, 116 in 1935, and 87 in 1936. Of 
the 1333 cases notified i in 1936, 396 occurred in county 
and county borough mental hospitals, with 33 deaths. 
Dysentery is especially fatal to young infants, and the 
present report again recommends the staffs of children’s 
homes and hospitals to take every precaution against 
its introduction, no child brought to hospital with 
severe diarrhoea being admitted to a general ward 
until an examination of the feces has been made to 

‘exclude dysentery, as once this disease has gained 
entry it is extremely difficult to prevent it from 
spre. Obvious precautions are that the wards 
should contain only small numbers of children, that 
nurses should wear gowns and wash their hands after 
attending one patient before going on to the next, 
that no nurse should both feed and change an infant, 
and that everything coming into contact with a 
patient should be kept separate from the other 
children. 


A REVIEW OF MENTAL DEFICIENCY 


In the later section of their report 1 the Board of 
Control find the accommodation for mental defectives 
during the year 1936 slightly better in comparison 
with that for mental disorders. The total is just 
under 20,000 beds, 779 having been added to local 
authority institutions last year. The net increase in 
the number is the smallest for some years, but the 


a. ee ae 


twenty third anual report of FE Board of Control. 
‚London ; H.M. Stat. Office. 1937, 8.. 
The éarlier section was noticed in an earlier issue (p. 1036). 
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Board point out that. this figure has 1 no. particular 
significance. The number of new beds provided. in 
any year is bound to fluctuate and is, in fact, largely 
a matter of accident. A number of schemes now in 
progress should be completed this year, and the next 
annual figure is likely to show a considerable increase. 
Most..of the larger mental defective authorities in 
England have either provided or are providing 
colony beds, but in many areas the accommodation 
is still far short of the needs.. The Board regret that 
they cannot record any. improvement in Wales 
except for the extension at Hensol Castle, where three 
new villas with 170 beds were opened in February, 
1936, and 60 more beds were added in November. 
Considering the financial difficulties of the last six 
years the Board regard the continued progress over 


the whole country as generally satisfactory. 


The increase in accommodation for mental defec- 
tives makes it, however, increasingly difficult to find 
doctors with sufficient experience of mental deficiency 
to fill the top posts. Some of these appointments 
have been given to medical officers who have hitherto 
served mainly or entirely in mental hospitals. The 
organisation and control of a mental defective colony 
call, as the Board observe, for special qualities and 
an attitude of mind which are not necessarily 
possessed by every psychiatrist. The handling of 
defectives is in the main a problem of training and 
social adaptation, though it is training with a medical 
background. Other things being equal, the man 
with previous mental defective experience will be a 
better superintendent of a colony than one whose 
previous experience is limited to work in a mental 
hospital and who approaches the problem from a 
pathological rather than an educational point of 
view. The Board are surprised that the medical 
schools have not recognised the opportunities which 
mental deficiency work offers to men with a taste for 
institutional service. They would not have any 
doctor take up this branch ‘of medicine simply for 
the chance of speedy promotion which it offers, but 
they suggest that the young graduate with an inclina- 
tion towards mental medicine might with advantage 
try a year or two in a mental deficiency colony to 
test his aptitude and liking for one of the few branches 
of medicine which are not yet overcrowded. The. 
Board draw attention to the mental deficiency courses 
held for medical practitioners by the University of 
London in coöperation with the Central Association 
for Mental Welfare. Little time is devoted to mental 
Medicine in the ordinary medical curriculum, and 
therefore many doctors, notably those in the school 
medical service, sometimes come into contact with a 
wide range of mental defect without any training 
in the difficult art of assessing it. Even the low 
grades of defect may be missed if they are associated 
with complete deafness or blindness. The higher 
grades, which are four or five times as numerous, 
are especially difficult to the inexperienced. That 
“solvitur ambulando” is not a sound method in 
any branch of medicine, and perhaps least of all in 
mental. deficiency work, most medical practitioners . 
would‘ agree. The Board wisely recommend local 
authorities to provide opportunities for all doctors 


‘in the public health services who come in contact 


with mental defectives to take one of the courses 
available for them, which are listed in the report, 


The Central Association for Mental Welfare, which 
works in active coöperation with local authorities 
for the development of social, educational, and 
administrative services among the mentally ‘handi- 
capped, performs almost.uncountable useful tasks. 
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One of the most valuable of these is the provision 
of seaside holiday homes for mental hospital patients 
and defectives. As the Board point out, monotony 
is the bane of institutional life, and persons accus- 
tomed to regular holidays can hardly understand 
what a change of scene means to patients who have 
spent years in the same institution. When a new 
holiday home is first opened it always encounters a 
certain amount of local prejudice, but this soon dies 
down. The inhabitants of one popular resort freely 
admitted that the patients behaved better than 
many of the ordinary visitors. There are now four 


of these homes, and the Board hope that the demand 
on them will encourage the Central Association to 
open more. The charges are very modest, especially 
when the parties of patients are accompanied by | 
their own nurses, and the gain in health and con- | 
tentment is far more than worth the cost. If the | 
local authority feels reluctant to charge the expen- 
diture to local funds, the Board suggest that the 
money should be raised from the canteen funds of 
the local hospital, or in one of the many other possible 
ways. There are few chances, they declare, of buying — 
so much happiness for others at so small a cost. 


GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 
various occupations. Each contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly index 


FROM A SALARIED SURGEON 


IV 


THERE are many junior men with the desire and 
ability to practise surgery for whom consulting 
practice has little attraction. Their thoughts turn 
naturally towards whole-time appointments. 

At the present time opportunities for work on 
professorial units are relatively few—only sufficient 
for the employment of outstanding younger men. 
For those not among the favoured few, municipal 
hospital service holds out certain attractions: cen- 
tralised work, plenty of beds, an assured although 
modest income, and none of the distractions attendant 
on consulting practice. 


* * x 


What does the novice find? The first discovery 
is that, as a consequence of the local authorities’ 
obligation to deal with the needy sick whatever their 
complaint or condition, the doctor’s paramount duty 
is to cure the patient as expeditiously and cheaply 
as possible; if he does no more than this he will 
satisfy the authorities. The inquisitive, bookish 
man with an interest in the scientific side of medicine 
- is considered rather a nuisance. 

At the head of affairs is a curious creature called 
the medical superintendent who is nominally respon- 
sible for every patient in the hospital; though it is 
humanly impossible for him to have more than a 
nodding acquaintance with all the conditions dealt 
with within its walls. The clinical work is divided 
among men who become reasonably expert in their 
own fields, medicine, surgery, midwifery, children’s 
diseases, &c. Unfortunately these men often have 
to be surgeon, registrar, and house surgeon rolled 
into one. They are generally swamped by their 
clinical work, since it is unusual for such men to have 
house surgeons of their own. Even if there is the 
desire, there is rarely the time available for exten- 
sive reading or for pursuing the most elementary 
investigations. Names such as Harries, Pugh, J. D. 
Rolleston, and Stebbing are made the more striking 
by their infrequency. Membership of learned societies 
is uncommon, since it is difficult to get to the meetings. 

Certain progressive authorities, admitting their 
present inability to supply first-class men of their 
own, borrow from the voluntary hospitals by employ- 
ing consultants. But even here there is no subtle 
scheme for trying to steal their thunder. The con- 
sultant, true to his title, has no beds; he sees only 
those cases that the M.S. and his subordinates think 


that he ought to see ; however much work he does, he 
rarely has a team of his own that he can train and lead. 
In this respect the local authorities are noe the 
worst of both worlds. 


* * * 


One of the great drawbacks of any salaried post is 
that the holder may feel that his security and his 
chances of preferment will be impaired if he shows 
much zeal for reform. In municipal work there are 
grounds for this, for there is no doubt that local 
authorities are astonishingly touchy bodies, particu- 
larly if criticism, however just, comes from their 
employees. I deal constantly with over twenty local 
authorities, and I cannot fail to see that the average 
authority regards its doctors, unless they happen to 
be among the few part-time consultants, as nothing 
more than skilled employees and not as authorities 
in their own right. A friend of mine, a successful 
and progressive medical offcer of health, talked to 
me about these things recently. He said, *“ If you 
want something done, the best way to go about it 
is to make suggestions to the appropriate layman 
in such a way that, after a short time, he thinks that 
the proposal “is his own bright idea. Then it goes 
through, and the next time he puts up for election, 
the reform, successfully accomplished, appears in his 
election campaign utterances.” 

This is all very well for a medical officer of health, ' 
but a senior clinical officer in a hospital stands a ‘good 
chance of finding his constructive proposals strangled 
at birth by a reactionary or indifferent medical 


superintendent. 
* a * 


Recently we have heard much about the remark- 
able progress made in the modernisation of hospitals 
taken over by local authorities since the 1929 Act. 
The progress in certain directions has been astonish- 
ing, and I have the warmest admiration for the 
intelligence and enterprise of certain authorities who 
are so successfully transforming the most unpromis- 
ing infirmaries into modern hospitals. Yet there 
is a tendency, natural in all of us, to dote on the 
things we can see and handle. What about the men 
working the beautiful new machine? “It is the 
spirit that quickeneth ; the flesh profiteth nothing ”— 
if one may, without irreverence, borrow these words 
from the New Testament. 


* * * 


Some time ago I paid a short visit to Denmark and 
Sweden, countries where medicine has been socialised 
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with remarkable success. 
municipal hospital in Copenhagen, I heard one of the 
senior members of our party expressing his views on 
what he had seen. He is a man with an inter- 
national reputation as a surgeon, an almost equally 
brilliant administrator, and, at the same time, a 
popular consultant. He deserves to be called “‘ suc- 
cessful.” 
unless he has something to say), “I would change 
places with old to-morrow if I had the chance,” 
and then he enumerated all the merits of the con- 
tinental system that I have already tried to describe. 
Question : “‘ But don’t you think that we shall come 
to this sort of thing in England in time? The local 
authorities are putting their backs into municipal 
hospital reform.” Answer: ‘‘ We shall probably get 
a very widespread State medical service, but the 
trouble is that it will have a great bureaucracy sitting 
on top of it, and the doctor will be as much an 
employee as the porters and cooks. Here we have 
seen a man who, as a servant of the State, designed 
and built this clinic, appoints and trains his own 
men, and fits his work into a general scheme that 
prevails throughout Denmark. There is only one 
restriction imposed on him, and that is that he must 
work to a budget. You see what unhampered initia- 
tive can do in a country where the socialisation of 
medicine is properly understood. But in England 
what do we find? Innumerable lay committees 
controlling this and that in a group of municipal 
hospitals, the initiative of the man in charge of a 
hospital or a department in it squashed by a lay and 
medical bureaucracy which makes regulations with- 
out any insight into the real needs of the service. 
No, the voluntary system, bad as it is, seems 
to be the last refuge of professional initiative in 
England.” 


Most of us had to agree with these bitter sentiments, 
sentiments expressed in other words by Mr. H. L. 
Eason in the Times Supplement of Sept. 30th: ‘‘ The 
essence of all advance in medicine and surgery is 
individualism, heterodoxy, and freedom of action. 
These three virtues do not, so far as experience 
has shown, flourish under public systems of 
administration.” ' 


* ® * 


If the professed desire of the State medicine 
enthusiasts to encourage the scientific advancement 
of medicine is more than mere vote-catching piety, 
they must create and maintain an atmosphere of 
freedom. We clinicians owe a great deal to the law- 
givers. The State has put certain branches of medicine 
on their feet, in making statutory provision for the care 
of large sections of the community. But there is a 
danger that the great humanitarian laws that bring 
such blessing to all of us are carrying in their wake 
a horde of petty parochial regulations, tending to 
make the practice of medicine more like the obser- 
vance of tha Talmud than the unfettered pursuit of 
the Art and Science of Healing that it has been ever 
since the Renaissance. 


Let our administrators appoint physicians and 
surgeons to well-paid and attractive clinical appoint- 
ments. Let them find men, and there are plenty, 
whom they can trust and then léave them to get on 
with the job. Let the lay committees realise that it 
is their function not only to see that the doctor does 
his work properly but that he shall be protected 
from the distracting and petty discussions that arise 
when the irresponsible Mr. Smith complains about 
nothing at all to that pompous old ass, Mr. Councillor 
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After we had visited a 


These were his words (and he never talks . 
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Bloggs. Let the law guide the doctor, but don’t let 


it kill him. 
*.* This concludes the four articles by A Salaried 


Surgeon. Next month A Civil Servant will be respon- 
sible for these columns.—ED. L. ' 


THE LANCET 100 YEARS AGO 


November 25th, 1837, p. 314. 
From a leading article. 


“ THEY manage these things better in France,” may well 
serve as a text for the observations which we are about to 
make on the present occasion ; for in no particular con- 
nected with medical affairs do the institutions of this 
country appear so inferior to those of France, as in the 
administration of hospitals, and other public establishments 
destined for the relief or reception of the sick-poor. The 
city of Paris, with a population amounting to more than 
800,000 souls, contains fourteen hospitals, and eight 
establishments denominated “‘ hospices.” Of the hospitals, 
seven are general hospitals, that is to say, receive all kinds 
of patients; while seven are “special,” or are appro- 
priated to a particular class of patients—the children’s 
hospital, for example, the. two venereal hospitals, &c. 
The establishments denominated ‘hospices’? correspond 
pretty nearly with our houses of refuge. The administra- 
tion of the civil hospitals, “‘ hospices,” and several other 
establishments, in favour of the sick-poor, is confided to 
the direction—First, of a body called the ‘General 
Council of , Hospitals ° ; secondly, to a Committee of 
Administration, composed of five members; thirdly, to a 
Chief Secretary and Treasurer. The General Council ‘is 
composed of seventeen members, of whom the Prefect of the 
Seine is always president, and the Prefect of Police a 
member by right of office ; the other members are named 
by the King, for a period of five years, from a list of five 
candidates presented by the General Council. ... The 
duty of the sub-committee, or Council of Five, is simply 
executive ; the members of this Council direct and manage 
all the hospital property ; the accounts of the various 
establishments; the offices of the Central Administra- 
tion. .. . The sketch which we have just given will 
enable our readers to draw a rapid parallel between 
the organisation of hospital administration in Paris and 
London, and to weigh the relative advantages or dis- 
advantages of each system. Undér one, we find a simple 
body directing and managing one vast but single establish- 
ment; under the other system (if system there can be 
where all is confusion and disorder), we observe a number 
of governing bodies co-equal to the number of charitable 
institutions. . . . We pass to another topic, viz., the 
regulations under which medical appointments are made 
to the Parisian hospitals, and the efficient manner in which 
medical aid is afforded to the sick poor who are received 
into these institutions. The whole of these duties are 
performed by the hospital physicians and surgeons, aided 
by a class of medical officers, called members of the 
Bureau Central. This latter forms part of a building, 
situate in a central part of the town, in which all patients 
desirous of obtaining relief at the hospitals are examined 
previously to their receiving a ticket of admission from the 
member in attendance; all accidents, however, and cases 
of evident emergency are received without this form being 
required. The members of the Bureau Central, whether 
physicians or surgeons, are all chosen by public concours, 
and from them are supplied the ordinary medical officers 
of the hospitals, and other charitable institutions.... In 
addition to the surgeons and physicians who fulfil the 
ordinary duties of hospital practice, there are eight 
resident surgeons, denominated, ‘‘ Chefs de Cliniques,” who 
constantly attend in the hospitals devoted to clinical 
instruction. ... The “ Interne ” of a Parisian hospital is 
chosen for four years, by concours, His duty is pretty 
nearly the same as that of a ‘‘ Dresser”’ in one of the 
London Hospitals ; he sees that all the ordinances of the 
medical officer are punctually obeyed; attends all cases 
of emergency during the absence of the surgeon ; is bound 
to visit the wards which are placed under his care once 
every afternoon, and to keep an exact history of all the 
cases treated under his charge. 


- 
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CORRESPONDENCE 
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' NATIONAL PHYSICAL TRAINING 
= To the Editor of THE LANCET | 


Sık, —I do not gather if your correspondent, Mr. 
Cecil Flemming, has derived. his impression. of the 
discussion on national physical training at the 
Medical Society of London from personal attendance 
or from the report in your issue of Nov. 13th; but 
in either case I think he is justified in concluding that 
nobody replied to Sir Joseph Barcroft’s questions, 
and in criticising the omission. 

In my turn during the discussion I described 
Sir Joseph’s introduction as a kind of laboratory 
problem presented to our profession in' the form of. 
very pertinent questions, and added that I had been 
requested to limit my humble contribution to twelve 
minutes—and preferably ten—and that I would 
welcome ten to twelve hours to reflect upon those 
questions before debating them with him in public. 
I cannot. refrain from referring to the method which 
is customary in such symposia and from speculating 
whéther some modification might not lead to more 
profitable consequences. The officials, comprehen- 
sibly enough, tend to overload the programme by 
invitations to a number of authorities whose com- 
munications however valuable individually.are gener- 
ally self-contained and independent. Whatever 
opportunity is left for discussion is feverishly utilised 


- 4 


by eager participants whose style is cramped by the 


‘warning they receive of their limited time and the 


apprehension of summary termination when that 
brief allowance is exhausted. The result is a large 
mass of details not a little of which has only a remote 
bearing on the essential subject, and, as an inevitable 
consequence, the barest reference to the principles 
which the more carefully prepared addresses are 


intended to advance, and debate upon which is 


expected. Would it not be better to display less 
ambition ; to restrict the presentation to one care- 


fully chosen speaker, and devote the greater part. 


of the evening not to a number of completely inde- 
pendent addresses but to open discussion upon a 
more limited theme? I have no doubt I am only 


repeating a suggestion which must have been. 


frequently made in the past, but I am encouraged 
by a sense of recent disappointment and by Mr. 
Flemming’s criticism. 

Mr. Flemming has in effect echoed Sir Joseph 
Barcroft’s questions, and he has invited “the apostles 
of the gospel of fitness’ to state in your columns 
what ‘‘ fitness’ means; whether such fitness com- 


prehends muscular strength or increased resistance 


to infections and is favourable to longevity; and, 
particularly, what part is played by regular exercise 
in the production of such a state. 

National physical training is only one factor in 
the problem of national health or, to use the some- 
what question-begging expression, national fitness. 
The most casual glance at the elaborate supplement 
of the Times published a few weeks ago was sufficient 
to realise the complexity of the subject, the numerous 
angles of approach, the evidence of obsessions, and, 


very naturally, of. vested interests. Claims were 
advanced on behalf of such varied influences as. coke: 


fires and the provision of playing fields or swimming 
baths; of proper housing and of wearing wool next 
to the skin; of disinfecting material to put into your 
bath and of disinfecting material to put on your 


floors. Physical fitness apparently depended in some. 


Opinions entirely on diet, wherefore the champion- 


g 


ship of certain breads, meat extracts, or patent foods. 
Incidentally, the exhortation to eat more fruit has 
now been replaced by the exhortation to drink more 
milk—unless indeed we are to accept the full-page 
assurance that “‘ beer is best.” And over and over 
again one encountered the advocacy of this, that, or 
the other. form of exercise as the essential factor in 
the production and maintenance of .-“‘ fitness.” 

I venture to submit that consideration of the 
problems of getting fit and keeping fit must be pre-.. 
ceded by the question “ fit for what ? ” A man may. 
be fit to climb the Matterhorn yet quite unfit to 
endure the responsibilities and anxieties of a busy 
City life; fit to row from Putney to Mortlake, yet 
quite unfit to undertake the duties of resident in a 
fever hospital. And clearly the converse holds good. 
Fitness, I take it, means satisfactory adaptation to. 
one’s environment, using that term in its widest 
sense : and the part played by exercise as by a number 
of other agencies is necessarily varied, individual, 
and limited. With the greatest admiration for the 
work and results of our military colleagues, I cannot 
agree that their conclusions can-apply to the nation 
as a whole. And it is probable that those of us whose 
experience however considerable is limited to a 
certain section of the: population, fall into similar 
errors of generalisation. ; | 

The vital questions raised by Sir Joseph Barcroft, 
by Dr. Robert Hutchison in your issue of Oct. 23rd, 
and now more or less repeated by Mr. Flemming can 
be answered, not by specialists who have obsessions, 
vested interests, or axes to grind, but by those who 
can approach the subject judicially, without pre- 
conceived ideas, and who are able to assess the value 
of each and every one of the numerous factors which 
contribute to “ fitness ” in the sense in which I have 
ventured to regard it and can make the necessary 
deductions for ill-regulated enthusiasm. : 

I am, Sir, yours faithfully, . 

Brook-stréet, W., Nov. 20th. ADOLPHE ABRAHAMS, 


To the Editor of Tur LANCET 


Str,—For some considerable time now the medical 
profession has been represented: by a loud-spoken 
minority. Mr. Flemming’s plea, that before approv- 
ing a general physical campaign we should carefully 
consider why the men of the nation are to be made fit 
and for what purpose, is most opportune. He sug- 
gests asking for expressions of opinion from men 
engaged in the practicé of medicine. Many health 
defects of the present time are due ditectly to city 
or town living. It is desirable in these circumstances 
that economic readjustment should encourage a more 
healthy type of living. There is at the moment this 
unfortunate reversal, that ‘the'country ” is looked’ 
on merely as a sort of pleasure-ground for a popula- 


tion in towns becoming increasingly effete, and 


having, it seéms, little or no sense of responsibility, 
but a quite well-developed penchant for self-grati- 
fication. It is most unfortunate that at the con- 
clusion of the European war we:so determinedly had 
our minds set to dismiss it from our memory. Phy- 
sical fitness is desirable, If any pattern is wanted 
could we as a nation ever show anything finer than 
the original: Expeditionary Force f? - An. outstanding 
feature about its fitness was the extent to which this 
could be attributed to causes apart from and. addi- 
tional to stereotyped physical training exercises. 
The great diversity of field sports practised by the 
leaders must be borneiin mind: .-. ~~. . 2 


ke 
vt 
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It seems opportune to remember the observations 
of Sir James Mackenzie, made during that campaign. 
Writing of “ soldier’s heart”? (Brit. med. J. 1916, 1, 
117), a condition.shown by him to be due to general 
unfitness, he says that he found that occupation in 
the fresh air, congenial to the man’s interests, is the 
ideal treatment. Graduated physical exercises, how- 
ever well directed, did not produce, in the same length 
of time, an equally curative effect. Let us beware of 
recommending to the nation at large a course of action 
that was shown by one of our greatest clinical 
observers to be of less therapeutic effect (once fitness 
had been lost) than a rational way of living; for 
which it can never be a substitute. However, I 
write as a countfy practitioner— 

“ And this our life exempt from public haunt 
1 Finds tongues in trees, books in the running brooks 

Sermons in stones, and good in everything. 
I would not change it.” 
I am, Sir, yours faithfully, 
Bourne, Lincs, Nov. 20th. W. B. R. MONTEITH. 


SEDIMENTATION TESTS 
To the Editor of THE LANCET 


Sm, —May I in the first place allay Dr. Shackles 
apprehension and state my complete agreement with 
many of his remarks in your issue of Nov. 20th con- 


cerning the “standard sedimentation-rate °” ? The 


standard technique has been used in very many. 
thousands of such tests at the Charterhouse Clinic 
and so far as its practical performance goes I think 
it excellent. But Dr. Shackle also states it to be 
reliable, and in this lies the crux of the question. 
With what information does he rely upon it to 
furnish him ? The standard red-cell sedimentation- 
rate is perhaps the acme of perfection as an example 
of a purely empirical performance—and it is very 
extensively used in rheumatic diseases. Surely it is 
our duty therefore to attempt to analyse the scientific 
reasons for the changes observed, in the hope that 
more light will be thrown on the unknown pathology of 
rheumatic arthritis ? Again is it not logical to attempt 


such an understanding of the extremely complicated 


physico-chemistry involved in the standard sedimenta- 
tion-rate by eliminating as many variables as pos- 
sible? By using serum and a standard chémical in 
place of the red cells, as is done in the differential sedi- 
mentation test, variations in the size, shape, numbers, 
and chemistry of the red cells are eliminated, together 
with the effects of fibrinogen and of the added 
citrate. 

Dr. Shackle further alludes to the technical com- 
plications of the differential sedimentation test, but 
I would point out that the sedimentation in this is 
expressed as a single figure, such as 51 per cent., 
instead of a reading of “ 51/200 in one hour ” as with 
the standard Westergren method. The complica- 
tions are more apparent than real, for the simple 
reason that very little has been done on an explana- 
tory scientific basis with the standard sedimentation- 
rate, and one may confidently predict that the ulti- 
mate explanation will be extremely uneasy “ for the 
profession generally to understand.” From the fact 
that the red cells fail to fall according to Stokes’s 
law, and from various colloidal observations on the 
citrated plasma, which are too lengthy and technical 
to mention here, it seems quite certain that the 
colloidal potential charges set up at the interface of 
the citrated plasma and red cell are of the greatest. 
importance. 

The standard sedimentation-rate cannot distin- 
guish as yet the positive and negative phases of the 
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wide-field, X radiation therapy, so essential to the 
treatment of spondylitis adolescens ; it cannot dis- 
tinguish as yet between the true rheumatoid arthritis 
and an active infective arthritis; nor can it as yet 
show any abnormal changes in the large group of 
chronic toxic osteo-arthritis. The differential sedi- 
mentation test has been applied to all these problems, 
and it may be hoped that when a scientific explana- 
tion of red-cell sedimentation is available it will 
prove even more useful than it does to-day. Indeed: 
one may earnestly look forward to illuminating and 
interesting information from the “ secondary curves ” 
observed by Dr. Shackle in his photographic records. 
I am, Sir, yours faithfully, i 
Harley-street, W., Nov. 20th. HARRY COKE. 


ASSESSMENT OF PSYCHIATRIC TREATMENT 
To the Editor of THE LANCET 


Smr,—I am. indebted to Dr. Desmond Curran for 
his reply to my letter of Nov. 6th, but am very 
sorry that it does not on the whole convey approval 
or at any rate enthusiasm for codperative inquiry 
into the important problem of assessing psychiatric 
treatment. 

There is evidently little disagreement between us 
on the treatment of the psychoses, but I am still in 
doubt about his opinion on the treatment of the 
psychoneuroses, a bigger problem because of the far 
greater incidence of this latter type of disorder. - It 
is, however, difficult to discuss the subject with 
Dr. Curran because he refuses to accept terms that 
are in common use in psychological medicine. My 
colleagues at the Tavistock Clinic and I are also not 
Freudian psycho-analysts, but we find the concept 
of narcissism both possible to understand and useful 
for prognostic purposes ; for a definition of the term 
I would refer Dr. Curran to the “ Text-book of 
Psychiatry ° by Henderson and Gillespie. ‘‘ Psycho- 
somatic immaturity”? is surely a self-explanatory 
phrase and refers to the type of patient whose imma- 
turity in mental outlook is combined with late and. 
incomplete physical development. These phrases are. 
not meaningless jargon, but convey clear concepts, 
and even if Dr. Curran does not accept them as of 
value one would have expected him to understand. 
their import. | 

Although he makes no direct criticism of my sug- 
gestion that for diagnosis and treatment in psycho- 
logical medicine ‘‘a sound knowledge of psycho- 


pathology and psychiatric experience are equally 


important,” the general trend of his letter makes one 
wonder whether he considers modern conceptions 
of psychopathology of any use either for descriptive’ 
or therapeutic purposes. Nevertheless in his paper 
he states that ‘intensive psychotherapy seems 
unquestionably of immense ahd even specific value: 
for carefully selected neuroses.” It is difficult to 
see how one can select patients for such treatment or 
apply it without an understanding of psychopathology: 

Unfortunately Dr. Curran’s letter still leaves doubt 
as to the exact methods that he has in mind when 
he mentions ‘‘ other forms of treatment” (such as 
“ environmental ” and ‘‘ physical”) as being equally 
important with psychotherapy in the treatment of 
the neuroses. It would help us to assess the value 
of his paper if he would answer two questions :' 
(1) What exactly are his methods of treating neuroses 
apart from any form of psychotherapy ? (2) What. 
are his criteria for distinguishing cases suitable for’ 
such methods from those suitable for psychotherapy ? 

I am, Sir, yours faithfully, 
Tavistock Clinic, W.C., Nov. 22nd. Mary C. LUFF. 
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HAEMORRHAGE AFTER EXTRACTION OF 
TEETH 


To the Editor of THE LANCET 


Smm,—I was interested in Mr. J. L. Dudley Buxton’s 
post-graduate lecture published in your last issue. 
Bleeding tooth-sockets were at one time a great 
anxiety to me. I had many to deal with, often at 
night, and I was uncertain that I could stop them 
effectively. I used the orthodox methods of plugging 
with gauze, cotton-wool pledgets, and adrenaline 
gauze. Always there was uncertainty. The average 
time to obtain cessation of bleeding was about 
30 minutes. Even then there were often recalls and 
much exsanguination. l 

For the last fifty cases I have used a new method 
with such success that, far from resenting these cases, 
I am now eager to make up my hundred. Not one 
of the fifty has taken 10 minutes to arrest hæmor- 
rhage, and there has never been any recurrence. 
The cases have varied in severity from a troublesome 
ooze to a condition in which syncope and air-hunger 
supervened a few hours after extraction. The method 
I use is as follows :— ` 

(1) Wash the mouth out with warm water. 

(2) Secure adequate lighting of the offending socket. 

(3) Remove all the clot. (Often the clot forms a bridge 
from the vessel to the wall of the socket and prevents 
retraction of the vessel, indeed opens it by its own 
shrinkage.) 

(4) “ Blot’? the socket with wool till the exact locus of 
bleeding is visible. 

(5) Exert firm pressure against the bleeding point with 
a small pledget of wool (about half the size of a pea) 
twisted into a pair of miniature forceps as in a throat swab. 

(6) When the “swab” is red and moist change it 
rapidly and repeat (5). Continue the firm pressure until 
the socket remains dry. The usual time taken if the 
cavity has been well cleansed of clot beforehand is 3 minutes. 

(7) When the hemorrhage has ceased take away the 
swab and inspect the cavity at intervals for a further 
2-3 minutes. 

(8) The patient is dismissed with no packing whatever 
in the socket. This is comfortable and lessens the chance 
of infection. — 


The usual instructions are given as to activities 
and diet according to the state of the patient and his 
mouth. I am, Sir, yours faithfully, 


R. E. HOPE SIMPSON, 
Beaminster, Dorset, Nov. 22nd. 


GASTROSCOPY AS AN ESTABLISHED METHOD 


To the Editor of THE LANCET 


Sır, —It is a pity that the writer of your editorial 
on gastroscopy did not pay Prof. Gutzeit the compli- 
ment of reading his book. In successive sentences 
I read that Schindler’s chapter on technique is better, 
and that Schindler and -Gutzeit both use substantially 
the same instrument. Did your writer read Gutzeit’s 
chapter on technique? Much of it is devoted to a 
. comparison of the optical properties of rigid and non- 
rigid instruments, and it flatly contradicts Schindler’s 
views on the superiority of the flexible instrument. 
Gutzeit and Teitge have on their side a phalanx 
of experienced gastroscopists, and I think that 
everyone who uses both instruments side by side 
will realise that Schindler is a little carried away by 
excusable enthusiasm, and that Gutzeit is right when 
he says that every advance in safety and ease of 
gastroscopy has been purchased at the price of optical 
quality. : 

In Gutzeit’s clinic in Breslau, any discussion on the 
percentage of cases in which it is possible to pass 
the rigid instrument has been deliberately discouraged, 
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for fear lest it should lead to competition and tragedy. 
There can, however, be no objection to my quoting 
some figures here, especially as the poorly developed 
condition of the esophagus and mouth in young 
Englishmen makes any extensive use of the rigid 
instrument inadvisable in England. When I left 
Breslau, early in 1936, after six months’ work in the 
endoscopy room, I went through the records, with the 
sister in charge, of gastroscopies which I had either 
performed or someone else had had to perform for 
me. We managed, somewhere in our material, to 
find a consecutive series of 100 gastroscopies with 
rigid instruments, with only three failures, all of 
which were due to marked kyphosis. In two of the 
three failures it was impossible to obtain any image 
at all with the flexible instruments, because of the 
curvature, and in the third case only a distorted 
and useless image was procured. Of 38 successive 
ulcers found by the radiologist, 35 and a bit were 
found by gastroscopy with rigid instruments. The 
remaining two and a bit were never seen. As regards 
the safety of the method in skilled hands, Gutzeit 
claims over 4000 gastroscopies with rigid instru- 
ments without complications, and writes (1937) that, 
to the best of his knowledge, no fatalities have been 
reported from the small diameter rigid Korbsch, 
which is the instrument which he recommends for 
general practitioners. 

Now, Sir, historical accuracy for the sake of 
accuracy is a bore, and although, as long ago as 1923, 
my then tutor Julian Huxley drew my attention to 
Schindler’s atlas of gastroscopy, and in 1929 I vainly 
tried to interest a professor of medicine in the new 
knowledge of the natural history of peptic ulcer out- 
lined by Gutzeit (1929), Ido not write to reproach you 
for an editorial which suggests that the endoscopical 
sequence of changes in the gastric mucosa is little 
known. Rather, I wish to call attention to a new 
danger, arising out of this idea that the field of 
gastritis is little explored. ' | 

Since the days of Hippocrates a certain spurious 
reputation has always come to those who made out 
an illness to be more serious than it really was and 
took credit for the recovery to themselves. In many 
clinics to-day, especially outside England, quite 
encouraging cure rates from the surgical treatment of 
carcinoma of the stomach have been reported. When 
one examines the material from these clinics one 
finds that a high proportion of the carcinomata are 
prepyloric ulcers or have originated from polyadenoma 
en nappe, and in such cases I believe the histological 
criteria of malignancy to be unreliable, and the 
evidence of gastroscopy to be decisive. 

Schindler, a “welcome refugeee in America,” 
finds that carcinoma of the stomach can be 
controlled by the office use of the gastroscope. 
Gutzeit, possessmg a personality which makes 
prolonged follow-ups and repeated gastroscopies 
easy, after 12 years of careful study with 
rigid instruments and with a radiological technique 
unsurpassed because developed under constant endo- 
scopic control, is impressed by the frequency with 
which inoperable carcinoma is found within a few 
weeks of the onset of symptoms, and is sceptical of 
its control by local diagnosis. Which of these two 
men is right ? . 

Fame. and fortune will presumably follow the 
adherents of Schindler who recognise early carcino- 
mata or “forms of gastritis which are precursors of 
malignancy.” Another medical racket will begin. 
The duodenal ulcer racket, which consists in calling 
cases of superficial inflammation of antrum and 
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duodenum duodenal ulcer, has prevented the develop- 
ment of a sound radiological technique of the duodenal 
bulb in this country and in America. (After all, it 
can’t do any harm to find a duodenal ulcer when 
you know: that surgery isn’t contemplated, or that 
the surgeon has such sensitive finger-tips that he can 
always feel something in the bulb and do a gastro- 
enterostomy.) A gastroscopical gastritis racket, based 
on cancer phobia, is even more appalling to 
contemplate. 

Let us place on record, now, before it is too late, 
this fact: Hurst’s views on gastritis as a precursor 
of carcinoma, and Hurst and Stewart’s deductions 
from post-mortem material as to the probable 
malignancy of prepyloric ulcers, are contradicted 
by long years of patient work by men such as Gutzeit, 
who have been observing the gastric mucosa with 
instruments superior to any in use to-day. 

| I am, Sir, yours faithfully, 

' Oxford, Nov. 21st. DENYS JENNINGS. 


*.* We did not say that Schindler’s chapter on 
technique was better but that he had a superior 
chapter on orientation. Gutzeit uses and recom- 
mends both the Korbsch rigid gastroscope and the 
Wolf-Schindler flexible one; our remarks were 
confined to the latter because it combines good optical 
properties with the maximum safety and because it is 
now widely used in this country. Nor did we imply 
that the endoscopical sequence of changes in the 
gastric mucosa is little known but rather that: the 
wider significance and relationships of gastritic 
changes are not yet clear.—Eb. L. 


PRESCRIPTIONS BY DRUGGISTS 
To the Editor of THE LANCET 


Sm,—As a practising pharmacist I read with 
interest the letter from “T and H” in your last 
issue. I am in entire agreement with all he says. 
The experience quoted often falls to my lot and to 
be quite honest I hate it and where possible invariably 
recommend the sufferer to obtain proper advice, as 
would any self-respecting pharmacist. But it is a 
dificult position, because the majority of the lay 


public assess the merits of a pharmacist not by | 


his dispensing capabilities but by his prescribing 
capabilities. The wicked and dangerous claims of 
some of the patent-medicine vendors, too, should 
have been checked long ago. 

However, there is the other side to the question. 
I have frequently seen glaring, and sometimes 
dangerous, examples of doctors’ “dispensing.” It 
is high time the whole position was ventilated by the 
British Medical Association in conjunction with the 
Pharmaceutical Society and the National Pharma- 
ceutical Union. The moral is “‘ prescribing for the 
doctor—dispensing for the pharmacist.” 

I am, Sir, yours faithfully, 

Nov. 19th. i Pu.C. 

*.* Neither side of the question is new. A 
correspondent in our columns over sixty-five years 
ago, while complaining that even respectable druggists 
in his city prescribe; stated that three-fourths of 
the medical men ‘‘ keep open shops and advertise to 
the public patent medicines. .. .” And in the same 
issue another correspondent writes: ‘‘ The other 
day I was in one of the principal towns in the eastern 
counties and stepped into a chemist’s shop to purchase 
some small article, its preparation necessitating a 
quarter of an hour or twenty minutes’ stay, and in 
that brief period I saw the druggist prescribe for 
three respectably dressed females, He prescribed a 
twelve-ounce mixture and a box of pills for each of the 
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women, charging them 2s. 9d. for the mixture and a 
shilling for the pills, each individual. The money | 
was cheerfully paid and the druggist warmly thanked. 
These same women would have expected a medical 
man to give them twelve months’ credit for the same.” 
—Ep. L. 
LILY RASH 
To the Editor of THE LANCET 


Sir,—In continuation of my short article on lily 
rash published in your issue of Oct. 6th, 1934, the 
following notes may be of interest. 

Since that year the extract has been used every 
winter to inoculate the three worst cases, including 
the two brothers mentioned in my article. The 
results have been very successful, and only vary 
slightly, in proportion to the top dose reached before 
picking started. For example, last winter, the two 
brothers G. Y. and F. Y. reached 15,000 units before 
picking, and their protection was almost complete 
for the same exposure as the last three years. G. Y., 
who formerly had a pollen rash on his face from 
exposure to the greenhouse air only, was also treated 
with a pollen extract. With this he only reached a 
dose of 1400 units (the supply of pollen extract was 
very limited) but this year he did not get the rash on 
his face though he entered the greenhouses freely. 

The consistent results on very susceptible cases 
over these three years encourage one to hope that 
other areas, such as Norfolk, will try inoculation on 
a wider scale. Patients can easily be taught to give 
it to themselves. The great difficulty is to get 
enough pollen to test how far the pollen extract assists 
in the protection of some patients. Collecting is 
difficult, and promises rarely eventuate in arrival of 
the material, It is a pity, for I feel certain 
that some cases are more pollen-susceptible than juice- 
susceptible. I am, Sir, yours faithfully, . 

Hayle, Cornwall, Nov. 16th. W. H. PALMER. 


ELECTRICAL INTERFERENCE IN 
ELECTROCARDIOGRAPHY 


To the Editor of THE LANCET 


Sir,—In a district supplied with alternating current, 
difficulty due to electrical interference is constantly 
arising in connexion with electrocardiography. In 
my experience this difficulty is not overcome by using 
the devices usually recommended. On inquiry of the 
makers of my Cambridge instrument I was told that 
the object to aim at is to get patient and instrument 
at the same potential. It occurred to me that the 
simplest way of doing this should be to connect the 
patient to the earthing terminal of the instrument. 
I have done this consistently during the past two years 
with very satisfactory results. Although the results 
were better than I had hitherto obtained there 
was still room for improvement. Then I found 
that by combining this method of “ earthing ” with 
one that is recommended by the makers—i.e., earthing 
to a zine plate—almost perfect elimination can be 
ensured. The form of the electrocardiogram does not 
seem to be altered in any way by using this device. 

The procedure adopted has been to connect the 
unused terminal, attached to the patient, to the 
earthing lead from the instrument; using the left 
leg terminal for lead 1, the left arm terminal for lead 2, 
and the right arm terminal for lead 3. For use in 
patients’ houses, I carry with me a zinc plate, 3 ft. 
square, as an additional earth, although as a rule the 
wire springs of the bed are equally effective. 

I will make no attempt to explain why this method 
should succeed, I can only say that for two years I 
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have used it regularly and found that it does succeed 
in eliminating a troublesome difficulty. 

I am, Sir, yours faithfully, 


Torquay, Nov. 21st. PauL C. GIBSON. 


RESULTS OF CLEANING THE TEETH 
To the Editor of THE LANCET 


Sm,—I. am still receiving letters regarding the 
method of mouth-cleaning which I advocated in your 
issue of August 7th last. May I therefore amplify the 
remarks I then made to clear up one or two points 
which are not clear to my correspondents ? 

l. A weak (up to $ per cent.) solution of methylene- 
blue B.P. should be used. Ifthe concentration is too 
strong the stain is difficult to remove from the teeth. 
A solution of iodine in potassium iodide with glycerin 
can be used equally well. Neither of these solutions 
will stain tooth substance, but the methylene-blue 
will quickly disclose faulty “‘ enamel ” fillings. 

2. The toothbrush must be chosen in the same way 
as the manner of cleaning the teeth. It is absurd 
to claim for any toothbrush that it will clean all 
mouths equally well, and if my suggestion is 
followed of staining the teeth before cleaning it 
will not be long before the patient discovers the 
shape of the toothbrush which most successfully 
reaches all the surfaces available to the toothbrush. 
At is not possible to recommend any particular 
dentifrice. I have already made the point that all 
claims for a dentifrice except that it will clean teeth 
should be disregarded. Once again, it will soon be 
discovered which dentifrice will clean the teeth and 
which willnot. In this connexion it is worth offering 
the suggestion that continual breakage of delicate 
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artificial restorations of missing teeth can be avoided 
if they are cleaned in the mouth, in the main, and then 
removed to reach those surfaces inaccessible while 
in position, both of the artificial restorations and of 
the natural teeth. The whole question of dentifrices 
needs investigation. Some of them are violently 
abrasive, others useless. If the teeth are only cleaned 
until they are clean and not scrubbed mechanically in 
the same place for a long time, while other surfaces 
are neglected entirely, even the worst dentifrice will 
do less harm than the best wrongly used. 

3. Any antiseptic which is active in the presence of 
mucus can be used for soaking the toothbrush. 
If it is found that the bristles of the brush are soft after 
standing out of the solution for 12 hours—the brush 
having been well dried when removed from the 
antiseptic—a better-quality bristle should be obtained. 

4. The mucus-coagulant commonly used is zinc 
chloride. It is not advisable to use this at any great 
strength since it may damage the mucous membrane, 
but I have seen no ill results from: zine chloride, 
5 grains ; zinc sulphate, 10 grains ; water to 4 oz. 

It has been encouraging to hear that my suggestion 
has resulted in teeth being cleaned more satisfactorily 
than before. Dental surgeons have used part or 
all of this method for the regular cleaning of their 
patients’ mouths for many years, but I have not 
heard of the patients being given the solution to 
enable them to carry out the cleaning of the surfaces of 
the teeth available to a toothbrush. I regard it as 
one of the most useful services I have rendered my 
patients. The change in the mouth of those who have 
adopted it is most remarkable. 

I am, Sir, yours faithfully, 
CHRISTOPHER DANIELS. 
Grosvenor-street, W., Nov. 12th. . 
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WORKMEN’S COMPENSATION 


On Nov. 19th Mr. J. Jones moved the second 
reading of his Workmen’s Compensation Bill. Its 
objects were to raise weekly payments from 30s. 


to £3 and the basic sum for death or total disability . 


from £300 to £600; to make insurance compulsory 
on employers so that awards could not be nullified 
by bankruptcy; to protect the recipient of lump- 
sum payments; to base compensation on normal 
rather than average earnings; to alter the law as to 
the offer of alternative light work; to increase the 
funeral allowance (from £15 to £20) and the sums for 
invalid children’s maintenance ; to give the workman 
the chance of having his Pee reviewed from 
time to time; and to substitute a medical board of 
three for the single medical referee. Mr. Jones made 
no charge of unfairness against medical referees but 
preferred the precedent of the medical boards estab- 
lished during the war for similar work with soldiers 
and sailors. Mr. Arthur Henderson, seconding the 
motion, referred to the Labour Party’s previous 
Bill; the present proposals were more modest and 
less PeO onary he recalled that in. 1920 the 
Holman Gregory Commission had recommended con- 
siderably increased payments. As for the medical 
referees he repeated that the Bill cast no reflection 
on them, but it was not right to leave to one man 
the decision on matters like suitability for employ- 
ment. Mr. Lyons moved an amendment sympathetic 
to review of the law but declining to proceed with a 
Bill so complex and far-reaching, so widely different 
from the existing legislation, and so burdensome to 
industry. Mr. Higgs seconded the amendment. 
Mr. Leslie, supporting the Bill, said it was the 
experience of his trade union that it was better to 
fight claims at common law than under the limited 


facilities of the Workmen’s Compensation Act. One 
man had received £650 at common law for an accident 
for which the maximum award under the Act would 
have been £65: Sir Arnold Wilson advocated a 
medical board, but one with a lay chairman. A legal 
chairman with two medical assessors would be better 
than three doctors however highly skilled. Sir Arnold 
was against raising the funeral allowance ; the under- 
takers would always accommodate themselves to the 
sum allowed. Out of £12,000,000 paid as premium 
by employers, 35 per cent. went in overhead charges 
and 10 per cent. in medical and legal charges—not 
to cure the workman but to avoid or reduce the 
claims liability. This wasteful system left hardly 
half the total for compensating the workman. Mr. 
Dobbie said the workers would feel more confident 
if a board of three independent men, apart from the 
medical referee and the workman’s own doctor, could 
sit and decide the merits of the case. Mr. Cassells 
complained that medical referees, if at other times 
acting for insurance companies, acquired the ‘ em- 
ployer’s complex.” Speaking for the Government, 
Mr. Geoffrey Lloyd thought an appeal tribunal might 
be better than a medical board. He would like to 
preserve the medical referee, who was fully com- 
petent to deal with the great number of simple cases ; 
for the more difficult decisions an improved system 
of referees, with a larger number of specialists, would 
be possibly the best way, with the right of appeal 
to an appeal tribunal. He praised the conception of 
rehabilitation rather than payment and mentioned 
the progress of modern knowledge in the direction of 
reducing to a minimum the period of immobilisation 
for an injured limb. The Government, he said, would 
await the reports of two important Home Office com- 
mittees now sitting, one of which, under Judge 
Stewart, was investigating such problems as miner’s 
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nystagmus and lump-sum settlements. If these 
bodies recommended amendments of the law, legis- 
lation would be introduced. 

The motion for the second reading of the Bill was 
lost by 205 votes to 141. 


NOTES ON CURRENT TOPICS 
Juveniles and Health Insurance 


On Nov. 16th the Committee stage of the National 
Health Insurance (Juvenile Contributors and Young 
Persons) Bill was completed and the Bill reported 
to the House. Mr. LEsLIE thought that young 
people ought not to be asked to pay contributions, 

ut the Minister of Health did not agree. The 
Minister himself secured an amendment providing that 
nothing purporting to be an application for member- 
ship by a juvenile after the date of the introduction 
of the Bill on June 22nd, 1937, and before the passing 
of the Act should have any validity, unless it was 
confirmed by an application in proper form after the 
passing of the Act. There has, it seems, been a 
vigorous campaign carried on by some of the approved 
societies to secure the juvenile contributors as members 
when the Act came into operation. It has now been 
agreed. that the Act shall come into force not on 
Jan. Ist but April 14th, 1938. 


Protection from Poison Gas 


In the House of Commons on Nov. 16th, in the 
debate on the second reading of the Air Raid Pre- 
cautions Bill, Mr. G. LLOYD replied to criticisms 
which had been made of the efficiency of the gas- 
proofing recommended by the Home Office. A series 
of experiments had been carried out on Salisbury 
Plain on four types of actual war poison gas : chlorine, 
mustard-gas, tear gas, and arsenical smokes. Some 
protection against gas was afforded by merely going 
indoors and closing all doors and windows. A room 
in a house was gas-proofed by unskilled men and then 
two tons of chlorine were released 20 yards from it 
for an hour. Animals in the gas-proofed room were 

naffected. A house was surrounded at a distance of 
20 yards by large shallow trays of mustard gas a 
few yards apart; a fine spray of mustard gas was 
also produced .10 yards to windward of the house 
for an hour. imals removed from the room at the 
end of 20 hours showed no effects of the gas. In 
reply to Dr. HADEN GurEstT Mr. Lloyd assured the 
House that the ordinary civilian respirator had stood 
up to the most severe trial. Instructors from the 
Home Office anti-gas school had now trained 100,000 


men in the employ of local authorities in air-raid | 


precaution duties; the whole of the police, 60,000 
men, had also been trained. The Home Office had 
also trained 10,000 doctors, and under a scheme with 
the St. John Ambulance and Red Cross Society 
about 60,000 people had also been trained in first-aid 
duties. A factory was established which was estimated 
to produce civilian respirators at the rate of 500,000 
a week. The actual output had now risen to 650,000 
a week, and they had now practically 20 million 
respirators, 9 million of which were in London. 
These respirators could be worn by children down to 
the age of four and a special device for babies had 
passed its scientific stage and was in the stage of 
practical trial. 


QUESTION TIME 
WEDNESDAY, NOV. 17TH 
Manchester Royal Infirmary 


Mr. TINEER asked the First Commissioner of Works 
if he could make a statement on the correspondence 
he had received from the chairman of the Manchester 
Royal Infirmary ; and if he would be prepared to meet 
the board of management of the infirmary to discuss with 
them the proposed new site of the buildings for the Office 
of Works.—Major DUGDALE (on behalf of the First Com- 
missioner of Works) replied: My right hon. friend is 
at present in communication with the chairman of the 
Manchester Royal Infirmary, to whom he has made 
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a proposal which he hopes may offer some solution of 
his difficulties. In these circumstances, he hardly feels 
that any useful purpose would be served at this moment 
by a meeting with the board of management. 


Rejection of Army Recruits 


Mr, PARKER asked the Secretary of State for War the 
total number of those offering themselves for military 
service accepted as recruits, and the total number of men 
rejected as unfit for service in the year 1936 and the first 
nine months of 1937 in England and Wales; and what 
were the separate figures relating to recruits and rejections 
for the same period in the various regions divided according 
to the Registrar-General’s grouping.—Sir V. WARRENDER, 
Financial Secretary to the War Office, replied : The follow- 
ing is the answer :— 


1937. 
Jan. Ist, 1937, to 
Sept. 30th, 1937. 


1936. 
Jan. Ist, 1936, to 
` Dec. 31st, 1936. 


Recruiting 

a Tae medical pect ais moaical 

approved. ciel approved. Bort a 

reasons. | _— reasons 
East Anglian .{ 1,179 | 820 | 1,063 383 
Home counties 1,495 | 704 1,361 249 
London area _ 3,048 3,031 2,713 1,958 
Northumbrian 1,595 1,639 1,196 701 
West Riding 1,517 1,448 1,574 689 
North Midland 1,798 1,502 1,019 573 
Wessex 1,849 1,507 1,820 589 
South Midland 2,024 | 1,512 1,793 774 
West Lancashire .. | 1,677 | 2,251 | 2,373 | 1,563 
East Lancashire .. | 1,521 | 2,116 704 675 
Welsh A 1,417 | 1,281 947 507 

Total, England and a f 

Wales .. .» | 19,120 17,811 16,563 8,656 


THURSDAY, NOV. 18TH 
Use of Old Buildings as Nursing-homes 


Dr. LEECH asked the Minister of Health whether he 
would invite the local authorities concerned, either by 
scheduling a slum-demolition scheme or by stricter and 
closer supervision, to prevent more worn-out lodging- 
houses and old residences being converted into private 
nursing-homes in the area between Harley-street and 
Baker-street, Marylebone, in view of the fact that 
modernisation of such buildings did not render them 
completely sanitary or provide for a sufficient circulation 
of fresh air, or make them structurally suitable in surgical 
cases where quietude for patients and comfortable 
accommodation for the nursing staff and a proper distance 
from kitchen annoyances were essential, nor provide 
means for the easy removal of patients in case of fire 
other than by the dangerous use of outside ladders and 
iron staircases.—Sir KinestEY Woop replied: The 
London County Council have power to refuse an applica- 
tion for registration in respect of a nursing-home if they | 
are satisfied that the situation, construction, accommoda- 
tion, staffing, or equipment of the premises render them 
unfit to be used as a nursing-home. I have no informa- 
tion that this power is not adequately exercised, but I 
have asked the County Council fop their observations 
on the subject-matter of the question and I will inform 
my hon. friend of the result. 

Croydon Typhoid Outbreak 

Mr. Day asked the Minister of Health whether his 
attention had been called to the outbreak of typhoid, 
resulting fatally in many cases in the Croydon district 
owing to the pollution of the water-supplies; and, in 
view of the fact that this was a question which required 
immediate Government action, what steps he proposed 
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to take in the matter.—Sir KinasLeEy Woop replied : 
Yes, Sir. I heard of this outbreak with great regret 
and I directed my officers to visit the town immediately 
with a view to coéperating with the officials of the Council 
with the result that effective steps were at once taken 
to safeguard the position as regards the water-supply. 
I have informed the council that I propose to direct a 
public inquiry into all the circumstances of this epidemic. 

Mr. Levy: Is the Minister aware that there is no 
standard of purity for water-supply in this country, and 
does he contemplate inaugurating such a standard ? 

Sir K. Woop: This is a particularly regrettable case 
where a number of people lost their lives. I am causing 
inquiry to be made, and I do not think a general question 
of that kind arises. 

Mr. H. QG. WittiamMs: Does the Minister propose to 
ask a legal gentleman not connected with the Ministry 
to conduct the inquiry, in order that all possible suspicion 
may be removed ? 

Sir K. Woop: Yes, I think it best in this case that the 
inquiry should be conducted by a gentleman with legal 
qualifications, probably assisted by a medical officer and 
an engineering expert. 


Inquiry into Working-class Budgets 


Mr. Maanay asked the Minister of Labour whether his 
recent inquiry into the expenditure of working-class 
households during the week ended Oct. 23rd had been 
successful in obtaining the number of budgets required.— 
Mr, ERNEST BROWN replied: Yes, Sir; I am glad to say 
that the response to this inquiry has been highly satis- 
factory. The committee which advised as to the methods 
to be adopted in the conduct of the inquiry recommended 
that the department should endeavour to obtain 10,000 
budgets from households of industrial workers, and 1250 
budgets from households of agricultural workers. Over 
10,000 budgets have already been obtained from industrial 
workers, and over 2400 from agricultural workers, and 
further budgets are still being received. I take this 
opportunity of expressing my appreciation of the very 
valuable assistance which has been rendered in this 
matter by the many thousands of households who have 
supplied information; by large numbers of voluntary 
helpers who have undertaken the work of visiting the 
households, distributing the forms and collecting the 
budgets; by the officers of the employment exchange 
service who have been responsible for organising the 
inquiries within their districts; and by the members 
of the local committees who have codperated with those 
officers in this work. My cordial thanks are also due to 
the members of the committee which advised and assisted 
the department in the preparation of the general plans for 
the inquiry. As the House knows, budgets are to be 
collected for three other dates next year, and I feel sure 
that I shall have equally effective coöperation from all 
concerned in obtaining these also. 


l MONDAY, NOV. 22ND 
Voluntary Hospitals and Milk-supplies 


Mr. Lipson asked the Minister of Agriculture if he was 
aware that the present price of milk was imposing a heavy 
financial burden on voluntary hospitals; and if he would 
take steps to enable them to obtain milk at a specially 
reduced rate.—Mr. Morrison replied: Hospitals con- 
tracting with producers may obtain supplies at the whole- 
sale price, with small additional premiums varying from 
$d. to 13d. a gallon for level deliveries and other special 
services. Hospitals not contracting with producers may 
obtain supplies from wholesalers at the wholesale price 
plus a premium of ld. a gallon. Even the beneficent 
work performed by hospitals does not justify a claim to 
obtain supplies at prices which would involve compulsory 
charity on the part of milk producers, and I do not feel 
that I can reasonably intervene. 

Mr. Lierson: Is the Minister aware that the voluntary 
hospitals are paying 4$d. a gallon more for milk than 
before the Milk Marketing Scheme came into force, and is 
it not possible to make some arrangement to lighten that 
burden ? ’ 

Mr. Morrison: I am aware that before the scheme 
came into operation hospitals were sometimes able to 


obtain supplies'at a cheaper rate, but the hon. Member 
must remember that that position was contemporaneous 
with the complete collapse of the milk-producing industry. 
The question of milk for hospitals is a much larger one, 
and not one for me. If hospitals require assistance to get 
milk I do not see why the farmer alone should be 
compelled to provide it. : 

Mr. Lirson: Would it not be better to increase the 
price of milk to manufacturers in order to provide supplies 
at a cheaper rate for children and hospitals ? 

Mr. Morrison : The price of milk for manufacture is 
dictated by the price of imported supplies of butter and 
cheese. 

Sir F. Actanp : Is it not a fact that hospitals can now 
get milk of a superior quality through the Milk Marketing 
Scheme, which previously it would have been extremely 
difficult for them to do ? 

Mr. Morrison: That is true, and under the Milk 
Board’s scheme they can obtain supplies of good milk at 
preferential rates. 


The Calmette-Guerin Vaccine 


Mr. Leac asked the Minister of Agriculture in what 
districts the herds selected for treatment with the 
Calmette-Guérin vaccine during the last two years were 
situated.—Mr. Morrison replied: During the last two 
years the vaccine has been issued from the Ministry’s 
laboratory at Weybridge for the inoculation of five 
selected herds located in the counties of Lancaster, Salop, 
Stafford, Warwick, and Ayr. In addition, it is under- 
stood that two herds in the county of Nottingham have 
been inoculated with vaccine supplied by the Institute 
of Animal Pathology, Cambridge. 


TUESDAY, NOV. 23RD 
Bodies of Casuals 


Mr. THORNE asked the Minister of Health if he could 
give the House any information in connexion with the 
appeal made to the Northumberland public assistance 
committee by the inspector of anatomy for the Ministry 
of Health, making a request for the bodies of casuals 
dying in the institution for the purpose of dissection. 

Mr. Bernays: The request made to the Northumberland 
County Council by the inspector of anatomy with my 
right hon. friend’s authority was that in the interests of 
medical education they should, in exercife of their powers 
under the Anatomy Acts, 1832 and 1871, permit the 
anatomical examination in the school of medicine of the 
University of Durham at Newcastle-upon-Tyne of the 
bodies, prior to interment, of any persons under their 
charge who die without being claimed by relatives for 
immediate burial. Arrangements of this kind are in 
operation in many areas, but the matter is one which lies 
within the discretion of the local authority, and I under- 
stand that the Northumberland County Council have, 


-after consideration, decided not to exercise their powers 


in the manner suggested. 


College and Tuberculosis Hospital 


Mr. A. HENDERSON asked the Secretary of State for the 
Colonies whether he was aware of the opposition in 
Jamaica to the building of a tuberculosis hospital adjacent 
to the Jamaica College; what representations had been 
made to him on the matter; and what action he proposed 
to take. 

Mr. ORMSBY GoRE: I have received certain repre- 
sentations on this subject, but I am not aware of any 
general opposition in Jamaica. I understand that the site 
was selected after exhaustive examination of the possi- 
bilities and was unanimously approved by the Legislative 
Council as well as by expert medical opinion. I do not 
therefore, propose to take any action in the matter. 


_— 


GORDON HOSPITAL FOR RECTAL DISEASES, LONDON. 
This hospital is being entirely rebuilt through the 
generosity of Mr. J. A. Dewar, the president. Two new 
blocks, which cost £80,000, have just been opened, and 
Mr. Dewar has also given £50,000 for the reconstruction 
of the old part of the institution. 
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The Typhoid Outbreak in Croydon 


SEVENTEEN fresh cases of typhoid were reported 
from Croydon in the 24 hours up to noon on Wednes- 
day, bringing the. total number of cases known or 
suspected during the present outbreak up to 180. It 
is now three weeks since the infective source of water 
was cut off, and it is reasonably hoped that the 
notifications will shortly fall off, although the health 
authority has prepared the public for the possibility 
of isolated cases coming in for some weeks ahead. 
Up to date six deaths have occurred. The citizen 
committee, a deputation from which interviewed the 
Minister of Health with its message, “ We do not 
consider that the water-supply was adequately safe- 
guarded before the outbreak or that common-sense 
methods have been used since,” obtained from him 
an assurance of a public inquiry into the whole 
circumstances of the epidemic. The inquiry will be 
held by Mr. H. L. Murphy, K.C., who will have as 
assessors Sir Humphry Rolleston and Mr. H. J. F. 
Gourley, M.Inst.C.E., a past-president of the Insti- 
tution of Water Engineers and a fellow of the Geolo- 
gical Society of London. At a meeting of the Croydon 
epidemic emergency committee on Nov. 22nd, it 
was stated that all water going into supply is being 
treated with a high dosage of chlorine, and that the 
bacteriological report on samples taken on Nov. 18th 
showed them to be of the highest standard of bacterio- 
logical purity. Anxiety would be allayed by the 
discovery of the actual source of infection. In the 
meantime such rumours are current as that the 
remains of a dead human body have been found in 
one of the wells and that a ‘“ mystery ” carrier con- 
nected with the water-supply is going about uncon- 
sciously spreading the disease. 
M.P. for South Croydon, has expressed his belief 
that the authorities have taken every conceivable 
step to deal with the situation ; the only ground on 
which they could be legitimately criticised being 
that they were not sufficiently prompt in informing 
everyone of what was being done, 


Milk: the Cost of Distribution 


The Advisory Committee on Nutrition has suggested 
that no single step would benefit the health of the 
children of this country more than an increased 
consumption of milk. But in spite of education and 
propaganda it seems unlikely that any such increase 
will take place in private families with the price of 
liquid milk at its present level. Whether that level 
could be reduced by changes in the present methods of 
retailing milk is a question to which the Food Council 
has recently paid attention... Part of the remedy— 
though it is difficult to assess it in saving of expenses 
—would seem to lie in the hands of the consumer 
himself—namely, the acceptance of one daily delivery 
in place of two. With pasteurisation on an increased 
scale this would be less of a hardship, if a hardship 
at all, for pasteurisation improves the keeping quality. 
‘Those who want the additional luxury service should 
pay for it. If also the half-pint bottle could be 
eliminated—to which one delivery would contribute— 
material relief would, the Council says, accrue to the 
costs of many businesses. Under the force of 
competition such methods of saving could be taken 
only by agreement among distributors in an area. 


1 Report to the president of the Board of Trade on costs and 
profits Of retail milk distribution in Great Britain. H.M. Stat. 
Office, 1937. Pp. 36. 9d. 


Mr. H. G. Williams, 


On the whole the present margins give the distri- 
butive trade no excessive rate of profit but the average 
cost of distribution would be lower if the number 
of distributors were less excessive and if there were 
less uneconomic overlapping. Rationalisation of the 
industry would effect important economies in these 
respects by the concentration both of processing and 
distributing depôts and of rounds, and also by the 
reduction of unnecessary shops and advertising. 
If the nutritional experts’ wishes are to be fulfilled 
then some such action to lower the selling price of 
milk is clearly desirable. 


y 
INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
NOV. 13TH, 1937 


Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0; 
scarlet fever, 2404; diphtheria, 1750; enteric fever, 
76; pneumonia (primary or influenzal), 707; puer- 
peral pyrexia, 178; cerebro-spinal fever, 17; acute 
poliomyelitis, 22 ; acute polio-encephalitis, 5 ; enceph- 
alitis lethargica, 1 ; continued fever, 1 (Camberwell) ; 
dysentery, 109; ophthalmia neonatorum, 88. No 
case of cholera, plague, or typhus fever was notified 
during the week. . : 


Cases of dysentery were reported from Woolwich 7, Farn- 


ham 6, Oarshalton, Liverpool, Wednesfield, Westminster and 


Sheffield each 5, Bristol and Sutton each 4. 


The number of cases in the Infectious Hospitals of the London 
County Council on Nov. 19th was 3780, which included: Scarlet 
fever, 932; diphtheria, 1514 (diphtheria carriers, 21); measles, 
137; whooping-cough, 288; puerperal fever, 9 mothers (plus 
5 babies); encephalitis lethargica, 285; poliomyelitis, 12. At 
St. Margaret’s Hospital there were 24 babies (plus 5 mothers) . 
with ophthalmia neonatorum. 


Deaths.—In_ 124 great towns, including London, 
there was no death from small-pox, 5 (4) from enteric 
fever, 17 (0) from measles, 4 (0) from scarlet fever, 
9 (2) from whooping-cough, 32 (5) from diphtheria, 
41 (14) from diarrhcea and enteritis under two years, 
and 39 (4) from influenza. The figures in parentheses 
are those for London itself. 


Croydon reported 4 deaths from enteric fever, Sunderland 1. 
Liverpool had 9 fatal cases of measles and 4 of whooping-cough. 
Diphtheria was fatal in 19 great towns, Birmingham reporting 
4 deaths, Liverpool 3. 


The number of stillbirths notified during the week 
was 229 (corresponding to a rate of 37 per 1000 
total births), including 39 in London. 


WEsT BROMWICH AND District HospitaL.—This 
hospital is to be extended at a cost of about £50,000. 
Plans have been passed for the provision of another 
40 beds, kitchens, laundry, and heating apparatus. 


MEDICAL AID FOR Spain.—The British Govern- 
ment has given £5000 to the funds of the International 
Committee of the Red Cross for use on behalf of the 
victims of the civil war in Spain. Nine other 
signatories of the Geneva Convention have made 
contributions. _ 

A Spanish concert is to be held at the Scala Theatre, 
London, at 8 P.M. on Tuesday, Dec. 7th, to raise money 
for food (especially milk) and medical supplies for the 
refugees now in Catalonia. The desperate situation of 
these refugees was described by Dr. Richard Ellis and 
Dr. Audrey Russell in our issue of Oct. 16th (p. 929), and 
conditions are growing worse as winter approaches. The 
concert is being organised by the Spanish Women’s 
Committee for Help to Spain and the Holborn and W.C. 
London Spanish Medical Aid Committee (38, Great 
Ormond-street, W.C.1). Tickets may be had direct from 
the theatre or through the usual agencies. 


` 


1284 THE LANCET] 


e 


[Nov. 27, 1937 


OBITUARY 


IVOR NICHOLAS LEWIS, M.R.C.S. Eng. 


WE regret to record the death in tragic circum- 
stances of Dr. Ivor Lewis, assistant anzsthetist to 
St. George’s Hospital, who died on Nov. 20th at his 
residence in New Cavendish-street. He qualified in 
1927 from St. George’s when he held resident posts 
before specialising in anesthetics. He was attached 
to the staff of several hospitals, general and special, 
including the Metropolitan, Golden-square, and 
Brompton, and soon developed an extensive private 
practice. He had made himself exceptionally pro- 
ficient in the endotracheal method, but he remained 
a first-rate all-round anesthetist, with an enter- 
prising readiness to investigate new methods or drugs. 
He played a large part in the original trials of avertin 
which were carried out at St. George’s and Guy’s 
under the auspices of the Anzsthetics Committee of 
the Medical Research Council. Lewis devised a 
portable apparatus for the use of ether, chloroform, 
or cyclopropane in conjunction with nitrous oxide, 
oxygen, or carbon dioxide, which is notable for its 
small size. Apart from his professional interests 
he was a keen sailor and was expert as well as 
enthusiastic in the handling of a small sailing boat ; 
he frequently represented St. George’s at the meetings 


of- the Inter-hospital Sailing Club. 
widow. 


WM. BLACKLEY DRUMMOND, M.D., F.R.C.P. Ed. 


THE death took place on Nov. 16th of Dr. W. B. 
Drummond, who qualified at Edinburgh University 
in 1891 with first-class honours. While deeply 
interested in general medicine he also had a leaning 
towards biology and geology, and kept up these 
studies during his years of practice. After holding 
resident posts at the Edinburgh Royal Infirmary and 
the Royal Hospital for Sick Children he spent some 
years in private practice. in the city and later was 
appointed physician to Baldovan Institution near 
Dundee. His specialty interest was in children, 
normal and abnormal; he published a small book 
on this subject and also a medical dictionary which 
proved a very serviceable work. Some of his work on 
children was done in coöperation with his sister Miss 
Margaret Drummond, whose name is widely known 
in educational circles. Dr. Drummond, who was a 
bachelor, had an attractive and genial personality ; 
his quiet humour illuminated the fund of general 
information which was always at the disposal of his 
friends, until in recent years his ill health caused 
him to withdraw to some extent from social life. 


He leaves a 


MEDICAL NEWS 


University of Oxford 


At a congregation on Nov. 20th the following degrees 
were conferred :— 


D.M.—A. W. D. Leishman and R. B. Scott. 
M.Ch.—M. W. C. Oldfield. 


B.M.—W. W. Coppinger, W. F. Dunham, G. F. C. Hawkins, 
and A. L. Jacobs. ` 


University of London 

On Nov. l7th the title of professor was conferred on 
Dr. L. P. Garrod in respect of his post at St. Bartholomew’s 
Hospital medical college. 

Dr. Garrod is 42 years of age. He was educated at Sidcot 
School, Somerset, and Cambridge, where he graduated B.A. 
in 1918 after having served as a surgeon sub-lieutenant in the 
Royal Naval Volunteer Reserve. e qualified in 1920 and 
during the same year held the Brackenbury scholarship at 
St. Bartholomew’s Hospital. In 1921 he took his M.B. and 
later he obtained the M.R.C.P. Lond. After working as chief 
assistant to a medical unit at Bart’s, he became junior and then 
senior demonstrator of pathology there. For two years he held 
the Gillson scholarship of the Society of Apothecaries. In 1934 
he was appointed to a university readership in bacteriology at 
Bart’s, and last year he was elected F.R.C.P. He is the author 
with Prof. Hadfield, of “ Recent Advances in Pathology,” and 
has made many contributions to medical journals, both general 
and special. Among other subjects he has particularly studied 
the action of antiseptics and disinfectants. 


The title of emeritus professor of anatomy in the Univer- 
sity was conferred on Dr. Thomas Yeates on his retirement 
from the S. A. Courtauld chair of anatomy at the Middlesex 
Hospital medical school. 


Applications are invited for a Geoffrey E. Duveen 
travelling studentship in otorhinolaryngology of the value 
of £450 a year. Further particulars will- be found in our 
advertisement columns. 


Ophthalmological Society of the United Kingdom 


This society has instituted a Treacher Collins prize of 
£100 which will be awarded every three years for the best 
essay submitted on a subject selected by the council. 
It will be open to medical practitioners of any nationality 
but the essay must be written in English. The first sub- 
ject selected is cerebro-spinal disease and its relation 
to the optic nerve, and essays should be submitted to the 
hon. secretary of the society, 5, Racquet-court, Fleet- 
street, London, E.C.4, before Dec. 31st, 1938. 


Society of Apothecaries of London 


At recent examinations the following candidates were 
successful :— 
MASTERY OF MIDWIFERY 
Y. N. Ajinkya, W. D. Cunningham, L. K. Mitra, Israel Rivlin, 
and Gordon Scott. 


Surgery. —J. D. Anderson, St. Barts Hosp.; W. J. Bold, 
Westminster Hoep. i . G. O. Evans, Charing Cross Hosp.: 
D. H. Fowler, Middiesex Hosp. ; H. D. Lamb, Guy’s Hosp. ; 
and G. L. Young, St. Bart.’s Hosp. 


Medicine.—-J. D. Buckner and H. D. Lamb, Guy’s Hosp.; 
G. Macbain and F. W. McKenna, Univ. of Sheff.; S. J. Nathan 
Charing Cross Hosp.; R. A. Stenhouse, Guy’s Hosp. ; and 
J. A. Taylor, Univ. of Sheff. 


Forensic Medicine.—J. D. Buckner and H. D. Lamb, Guy’s 
Hosp.; G. Macbain and F. W. McKenna, Univ. of Sheff.: 
S. J. Nathan, Charing Cross Hosp.; R. A. Stenh 
Hosp.; and J. A. Taylor, Univ. of Sheff. 


Midwifery.—B. Berman, St. Bart.’s Hosp.; E. E. Buckler, 
London Hosp.; H. S. A. Corfield, Univ. of Durham ; T. Gadian, 
ae of Oxf. and Manch.: and B. A. Hoogewerf, King’s Coll. 

osp. 


The following candidates, having completed the final 
examination, are granted the diploma of the society 
entitling them to practise medicine, surgery, and mid- 
wifery: J. D. Anderson, J. D. Buckner, T. Gadian, B. A. 
Hoogewerf, H. D. Lamb, G. Macbain, F. W. McKenna, 
and R. A. Stenhouse. 


| Gilson Scholarship in Pathology.—This scholarship is 
awarded for the encouragement of original research in 
any branch of pathology. It is open to candidates under 
35 years of age who are either licentiates or freemen of the 
society, or who obtain the licence or the freedom within 
six months of election to the scholarship. It is of the 
annual value of not less than 100 guineas and is tenable 
for one year. The holder is eligible for re-election for 
a further two years. Further information may be had 
from the registrar of the society, Apothecaries’ Hall, 
Water-lane, London, E.C.4. 


At a yeomanry dinner on Nov. 23rd the guests were 
received by the master, Mr. Hugh Lett, and the wardens, 
Dr. Reginald Hayes and Mr. Lionel Cargill, and experienced 
the feeling of intimacy and welcome that the senior 
warden proposed for them later. In toasting The Society 
of Apothecaries Mr. H. L. Eason, principal of the 
University of London, after consoling himself with Lord 


ouse, Guy’s 
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Baldwin’s distrust of eloquence, contrasted the attitude 
towards the medical profession of John Earle (1601-65) 
and Robert Louis Stevenson three centuries later, ascribing 
the difference to the work of the apothecaries and other 
learned guilds in keeping public life clean and sweet. 
Mr. Lett, in reply, spoke of two notable admissions to the 
freedom of the society during the year, Lord Nuffield and 
Sir Farquhar Buzzard. <A century ago, he said, the 
standard for general practice was entrusted to this 
company, when it was laid down that every medical 
student should have a course of instruction by a man of 
recognised ability with the material to provide for that 
instruction. Students were then first required to produce 
certificates, the beginning of the process known as 
“ signing-up ’’ which (as the many deans present would 
appreciate) had since taxed the ingenuity of the student 
and put a strain on the conscience and credulity of the 
dean. He then spoke with concern of the overloaded 
curriculum ; it might be defeating its object by leading to 
the neglect of thought and reason. Recently there had 
been an increase in candidates for the apothecaries’ licence 
- by men who wanted to work for a medical degree with 
the privileges of a qualified man. He hoped that some 
recognition of the diploma might be given for these higher 
degrees, avoiding the wasteful reduplication of the two 
examinations. Mr. Justice Humphreys, in responding for 
The Guests, said that by a faulty reading of his invitation 
he had expected to join in a sort of heavenly community 
singing with a real dean, and Mr. E. A. Crook, dean of 
Charing Cross Hospital medical school, added his own word 
of gratitude to a society noted for generosity throughout 
its history. ° 
Inns of Court 
` The following have been called to the bar: Dr. D. H. 
de Souza and Dr. P. H. Deeny (Middle Temple) and 
Dr. L. W. Bain (Gray’s Inn). 


Royal Society of Arts 

On Mondays, Nov. 29th and Dec. 6th and 13th, at 
8 P.M., Prof. J. C. Drummond, D.Sc., will deliver three 
Cantor lectures at the house of this society in John-street, 
Adelphi, 
studies of English diet and nutrition. 


Medical Students’ Tour In Switzerland 


The National Union of Students (3, Endsleigh-street, 
London, W.C.1) has arranged a Swiss tour for medical 
students, which will combine visits to leading sanatoriums 
with a week’s winter sports. The party will leave England 
on Dec. 27th and return on Jan. 8th. 


Association of Scientific Workers 


One of the, objects of this association is to further a 
better understanding of the aims of science, and it is now 
organising shows of scientific films in London and else- 
where. The first will be at the Academy Cinema, Oxford- 
street, W., at 2.30 p.m. on Sunday, Dec. 12th. The secre- 
tary’s address is Kelvin House, 28, Hogarth-road, 8.W.5. 


British Serbian Units of the British Legion 

The British Serbian units will hold their annual dinner 
at Lysbeth Hall, Soho-square, London, W., on Saturday, 
Dec. 4th, at 7 p.m. Further information may be had 
from the secretary, 24, Melcombe-court, Dorset-square, 
London, N.W.]. Those who served Serbia, and friends of 
Yugoslavia, will be welcome. 


Seamen’s Hospital, Greenwich 

A tablet over the first bed endowed by river workers 
in London has been unveiled at this hospital by Sir David 
Owen. It is hoped to have one of these Thames beds in 
each of the six institutions of the Dreadnought Society, 
and watermen and lightermen will have a prior call on 
them. 


Scientific Advisers for the Trades Union Congress 


It is announced in the Times that the council of the 
Trades Union Congress is thinking of establishing a scien- 
tific advisory council. Those who accepted invitations 
to a preliminary discussion of this project include Sir 
John Orr, M.D., F.R.S., Prof. J. B. S. Haldane, F.R.S., 
Prof. George Barger, F.R.S., Prof. L. T. Hogben, F.R.S., 
Sir Gowland Hopkins, F. R.C. P., F.R.S., Sir Richard 
Gregory, F.R.S., and Sir Daniel Hall, F.R.S. 


London, W.C. The lectures will be historical 
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November 29th to December Sth 


SOCIETIES | 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
WEDNESDAY 
History of Medicine. 5P 
Dr. J. eee. Chinese ‘Medicine before the Revolution. 
Sur, ery. P.M 
Zachary Cope: The Treatment of Perforated Peptic 
Uka. Mr. E. R. Flint and Mr. R. L. Galloway will also 
speak. 
FRIDAY 
Otology. 10.30 A.M. ` (Cases at 9.30 A.M.) 
Mr. Somerville Hastings and Dr. Gavin Young: ‘The 


Operative Treatment of Chronic Mastoid Disease. 
Larynguiogy one Medicine. 5 P.M. 

-V.EK aque Mr. G. Ewart Martin, Dr. L. S. T. Burrell, 
and Dr. H ‘Morlock: The Value of Bronchoscopy in 
Diagnosis and Treatment. 

Anesthetics. 8.30 P 
Dr. R.K. Schofield : ` The Errors of Flow-meters. Dr.L. H. 
Morris: A New Apparatus. Dr. John Hunter: The 
Heidbrink Appar aratus. Flight-Lieut. R. S. Soper : Apparatus 
Designed for Use in the Air Force. 

WEST LONDON MEDICO-CHIRURGICAL SOCIETY. 

FRIDAY.—8.30 P.M. (De Vere Hotel, Kensington), Prof. 
Ferdinand Sauerbruch and Mr. Laurence O’Shaughnessy : 
Surgery of the Heart. 

KENSINGTON MEDICAL SOCIETY. 

WEDNESDAY.—8.30 P.M. (St. Mary Abbots Hospital), Dr. W. 
Bentley Purchase: Medico-Legal Aspects of Abortion. 
Prof. James Yo Dr. Letitia Fairfield, and Mr. V. 
Green-Armytage will also speak. 


LECTURES, mia DEMONSTRATIONS, &c. 


ROYAL SOCIETY OF ARTS, John-street, W.O. 
MONDAY.—S8 P.M., Prof. J. . Drummond, D.Sc.: 


Historical 
Studies of English Diet and Nutrition. (First Cantor 
lecture.) 


BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane- 
roa 
TUESDAY.—4.30 P.M., Dr. Hinds Howell: Syphilis of the 
Nervous System. 
WEDNESDAY.—Noon, clinical and pathological conference 
(medical). 2 P.M., "Dr. Janet Vaughan : Hæmopoiesis and 
the Gastro-intestinal Tract. 3 PM. clinical ang atho- 


logical conference (surgical). 4.30 P. M., Dr. S. R. Gloyne: 
The Pathology of Tuberculosis. 
THURSDAY.—2.15 P.M., Dr. Duncan White: Radiological 


Demonstration. 3.30 P.M., Dr. W. H. F. Oxley : Obstetric 


Emergencies. 
FRIDAY.—2 P.M., clinical and pathological conference 
(obstetrics and gynæcology). 2.30 P.M., Mr. Zachary 


Cope: Diseases of the Rec 

Daily, 10 A.M. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gynecological clinics and 
operations. 

ROYAL FREE Hoste Gray's Inn-road, W.C. 
FrRIDAY.—10 A.M., Mr. Abdominal Pain. 11.30 A.M., 
Miss D. C. Staveley : Common Sense and X Rays. 2 P.M., `$ 
Dr. Chodak Gregor) The Difficult Child. 3 P.m., Dr. 
Una Ledingham : rrexia. 

SATURDAY.—9.45 A.M., Dr. Dan Davies: Ansmia. 11.30 A.M., 
Miss E. C. Lewis: Bain in Relation to Lesions of the Upper 
Urinary Tract. 2 P. M., Mr. P. J. Verrall: The Immediate 
Treatment of Common Fractures. 3 P.M., Miss Gertrude 
Dearnley and Miss Moore-White : Backache. 

SUNDAY.— 10.15 a.M., Dr. L. S. T. Burrell: The Treatment 

of Asthma. Mr. Scott Brown : Rhinolog ical Aspects of 
Asthma and Allied Disorders. The Pathology Unit: Assist- 
ance given by Pathological Investigation. 

This course is open only to former students of the hospital. 

ST. GEORGE’S HOSPITAL, S.W. 

THURSDAY.—5 P.M., Dr. Thomas Tennent: Alcoholism. 

NATIONAL HOSPITAL, Queen-square, W.C. 

MONDAY.—3.30 P.M., Dr. Macdonald Critchley : Aphasia. 

TUESDAY.—3.30 P.M., Dr. J. P. Martin : Affections of the 
Cranial Nerves. 


WEONEADAT rie .30 P.M., Dr. F. M. R. Walshe: Clinical 
D ration. : 
THURSDAY. —3.30 P.M., Dr. Gordon Holmes, F.R.S.: Visual 


S toms of Cerebral Origin. 
FRIDAY. —3.30 P.M., Dr. E. A. Carmichael : 
Nervous System. 
HOSPITAL FOR SICK CHILDREN, Great Ormond-street, 
W.C. 


The Autonomic 


WEDNESDAY.—2 P.M., Dr. . Nabarro: The Symptoms 


d Diagnosis of Gongenitat S Syphilis. 
THURSDAY —2 P.M., Sir he en Serer on werd: Surgical 
Dyspepsia. 3 P.M. ., Dr. R. T : Herpes. 


Out-pationt clinics daily at 10 A. a and ward visits at 2 P.M. 
CENTRAL LONDON THROAT, NOSE, AND EAR HOS- 


ITAL, Gray’s Inn-road, W.O. 
MonDAy't to Meee —Course in Methods of Examination and 


Di is. 
Fripay.—é_ P.M., Mr. Archer Ryland (1) The Radical 
Mastoid Operation. (2) Tests of Vestibular Function. 


(Illustrated with cinematograph films.) 
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LONDON SCHOOL OF DERMATOLOGY, 5, Lisle-street, 
TUESDAY.—5 P.M., Dr. R. T. Brain: Virus Diseases of the 


THURSDAY.—5 P.M., Dr. J. L. Franklin: Bullous Eruptions. 
(Chesterfield lectures.) 
TAVISTOCK CLINIC, Malet-place, W.C. ; 
THURSDAY.—8.30 P.M., Dr. Russell Brain: Psychological 
Manifestations of Neurological Disorders. 


ST. JOHN CLINIC AND INSTITUTE OF PHYSICAL MEDI- 
CINE, Ranelagh-road, S.W. 

FRIDAY.—4.30 P.m., Mr. A. G. Timbrell Fisher: Physical 
Medicine in the Rheumatic Diseases (Manipulative and 
Ortbopædic). 

FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 

ST. JoHN’s HOSPITAL, 5, Lisle-street, W.C., afternoon course 
in dermatology (open to non-members).—BROMPTON 

- HOSPITAL, S.W., twice at 5 P.M., M.R.C.P. course in chest 
diseases.—LONDON CHEST HOSPITAL, Victoria-park, E., 
Wed. and Fri., 6 P.M., M.R.C.P. course in heart and lung 
diseases.— Unless otherwise stated, courses are open only to 
members. 

SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION, 
St. James’ Hospital, Balham, S.W. 

WEDNESDAY.—4 P.M., Dr. W. G. Wyllie: Routine Examina- 

tion of the Nervous System. 
MANCHESTER ROYAL INFIRMARY. 
FRDAY.—4.15 P.M., Mr. Wilson Hey: Surgical Cases. 


ANCOATS HOSPITAL, Manchester. 

THURSDAY.—-4.15 P.M., clinical meeting. 

LEEDS GENERAL INFIRMARY. 

TUESDAY.—3.30 P.M., Mr. P. R. Allison: Demonstration of 
Cases of Lung Disease and Short Paper on Methods of 
Investigation and Treatment. - 

LEEDS PUBLIC DISPENSARY AND HOSPITAL. 

WEDNESDAY.—4 P.M., Dr. W. Goldie: Gold Therapy in 
Arthritis. 

UNIVERSITY OF SHEFFIELD. 

SUNDAY.—Post-graduate Clinics at the Royal Hospital, 

Royal Infirmary, and Jessop Hospital. 


GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 
WEDNESDAY.—4.15 P:M. (Royal Maternity and Women’s 
Hospital), Prof. S. J. Cameron: Obstetrical Cases. 


V acancies 


For further information refer to the advertisement columns 
Bangor, Caernarvonshire and Anglesey Infirmary.—Sen. H.S.,£170. 
Battersea General Hosp., S.W.—Res. H.S. and Res. Cas. O., at 

_ trate of £130 and £120 respectively. 

Birmingham City Mental Hosp.—Jun. Asst. M.O., £350. 

Birmingham University.—Lecturer in Anatomy, £600. 

Bradford Children’s Hosp.—H.S., £150. 

Brighton, Sussex Eye Hosp., Eastern-road.—H.S., at rate of £150. 

British Postgraduate Medical School, Hammersmith Hosp., W.— 
H.S.’s in Surgical Unit each at rate of £105. Also Obstet, 
H.S., at rate of £105. 

Burnley County Borough.—Asst. M.O., £850. 

Canterbury, Kent and Canterbury Hosp.—Hon. Dermatologist. 

Cheshire County Council.—District Tuber. Officer, £750. 

Chester Royal Infirmary.—Surgeon for Orthopedic Dept., 2350. 

City of London Maternity Hosp., City-road, E.C.—Asst. Res. 
M.O., at rate of £80. 

Derbyshire Royal Infirmary.—H.S., £150. 

Dorking, Surrey County Hosp.—Res. Asst. M.O., at rate of £375. 

Dreadnought Hosp., Greenwich, S.E.—H.P. and H.S., each at 
rate of 2110. Also Receiving Room Officer, at rate of £100. 

East Ham Memorial Hosp., Shrewsbury-road, E.—H.S. to Spec. 
Depts. and Cas. O., at rate of £120. 

Edgware, Redhill County Hosp.—Res. Asst. M.O., £400. 

Exeter City Mental Hosp.—Asst. M.O., £400. 

Glasgow, Montrose Maternity Hosp., Govan.—Res. M.O., £250. 

Hampshire County Council.—Asst. County M.O., £600. , 

Hampstead General and N.W. London Hosp., Haverstock Hil, 
N.W .—H.S., at rate of £100. 

Harrogate Royal Bath Hosp.—Res. M.O., 8156. 

Hastings, Royal East Sussex Hosp.—Sen. H.S., at rate of £200. 

Hosp. for Tro Diseases, Gordon-streel, W.C.—H.P., at 
rate of £120. 

Hosp. for Women, Soho-square, W.—Hon. Clin. Assts. to 
Surgeons in Charge of Out-patients. Also Res. M.O., at 
rate of £100. 

Hull Municipal Maternity Home and Infants’ Hosp.—Jun. Res. 
M.O., at rate of £100. 

Ilford, King George Hosp.—Cas. O. and Surg. Reg., £150. 

Indian Government.—Six Appts. for Med. Research Dept., each 
Rs. 625 Por month. 

Ipswich, East Suffolk and Ipswich Hosp.—H.S., £144. 

Kent Education Committee.—Dental Surgeon, £500. 

Kettering Urban District Council, d&c.—M.O.H., &c., £800. 

Kingston-upon-Thames, Surrey County Hosp.—Res. Asst. M.O., 
at rate of £375. 

Lancashire County Council.—Asst. County M.O., £800. 

Eee. erie ental Hosp., Humberstone.—Third Asst. Res. 

Liverpool ’ Hahnemann Hosp.—Res. M.O., at rate of £120. 

Liverpool, Mill-road Infirmary.—Res. Surg. O. ; 

Liverpool, Smithdown-road Hosp.—Res. Asst. M.O., £200. 

London Chest Hosp., Victoria Park, E.—Res. M.O., 8350. Also 
H.P., at rate of £100. 

London County Council.—Asst. M.O.’s, Grade I, each £350. Also 
Asst. M.O., Grade II, £250. 


West London 


London Hospital, E.—Asst. Radiologist, £200. 
Tanaan Unine y eo ey E. Duveen Travelling Student- 
8 5 Š 

Liom Réusation Commilles <Covs.Aucal Surgeon, £2 128. 6d. 


er session. 

Maidstone, Kent County Ophthalmic and Aural Hosp.—Hon. 
Surgeon to Ear, Nose, and Throat Dept. 

Manchester, Ancoats Hosp.—Asst. Pathologist, £350. Also 
Radiological Officer, £300. 

Manchester Royal Children’s Hosp., Pendlebury.—Res. H.S., at 
rate of £100. ` 

Manchester Royal Infirmary.—Res. M.O., £200. 

Middleser County Council.—Visiting Dental Surgeons, each 
2 guineas per session. 

National Hosp., Queen re, W.C.—Res. M.O., £150. 

National Temperance Boo. Hampstead-road, N.W.—Hon. 
Ophth. Surgeon. Also H.S., at rate of 8100. 

Northumberland County Council.—Sen. Asst. School M.O. and 
Asst. to County M.O., each £750. 

Pontefract General Infirmary.—Second Res. M.O., at rate of 8150. 
Prince of Wales’s General Hosp., N.—Hon. Asst. Surgeon to 
Ear. Nose, and Throat Dept. Also Hon. Clin. Assts, 
Princess Elizabeth of York Hosp. for Children, Shadwell, E.— 
Res. M.O., £200. Also Out-patient M.O. and H.S., at rate of 
£175 and £125 respectively. 

Rochdale, Birch Hill Hosp.—Jun. Res. M.O., at rate of £225. 

Rotherham Hosp.—Cas. H.S., £150. 

Royal Free Hosp., -Gray’s Inn-road, W.C.—Med. and Surg. 
Registrars, each £200. Res. Cas. O., at rate of £150. Dist. 
Obstet. Asst. and Gynec. Reg., each at rate of £100. Also 
In-patient Obstet. Asst., Second H.S. 

Royal London Ophthalmic Hosp., City-road, E.C.—Refraction 

Asst. to L.C.C. School Dept., £160. Also Out-patient 
Officer, £100. s ; 

Royal Masonic Hosp., Ravenscourt Park, W.—Res. M.O., £300. 
Also Res. Surg. Ò., at rate of £250. 

Royal Northern Hosp., Holloway, N.—H.S., at rate of £70. 

St. Albans, Hill End Hosp. and Clinic.—Fourth Asst. M.O., £350. 

St. Bartholomew's Hosp., E.C.—Physician to Psychological Dept. 

St. John’s Hosp., Lewisham, S.E.—H5S., at rate of £100. 

St. Thomas’s Hospital, S.E.—Resi dent Anesthetist. 

Salford Royal Hosp.—H.S., at rate of £125. 

Salvation Army Mothers’ Hosp., Lower-Clapton-road, E.—Jun. 
Res, M.O., at rate of £80. 

Southampton, Royal South Hants and Southampton Hosp.—H.P. 
Res, Ansesthetist, H.S. to Kar, Nose, and Throat Dept., an 
Cas. O., each at rate of £150. 

Surrey County Hosp., Wolverton-avenue, Kingston-unon-Thames.— 
Res. Physician, £725. 

Taunton and Somerset Hosp.—H.S., at rate of £100. 

Tavistock Clinic, Malet-place, W.C.—Diagnostic Physician, £50. 

Uxbridge, Hillingdon County Hosp.—Res. Asst. M.O., £400. 

Wallasey, Victoria Central Hosp.—Two Hon. Asst. Physicians. 

Warwick, King Edward VII Memorial Sanatorium, Herlford 
Hill.—First Asst. M.O., £350. , 

West Ham County Borough.—Part-time Med. Practitioner for 
Maternity and Child Welfare Work, 1} guineas per session. 

Hosp., Hammersmith-road, W.—Med. Reg., £250. 
Also H.P. and two H.S.’s, each at rate of £100. 

West Middlesex County Hosp., Isleworth.—Obstet. Surg., £1000. 

Whipps Cross Hosp., Leytonstone, E.—Res. M.O. £350. 

Woolwich and District War Memorial Hosp., Shooters Hill, S.E.— 
‘Hon. Laryngologist. Also Res. Surg. O., £175. 

Worksop, Victoria Hosp.—Jun. Res., £125. 

York County Hosp.—Res. Anesthetist and Second H.S., £150. 


Births, Marriages, and Deaths 


BIRTHS 


BRIGHAM.—On Nov. 19th, the wife of Surg. Lt.-Comdr. (D) 
W. E. L. Brigham, R.N.—a son. 

McLELLAN.—On Nov. 20th, at Devonshire-place, W., the wife 
of Dr. W. Menzies McLellan, of Chobham, Surrey—a son. 

RosE.—On Nov. 16th, the wife of Dr. D. J. Rose, of Langho, 
near Blackburn—a son. 


MARRIAGES 


* ARMIT—THORNE.—On Nov. 20th, at St. Columba’s Church, 


Worthing, Cecil Brodie Armit, M.B., to Audrey, only 
daughter of Mr. Fred Thorne, Worthing. 
RUSHTON—BRERETON.—On Nov. 17th, at the Church of St. 
Giles, Cambridge, Peter Crampton, M.R.C.S., to Zillah, 
elder daughter of Mr. W. Brereton, of Cambridge. 


DEATHS . ° 


BRADLEY.—On Nov. 21st, at Edinburgh, O. Charnock Bradley 
M.D. Edin., D.Sc., F.R.C.V:S., incipal of the Royal 
(Dick) Veterinary College, Edinburgh. 

BRAIDWoOD.—On Nov. 16th, at Epsom, Surrey, Thomas Lith- 
gow Braidwood, M.R.C.S. Eng., aged 66. 

CooKE.—On Nov. 17th, at Chobham, Surrey, Arthur Ingram 
Cooke, M.D. Camb., aged 56. 

FARQUHARSON.—On Nov. 16th, David Anderson Farquharson, 
M.B. Edin., of Nottingham (late of Darjeeling). 

LONGHURST.—On Nov. 18 h, at Princes-gardens, West Acton, 
W., Alexander Keene Longhurst, M.R.C.S. Eng., L.S.A., 


aged 91. 

Moxow.—On Nov. 20th, at Queen Mary’s Hospital, Roehampton, 
Harold Richard Moxon, M.R.C.S. Eng., of Wimbledon. 
QUENNELL.—On Nov. 22nd, Robert William Quennell, O.B.E., 

L.R.C.P. Edin., pf Brentwood, Essex. 
Woop.—On Nov. 21st, at Oxford, Frank Herbert Wood, F.R.C.S. 
Eng., L.R.C.P. Lond. 
N.B.—A fee of 78. 6d. ts charged for the insertion of Notices o 
Births, Marriages, and Deaths. á 
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NOTES, COMMENTS, 


ICELANDIC BIRTH CONTROL AND 
FQ TICIDE ACT 


By VILM. JONSSON 
CHIEF MEDICAL OFFICER IN ICELAND 


—. 


RECENT birth-control legislation in Iceland, which 
as far as I know is the first of its kind, appears to have 
aroused considerable interest in medical circles abroad, 
and I shall attempt here to explain its main provisions. 
The Birth Control and Feticide Act, which I drafted 
with the agreement of the medical profession, was 
passed without opposition in December, 1934. The 
sections dealing with birth control are as follows :— 


1. If a woman consults a doctor and suffers from 
a disease, the nature of which is such that the doctor 
deems it dangerous for the woman to become preg- 
nant or to bear a child, it shall be his duty to warn 
her in this matter and to direct her how to prevent 
conception. If a woman consults a district medical 
officer, a medical practitioner, a specialist in women’s 
diseases, or an accoucheur, and asks for contra- 
ceptive advice, he shall be bound to give her the 
information desired, but no person who is not a 
qualified medical practitioner may give such direc- 
tions. The Minister of Health shall publish and the 
chief medical officer shall distribute among doctors 
“ directions for women on how to prevent pregnancy.” 

2. If pregnancy is likely to cause mortal danger or 
expose the woman to the risk of contracting serious 
illness, or even if the risk is of a less dangerous 
character and the woman is likely to become fre- 
quently pregnant, the physician may, at the woman’s 
request, render her incapable of conception by means 
of the proper operation. 


The drafting of the directions prescribed in 
Section 1 is presenting serious difficulties, for our 
scattered population of 115,000 is largely a rural 
one living far from a doctor, and it is not practicable 
to establish birth-control clinics except in the capital 
and in two or three of the largest villages, so that 
such directions will have to be sufficiently complete 
to allow of their being followed by women without 
inedical supervision. I should welcome suggestions 
from foreign medical men as to how this can best 
be done. 

The Act defines foeticide as the destruction of a 
foetus in the uterus before the completion of 28 weeks 
of gestation, or the procuring of abortion where 
there has been no evidence that this was threatened 
or inevitable. It permits a doctor to carry out 
embryotomy during labour where a woman cannot be 
delivered without danger to her life, and to induce 
premature labour where this appears to be necessary 
for the safety of the child or of the mother. It 
further provides that : 

9. If a woman is less than 28 weeks’ pregnant 
and it is evident that her health will be endangered 
by allowing pregnancy to continue until a mature 
child can be born and kept alive, the practitioner 
may destroy the foetus, but he shall strictly follow 
the rules laid down under Section 10 of this Act. 
If a woman has been pregnant for more than 8 weeks 
the practitioner shall not destroy the foetus unless 
the danger to be prevented by destroying it is a 
very grave one and cannot be prevented in any 
other manner. When estimating how far childbirth 
may be likely to damage the health of a pregnant 
woman, it may be taken into consideration that she 
has already borne many children at short intervals 
and that only a short time has elapsed since her last 
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confinement, and also that her domestic conditions 
are difficult on account of a large number of children, 
poverty, or serious ill-health of other members of the 
family. 

10. With regard to foeticide the following rules 
shall apply : (a) It must not be undertaken except in 
hospitals, and in such hospitals only as are approved 
by the Minister of Health for that purpose. (b) Before 
foeticide can take place a reasoned statement in 
writing, signed by two medical practitioners and 
explaining the necessity for the operation, must be 
produced. One of the signatories shall be the senior 
surgeon of the hospital in which the feeticide is to 
take place, and the other shall as a rule be the doctor 
who advised the woman to go to hospital for this 
purpose. The assistant of the senior surgeon shall 
not countersign the statement, except in cases where 
it is impossible to obtain the signature of another 
doctor. (c) The operation itself shall be performed 
and the patient attended in accordance with the 
strict requirements of medical science. 


The remaining sections deal with punishments for 
the violation of the provisions of the Act as far as 
they apply to the medical profession, but do not 
otherwise affect the penal clauses for offences of this 
kind which are laid down in the General Penal Code 
of 1869 and are now in process of revision. According 
to this code the penalty for fæœticide is 4-16 years’ 
imprisonment with hard labour, or even penal 
servitude for life, no reservation being made in favour 
of medical men. Nevertheless, it has generally been 
considered to be permissible where vital considerations 
exist, though until the last twenty years it has rarely 
been carried out. Of late years, however, more 
liberal opinions as to the indications for this measure 
have been spreading among the younger medical 
men and the general public, especially in the towns, 
as a result of which there has been an increasing 
demand for it where pregnancy has been unwelcome. 
Some ‘“ broad-minded’”’ practitioners have been 
easily prevailed upon to comply with this demand, 
whilst others have adhered to the old opinions, and 
this inconsistency in the attitude of medical men 
has caused confusion in the public mind as to what 
is permissible and what is not. Official control has 
been inadequately supported by law and has been 
quite ineffective. In spite of this state of affairs, it 
is almost unknown for women in Iceland to attempt 
to produce abortion themselves and unqualified 
abortionists are also non-existent, all kinds of 
quackery being strictly prohibited by law. 


EFFECTS OF THE ACT 


As. far as may be judged from the short experience 
we have had of the new law, it seems to be having 
the desired effect. Doctors now have clear rules to 
go by and with few exceptions are endeavouring to 
observe them. The public are beginning to under- 
stand what is allowed and medical practitioners 
complain less of importunity on the part of their 
clients in this respect; it is moreover easier for 
them to evade such advances when they can refer 
to statutory provisions and when there are special 
institutions for operations of this kind. There is more 
equality than before, and every woman, irrespective 
of her financial standing or social connexions, can 
now have her condition objectively considered. 
Curiously enough, one effect of the new law is a con- 
siderable decline in the number of abortions carried 
out. According to reports from all the hospitals 
the numbers of such operations in the three years 
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1932-34 were 91, 80, and 54 respectively, though the 
totals were no doubt actually somewhat greater than 
this as surgeons have performed some operations 
outside hospitals and the hospitals themselves have 
concealed a further number under a different diag- 
nosis. In 1935 (May—December) 26 abortions were 
procured under the Birth Control and Feeticide Act, 
in the whole of 1936 there were 33, and during the 
first seven months of the current year 26 cases have 
- been notified. Of these 59 women who were operated 
upon in 1935-36, 50 were married and 46 belonged 
to the working class—fishermen, traders, and peasants. 
The most common indications were tuberculosis 
(20 cases), which is very prevalent in Iceland, and 
the toxzemias of pregnancy (10 cases). The indications 
were purely medical except in 15 cases, where social 
conditions, mainly great poverty, unemployment, 
and an already large family, were taken into 
consideration. 

In our country, I am glad to say, there are no 
differences of opinion as to the legitimacy of birth 
control, tolerance in religious and other matters 
being a national characteristic. The same applies to 
the general attitude towards abortion, though some 
wish it to be limited to the strict medical indications 
and others claim that social circumstances should 
sometimes justify the operation. Personally I have 
slowly been forced to the conclusion that an estima- 
tion of social indications would be so difficult, at 
least under conditions like those of my country, 
that the alternative really lies between medical 
indications and no restrictions at all. I do not think 
that any responsible person would consider this 
latter desirable or even practicable. For this reason 
we have adhered to medical indications, but have 
compromised by allowing social conditions to be 
taken into account when the medical indications are 
weighed. As I remarked when the Bill was being 
introduced in Parliament, no respectable surgeon 
amputates a limb simply because he is requested to 
do so, even when it would clearly be an act of mercy ; 
he first satisfies himself that the operation, from a 
medical point of view, is suitable and necessary. 
On the other hand a patient’s social circumstances 
may justly influence the choice of treatment for his 
disease, for instance the choice between surgical and 
medical treatment of a gastric ulcer. The doctor 
must consider each case on its merits. Take the case 
of a woman with heart disease who becomes pregnant. 
If she can be spared every exertion, has plenty of 
servants, and enjoys the best possible care and 
accommodation, there may be no reason to destroy 
her foetus, and in such a case it would not be per- 
mitted under the Act. If, on the other hand, she has 
to work hard and her home conditions are difficult, 
she will probably have énough troubles for her weak 
heart without the additional discomforts of child- 
bearing, and in such a case feticide will be per- 
missible. In other words, social conditions alone 
never justify abortion under this Act, there must be 
health indications ; but insufficient health indications 
can justify the measure if there are social reasons as 
well. I still hold that ours is the only practicable 
course for solving this problem, and I shall not be 
surprised if it is ultimately adopted by other countries. 
In Denmark, one of the best educated and socially 
developed of nations, a law has been passed which 
comes into operation next year and whose provisions 
are similar to our Birth Control Act, and I under- 
stand that the Russians, after having experimented 
with and abandoned their very advanced fæœticide 
legislation, have now passed a law on much the same 
lines as our own. 
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FURTHER LEGISLATION PROPOSED 


In this connexion it may be of interest that I have 
recently drafted a Bill dealing -with castration, 
sterilisation, and foticide by which a special com- 
mittee, consisting of three specialists and the chief 
medical officer, will be empowered to decide when 
such’ operations shall be permitted and to make 
arrangements to prevent mishaps. The Bill lays 
down that: 


Castration shall be permitted only when there are 
sufficient reasons for assuming that the unnatural 
sexual impulse of the person concerned may lead to 
sexual crime or other grave offence, and when there 
is no other remedy. Permission for castration shall 
only be given on the application of the person con- 
cerned or of a magistrate, and then only after a 
decision to that effect has been given by a court 
of law. 

Sterilisation shall only be permitted if there are 
sufficient reasons for believing that the person con- 
cerned has an inherited fault that is likely to produce 
in his progeny a grave deformity, a serious mental 
or physical disease, or imbecility or criminal ten- 
dencies, and there is no other remedy for preventing 
or removing such dangers, or if the person concerned 
is imbecile or an incurable lunatic, or if he suffers 
from other dangerous chronic disease, and there are 
sufficient reasons for believing that he cannot 


‘maintain himself or his offspring. 


Feeticide shall be permissible only if there are 
sufficient reasons for believing that the foetus is in 
danger of developing any of the hereditary tendencies 
mentioned under sterilisation, or if the woman in 
question has become pregnant in consequence of a 
rape which she has without delay reported to the 
magistrate, and the accused has been found guilty of 
the crime before a court of law. 


This Bill is supported by the entire medical 
profession and by all political parties, so that there 
is no doubt that it will become law when the Althing 
reassembles this autumn. l ' 


A PRACTITIONER LOOKS AT THE U.S.S.R. 


THis year the medical group of the Society for 
Cultural Relations tried to induce British universities 
and professional organisations to send representatives 
on a tour of medical Russia. In the end three of 
them actually did so—the University of Edinburgh, 
the Royal College of Surgeons of Edinburgh, and the 
British Medical Association—and at an informal 
meeting in London last week Dr. N. E. Waterfield, 
F.R.0.S., who represented the B.M.A., gave an 
account of his travels. He spoke as a general prac- 
titioner, and his interests were correspondingly wide ; 
moreover, he had been in Russia before the Revolution. 

In the new Russia he saw no hospital that com- 
pared favourably in accommodation, equipment, or 
smartness with one of our large London hospitals; 
but the authorities were no doubt right, he thought, 
to put their money into building schools and houses 
rather than hospitals. The patients are treated in 


smaller groups than in this country—eight or ten to a 


ward—and far more of them are up and walking 
about than one would see in England. The visitors 
were much struck by the friendly relations between 
patients, doctors, and nurses: the patients are 
treated as human beings—‘ in the same way as one 
hopes and thinks they are treated here ’—and not in 
the inhuman manner often prevailing on the continent ; 
moreover, the condition of the patient is the sole 
criterion in arranging what care he should receive. 
Great efforts are made to get rid of the hospital 
atmosphere, and he even doubted whether these efforts 
were not carried too far: he preferred a ward to 
look like a ward rather than like a room in a second- 
rate hotel. 
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Everywhere the medical directors and their 
assistants received the British party with the greatest 
Possible kindness. The majority of the doctors 
(60 per cent. in the Soviet Union) were women, but 
nearly all the senior posts seemed to be held by men. 
The number of doctors per patient appeared to be 
far greater than in this country. The nurses, who 
looked kind and efficient, work a six hours’ day and 
do not live in the hospital. It is nobody’s concern 
whether they are married or single, and if they 
become pregnant they get two months’ leave before 
the birth, and two months’ leave after it, on full pay. 
(Dr. Waterfield wondered whether the Russian 
arrangements would be of interest to the Government 
committee now about to inquire into the shortage of 
nurses in England.) | 

The research of which every hospital boasts does 
not always mean more, he thought, than the collec- 
tion of statistics, and at one of them a graph was 
proudly shown demonstrating how the. number of 
pages in the hospital’s annual report was increasing 
year by year. Nevertheless, research does play a 
large part in Soviet medicine and it is here perhaps 
that the State medical service shows to most advan- 
tage. Incidentally—a statement that recalls the 
British public’s idea of the Soviet Union—“‘ every 
patient in the hospital has to have a post-mortem, 


whether he likes it or not.” The research institutes, 


which are numerous, enormous, and finely equipped, 
are really first-rate; and in Russia the research 
worker is paid as much as anybody else. Medicine is 
now becoming a popular profession, and when Dr. 
Waterfield said that doctors have a five hours’ day, 
giving an average of five visits and twelve consulta- 
tions, his audience did not seem surprised at its 
opularity. He went on to explain, however, that a 
arge proportion of medical men and women work 
two five-hour days—a system which gives them more 
to live on and often enables them to qualify for a 
specialty. The pay is small, but there is a month’s 
holiday on full pay (or two months for the seniors) 
every year and a scheme is projected by which 
pensions will be payable after 25 years’ service 
whether one retires or not. 
_ Under the present régime in Russia a man or woman 
is fully entitled to make as much money as he can, 
provided he does not exploit others. He can own his 
house (though it must be a small one) and can even 
pass on money to his descendants. Abortion has 
now become as illegal in the Soviet Union as it is in 
Britain, and there are said to be 700,000 births a 
month; but contraceptive advice is freely available. 
Summarising his general impressions of Soviet 
society, Dr. Waterfield said he thought that the 
State regimentation of industrial life was excellent 
and practicable for Russia, which is large enough to 
be self-contained. Butin other countries, which had 
to compete with the outside world, it was inevitable 
that industry should seek to get..the most possible 
out of the workers. 


A SET OF HEARING-AIDS 


AMPLIVOX LTD. have submitted to us a new series 
of their valve-amplifier hearing-aids. There is no 
doubt that this type of aid has substantial advantages 
over the older microtelephone instruments. In the 
latter the amplification reaches a peak in the neigh- 
bourhood of 1000 cycles a second, and falls off rapidly 
on either side, so that the high-pitched sounds of 
speech are badly heard and the sibilants especially 
are indistinguishable ; the rapidity of response is also 
poor, so that words tend to run into each other. 
Valve aids give a far greater fidelity of response, and 
the curve of amplification can be varied to match 
the hearing-loss of individual patients. 


Messrs. Amplivox find that cases of deafness tend to 
fall into three main groups, corresponding to the position 


in the scale of their maximum hearing-loss, and they | 


have therefore devised a hearing-aid with a tone control 
that can be set at any of three positions to match the 
maximum loss of these three groups; their other instru- 


ments, which are not built with the three-position switch, 
are made up with the characteristic required for each 
case, 

A reduction in price of their two most popular instru- 
ments has been made possible by production in larger 
quantities. Model A, with two valves, has been reduced 
from 15 to 12 guineas; a carbon microphone is employed, 
but the background noise has been reduced by the use 
of. a special noise-reduction circuit. Model C has three 
stages of amplification, and employs a piezo-electric 
crystal microphone which makes it almost free from back- 
ground noise; it is very powerful and is recommended 
especially for distance work as at meetings and theatres ; 
its price is now 17, as against the former 18 guineas. 

The disadvantage of all valve aids, which deters many 
patients from their use in spite of their much greater 
efficiency, is their bulk, though this has been much reduced. 
by clever designing during the last two years. A new 
portable model, P 8, has been introduced, at a price of 
19 guineas, in which the crystal microphone and three 
midget valves are contained in a metal case, small and light 
enough to be slipped into the waistcoat pocket, while the 
battery case can be carried in a hip-pocket or a lady’s 
handbag. Another interesting new model, M 8, is of the 
‘‘all-mains type,” which is plugged into the electric 
supply, either A.C. or D.C., and should be suitable for 
office use ; its cost is £27 10s. 

An instrument intended to be helpful to deaf doctors 
will soon be available; it is a combination of valve- 
amplifier and stethoscope, and can be used as a hearing- 
aid as well as for auscultation. 


All the Amplivox instruments are of robust con- 
struction and well finished, and the electrical contacts 
are unusually large and strong; a dry battery or a 
chargeable accumulator may be used for the low- 


‘tension current. Trial for seven days before purchase 


is available at a charge of one shilling for each guinea 
of the purchase price. 


CANCER OF THE SKIN AND LOWER LIP 


THE prevalence of carcinoma of the exposed parts 
of the skin in localities where there is much sunshine 
has now been recognised, and at the eighth Australian 
Cancer Conference held at Canberra this was a 
principal subject for discussion (Med. J. Aust. 
August 7th, 1937, p. 218). Dr. E. H. Molesworth 
said he thought the most efficient and most economical 
way of treating small skin cancers, either squamous- 
cell or basal-cell, was by means of an X ray tube 
operating at 120-130 kv. rather than by means of 
radium plaques. The radium plaque to which he 
refers is no doubt the type that is placed in contact 
with the skin either with or without a filter. He did 
not discuss the use of filter radium at a distance, 
or in the form of an implant, but was concerned with 
the treatment of small lesions still confined to the 
tissue of origin, in particular the common cancer of 
the lower lip. In such cases he claims a cure-rate of 
nearly 100 per cent. 

The method consists in everting the lip and fixing 
it in this position by means of strapping and lead- 
rubber protection material. To the surface thus 
exposed he delivers the equivalent of two-thirds of 
the total X ray dose desired. The lip is then allowed 
to fall into the natural position, and a similar dose 
is delivered to the outer surface, allowing a margin 
of 0°5 to 1 cm. of healthy tissue according to the size 
of the growth. The total dose aimed at, allowing 
for the energy of the emerging beam, is 1250-1400 r 
at one sitting. The tube is of the ordinary type for 
medium therapy, operated at 120-130 kv., with a 
focal skin distance of 20 cm. and a filter of 1 mm. 
of aluminium. Molesworth quotes figures published 
by Belisario, who also used this method, and says 
that the two series include 250 cases treated with 
uniform success. 7 

The advantage claimed for the method is that the 
patient only has to attend for a single treatment— 
a point of great importance in a country where long 
distances have to be covered to reach hospital. Here 
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. İt compares favourably with the Chaoul method of 
fractionated dosage ; moreover, the plant used is not 
expensive and is easy to maintain, making the whole 
treatment cheaper. The usual question of the liability 
to secondary involvement of glands has been raised, 
but it is now generally accepted that the primary 
lesion should be treated by radiation, and there is no 
reason to suppose that a primary cure by medium 
X ray therapy is more likely to be followed by 
secondaries than a primary cure by radium. 

A method that combines efficiency with cheapness 
and convenience is always a good method, and it 
seems that provided only those lesions that may 
readily be included in a very small field are treated, 
this form of X ray irradiation might well replace 
some of the implants and moulds now in general 
use. That it should replace the use of contact 
plaques is not likely to be questioned. 


THE MEDICAL REGISTER 


ORDERS for the office edition of the Medical 
Register, 1938, published by the General Medical 
Council at 10s., post free, must be received, with a 
remittance, at the office of the Council (44, Hallam- 
street, London, W.1) not later than Dec. 31st. The 
office edition differs from the ordinary edition in that 
it does not contain reprints of the Medical and 
Dentists Acts and other preliminary matter, and is 
printed on more inexpensive paper and bound in 
boards. The Council also prepare monthly lists of 
names added to, and removed from, the Register, 
and particulars of conditions upon which copies of 
these lists may be made available can be had on 
application. 


PELLAGRA IN RUMANIA 


In a Paris thesis 
pellagra.in Italy, where the incidence fell from 9°97 
per cent. of hospital patients in 1880 to 0°42 in 1926, 
with pellagra in Rumania, where it has shown no 
sign of regression, and about 50,000 cases occur 
annually. It chiefly attacks adults between the ages 
of twenty and fifty and old persons, but is very rare 
in children, and infants appear to be completely 
immune. According to Babes 69 per cent. of the 
patients are females and a similar incidence was 
found in Flinker’s service at Cernaute where 250 
cases were under treatment. In Laxer’s view pre- 
vention of the disease depends on improvement of 
the material conditions of the rural population, 
especially as regards diet, and the consumption of 
deteriorated maize should be prohibited. 


‘NEW PREPARATIONS 


SEROGAN is a preparation of gonadotropic hormone 
obtained from the serum of pregnant mares. The 
manufacturers (British Drug Houses Ltd., Graham- 
street, London, N.1) state that its action is pre- 
dominantly follicle-stimulating, and they regard it as 
chiefly valuable in states arising from deficient 
secretion of the follicular hormone, cestrin. Serogan 
is a powder and is supplied in ampoules, together 
with ampoules of distilled water for solution. The 
content of each is given as 100 mouse units. 


EPHETONIN ComPositum lLiq.—Ephetonin is a 
synthetic substitute for natural ephedrine. The 
makers, E. Merck of Darmstadt (60, Welbeck-street, 
W.1), have now associated it, in equal quantities, 
with pyrazinecarboxylic acid -isopropylidenehydrazide, 
which is found experimentally to remove extra 
systoles in cardiac insufficiency, and increase the rate, 
tone, and output of the heart. The combined prepara- 
tion, known as Ephetonin Compositum Liq., is taken 
by mouth. It is to be regarded, the manufacturers 
say, ““ as a tonic for the entire cardiovascular system,” 
and they advise its use in the treatment of cardio- 
vascular insufficiency in infectious diseases (such as 
influenza, pneumonia, and diphtheria), in cases of low 
blood pressure, circulatory failure, and disturbances of 
_ conduction, and before and after operation on patients 
with an unduly labile circulation. l 
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SULPHANILAMIDE SPRAY CROOKES’.—In view of 
the antistreptococcal action of sulphanilamide, the 
Crookes Laboratories (Park Royal, N.W.10) have 
made up a solution of this substance for local appli- 
cation to mucous surfaces such as infected throats. 
They report good results from its trial in hospital, 
and suggest that the spray can usefully be employed 
as a prophylactic by nurses and others exposed to 
infection by hemolytic streptococci. It is applied 
without dilution and is described as non-poisonous, 


‘“ BELGRAVIA ” ANTISEPTIC, prepared by the Bel- 
gravia Chemical Manufacturing Co., Ltd. (Leyton- 
stone, E.11), contains an essential oil extracted 
Melaleuca alternifolia. 
It is claimed that this oil, besides being highly 
germicidal, has a solvent action and promotes rapid 
healing of infected wounds. Its use is recommended 
for many different purposes, since according to the 
makers it does not hurt the skin, does not corrode 
metals, and would do no harm if taken internally. 


Boots PuRE Drua Co., Lr. (Station -street, 
Nottingham), have sent us their booklets on Protamine 
Insulin (with Zinc) Suspension and on Ovarian 
Hormones in Clinical Practice, and their leafiets 
on Physostab (a gonadotropic hormone) and on 
Sulphanilamide. These may be had on application. 


TEETH IN TRISTAN DA CUNHA.—Our issue of 
Sept. llth contained an annotation describing a 
dental survey on the island of Tristan da Cunha 
which was reported in the British Dental Journal of 
July 15th. We stated that this survey, like the one 
made five years ago, was carried out by Surgeon 
Lieut.-Commander (D) W. E. A. Sampson ; but this 
was incorrect. The survey and the report were both 
the work of Surgeon Lieut.-Commander.(D) H. N. vV. 
Barnes, R.N. . 


Appointments 


CARTER, SIDNEY, M.D. Durh., B.Hy., D.P.H., Resident Medical 
Officer at the Halifax Isolation Hospital. 

CUBIE, ALEXANDER, M.B. Glasg., D.P.H., Resident Assistant 
Medical Officer in the tuberculosis section of the Birmingham 
Public Health Department. 

DICKSON, MURIEL G. H., M.R.C.S. Eng., D:P.H., Assistant 
Medical Officer of Health for Northamptonshire. 

GRIFFITHS, G. J., M.B. Lond., Hon. Assistant Physician to the 
Devonshire Royal Hospital, Buxton. 

LERMAN, L. H., M.R.C.S. Eng., D.A., Hon. Ansesthetist to the 
Connaught Hospital, London. 

MacGREGoR, MURDOCH, M.D. Glasg., D.P.H., D.L.O., De uty 
Sara ee of Health and Assistant Tuberculosis Officer 

or Exeter. 

ROUGHEAD, J. A., M.D. Glasg., D.P.H., Senior Assistant Medical 
Officer of Health for Northamptonshire. 

MALL, H. A. D., M.B.N.Z., Surgical Registrar to the Hospital 
for Sick Children, Great Ormond-street. 

*SMITH, R. H., F.R.C.S., D.L.O., Consultant Aurist to the 
Crumpsall Hospital, Manchester. 

SYKES, W. S., M.B. Camb., D.P.H., D.A., Hon. Anæsthetist to 
the Leeds Maternity Hos ital. 

WRIGHT, H. W. S., M.S. Lond. F.R.C.S. Eng., Hon. Surgeon 

to the Hôpital ot Dispensaire Frañçais, London. 


Golden-square Throat, Nose, and Ear Hospital.—The following 
appointments are announced :— 
BROAD, JAMES, M.B.Camb., Clinical Assistant ; 
COSIN, LIONEL, F.R.C.S. Eng., Clinical Assistant ; 
Dimond, J. L., F.R.C.S. Edin., Clinical Assistant ; 
KANDER, H. E., L.R.C.P., Clinical Assistant ; and 
CopE, J. W., B.Chir. Camb., Registrar. 


Royal Free Hospital.— The following ` appointments are 
announced :— 
GOLDMAN, V. A., L.R.C.P. Lond., D.A., Anesthetic Registrar ; 
PLAYFAIR, BESSIE, M.D. St. And., Assistant Medical] Officer in 
the V.D. Department: an 
BicBY, MARY A. M., M.B. Lond., Third Assistant in the 
Obstetrical and Gynecological Unit. 


Beckett Hospital and T Onmeda, Barnsley.—The following 
L.R.C.P. Edin., Resident Surgical Officer ; 


COLEMAN, P. N -- M.B. Birm., Casualty Officer: and 
BRipcgs, B. B., M.R.O.S. Eng., House Physician. 


Cert; Surgeon under the Factory and Worksho : 
Dg - H. ELLIOTT (St. David’s District, Pembroke}. oe 


* Subject to confirmation. 
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(STREPTOCIDE) 


By LEONARD COLEBROOK, M.B., B.S. Lond. 
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ANTHONY W. Purvis, M.B., F.R.F.P.S. Glasg., 
M.C.0.G. 


ASSISTANT IN THE DEPARTMENT OF OBSTETRIOS AND 
GYNZAICOLOGY, BRITISH POSTGRADUATE MEDICAL SCHOOL ; 
LATE RESIDENT MEDICAL OFFICER AT THE ISOLATION 
BLOCK, QUEEN CHARLOTTE’S HOSPITAL, LONDON 


And the Members of the 
HONORARY STAFF OF QUEEN CHARLOTTE’S HOSPITAL 
(Concluded from p. 1242) 


Discussion 


A NUMBER of interesting questions arise in 
connexion with the clinical results reported last 
week. We shall discuss only a few of them. 


IS THE HIGH RECOVERY-RATE DUE TO 
CHEMOTHERAPEUSIS ? 


How far are we justified in attributing the high 
recovery-rate in this series of cases (and in the series 
previously treated by sulphamido-chrysoidine and 
P.S.) to the chemotherapeutic agents employed ? 
Although this question was discussed at some length 
in our report dealing with the red dyes (1936b) its 
importance justifies sonie further comment. 

Our experience of puerperal infections by the 


clinical results observed since the beginning of 1936 
have been very much better than those obtained 
before that time. The improvement has shown 
itself in the greatly diminished death-rate, in the more 
rapid decline of pyrexia, and in the much lower 
incidence of parametritis and pelvic cellulitis. The 
beginning of this period of improved results coincided 
with the introduction of the new remedies. But there 
is also some evidence—not conclusive, we think— 
that the puerperal infections by hemolytic strepto- 
cocci have been on the average a little less severe 
during the same period. As Gibberd (1937) expressed 
it there has been somewhat less tendency for the 
infections to assume an “invasive character ”—i.e., 
to extend beyond the genital tract tissues by the 
blood stream or the general peritoneal cavity. In 
Gibberd’s opinion it was almost impossible, in view 
of this diminished invasiveness of the streptococcus, 
to arrive at any decision as to the parts played 
respectively by that fortuitous change in the disease 
process and by the new chemotherapeutic remedies. 
That conclusion seemed to us so important that we 
re-examined our data from a new angle—determining 
the mortality-rates among all the cases in which 
there was unmistakable evidence of “invasiveness.” 
Such evidence was considered to be present in cases 
having hemolytic streptococci in the blood stream 
(positive blood culture}—with or without signs of 
generalised peritonitis in addition. We do not con- 
tend that the segregation of “invasive cases ” by this 
-. 5962 si 


criterion gives us data entirely satisfactory for 
statistical analysis, but they seem to us good enough 
for the detection of big effects—and probably the 
best that we can obtain from human puerperal fever. 
The figures and mortality-rates (for which we are 
indebted to our colleague R. M. Fry) are shown in 
Table III. It will be seen that among the 22 septi- 
cæmic cases treated by the red dyes and sulphanil- 


amide, although they were “invasive cases,” the 


death-rate has been very much lower than among the 
cases in the same category observed during the years 
1932-35. This suggests, we think, that the reduction 
in case-mortality (among these cases at any rate) 
has been effected more by the treatment employed 
than by lack of invasiveness of the streptococci. 

We would submit, further, that if it cannot be 
stated with certainty at present that the drugs in 
question have played an important part in the control 
of the infection in our puerperal cases, we are never- 
theless justified in regarding that conclusion as 
highly probable if we take into account not only the 
clinical data here presented but also certain collateral 
evidence. The collateral evidence we have in mind 
is of three kinds :— | 


(1) The fact—now demonstrated:in many laboratories 
all over the world—that these drugs, sulphamido- 
chrysoidine, P.S., and sulphanilamide, are certainly able 
to control experimental infections by hemolytic strepto- 
cocci in laboratory animals—viz., mice, rats, and rabbits— 
not only when given at the same time and by the same 
route as the infecting streptococci but when given by a 


TABLE III 


DEATH-RATE FOR ALL BLOOD-POSITIVE OASES (HAZ MOLYTIO 
STREPTOCOCCI!) WITH OR WITHOUT GENERALISED 


PERITONITIS 
Year Cases. | Deaths. Tete leas 
1932 .. o ai 14 13 93 
1933 .. T ss 24 18 75 
1934 26 15 58 
1935 .. 18 12 67 
Totals 82 58 Aver. ‘71 

1936 and first* quarter of 

1937 (Prontosil and sulph- 
anilamide treatment) +. 22 6 27°3 


*The cases for 1936 and first quarter of 1937 only were 
choron because Gibberd’s analysis (1937) had dealt with that 
period. 


different route (including the oral) and after an interval 
of some hours. 

(2) The fact that a curative effect in human beings has 
been demonstrated beyond all reasonable doubt in two 
distinct classes of infection by hæmolytic streptococci : 
(a) in acute meningitis (proven by'culture from the cerebro- 
spinal fluid) ; and (b) in certain extremely chronic infections 
of subcutaneous tissue and of bone which had previously 
proved resistant to all therapeutic measures. The evidence 
with regard to meningitis is that whereas before the 
introduction of sulphamido-chrysoidine recovery was a rare 
event—Gray (1935) has computed it at 3 per cent. ; he was 
able to find only 66 recoveries in all the literature since 
1901—there have been no less than 26 recoveries reported 
during the past few months. 27 30 1 16 2118 33 7 36 19 30 23334 
Another case in the care of L. N. Silverthorne of 
Toronto was seen by one of us (L. C.) but has not yet been 
reported. The evidence with regard to chronic infections 
consists only of a few isolated cases, but in these the 
immediate response to treatment by sulphanilamide after 
years of suppuration was so dramatic that it was almost 

z 
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impossible to resist the conclusion that the drug was 
directly responsible for their recovery. _ 


P These cases comprise the one already reported by us 
(Purdie and Fry 1937) of chronic infection of the 
skin and subcutaneous tissues which had refused 
to heal for three years following puerperal sepsis 
but healed completely within six weeks under treat- 
ment by sulphanilamide ; and another case of very 
extensive suppuration (not puerperal in origin) 
involving cellular and bony tissues of the pelvis, 
with many sinuses which had persisted for several 
years. One of us (L. C.) was privileged to see this case 
in New York by the courtesy of Dr. Hugh Auchinch- 
loss, but it has not yet been reported. The patient’s 


rapid recovery under treatment by sulphanilamide © 


was very remarkable; and it is perhaps worthy of 
note that the chronicity of the lesions did not interfere 
with the curative influence of the drug. 


(3) The fact that the blood of patients under treat- 
ment by sulphanilamide (and to a smaller extent by the 
red dyes) acquires a very greatly enhanced power of killing 
hemolytic streptococci, even when these are of high 
mouse virulence. This observation, first reported by 
one of us (L. C.) with Buttle and O’Meara (1936), has since 
been confirmed many times by our colleague E. D. Hoare. 
Although we do not know that this greatly increased 
capacity to kill the streptococci is a sine qua non for the 
checking of the infective process there can be little doubt 
that, when present, it must assist the checking. 


. To sum up, while we admit that a diminished 
severity of the infective process may have been in 
part responsible for the satisfactory results observed 
in these 100 cases, there seems to us very little doubt 
that the treatment by sulphanilamide has also played 
an important part. To make an even approximate 
estimate of the proportionate influence of these two 
factors would be worthless. There is, in our view, 
abundant support for the continued use of sulphanil- 
amide or sulphamido-chrysoidine and P.S. in puerperal 
infections by hemolytic streptococci, but not for 
their use in similar infections due to other organisms 
(apart from the B. coli infections of the urinary tract). 
In order to avoid the prolonged administration of these 
drugs to unsuitable cases, with risk of toxic effects, 
we would again urge the importance of a bacterio- 


logical examination of a vaginal swab taken as early 


as possible from every case of puerperal pyrexia. 


THE RELATIVE EFFICACY OF SULPHANILAMIDE AND 
SULPHAMIDO-CHRYSOIDINE AND P.S. 


Is sulphanilamide more or less effective than 
sulphamido-chrysoidine and P.S. in the treatment 
of human puerperal infections—and, if so, why ? 
The clinical evidence here presented seems to suggest 
that sulphanilamide (as we have used it) has given 
slightly. less satisfactory results than the treatment 
by the red dyes (combined oral and intramuscular). 
Although the proportion of very severe cases has been 
somewhat smaller in the present series the death- 
rate has been a little higher, the fall of temperature 
has often not been quite so dramatic, and a secondary 
rise has occurred rather more frequently. Para- 
metritis of a mild type also occurred in a few cases, 
whereas it was not noticed in the prontosil series. 
It seems to us more probable that these differences 
indicate a slightly greater curative effect of the red 
dyes (in combination) than that they were due to 
fortuitous circumstances. Until we know more about 
the mode of action of these substances it is scarcely 
profitable to speculate why this should beso. Wedo 
not yet know whether the curative effect is closely 
related to the concentration of sulphanilamide in the 
patient’s blood and tissues. Nor do we know whether 
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the portion of the sulphamido-chrysoidine molecule 
which is not converted into sulphanilamide in the 
body plays any part in the curative process. The 
investigation of these problems is proceeding. Mean- 
while, from the strictly practical point of view, it 
would seem desirable, when confronted with a very 
severe infection, to employ the intensive combined 
treatment by the red dyes (for dosage see Colebrook, 
Kenny, et al. 1936b) ; while for the less severe (and 
more usual) cases treatment by sulphanilamide by 
mouth alone would seem to be adequate and less 
expensive. 


OPTIMUM DOSAGE OF SULPHANILAMIDE 


We are unable to speak of dosage with great 
assurance, The prompt remission of pyrexia in 
most of our cases of average severity leads us to 
think that the doses we have used have been approxi- 
mately optimal. Possibly the febrile disturbances 
after the cessation of treatment would have occurred 
less frequently if we had employed slightly larger 
doses. In this connexion it should be borne in mind 
that absorption of the drug from the alimentary 
canal—and also its elimination—may vary consider- 
ably in different persons. Dr. Fuller has indeed 
found some evidence of such variation but further 
data must be obtained before any general state- 
ment can be made with regard to it. 


For the present, in view of the fact that a large 
number of patients are liable to develop met- or suph- 
hemoglobinemia—and a smaller number other toxic 
disturbances—we do not feel that the large doses 
employed by Foulis and Barr (1937) are either 
necessary or desirable for the treatment of infections 
of average severity. The problem is more difficult 
when we are confronted with a very severe infection, 
involving an obvious threat to the patient’s life. 
Is any advantage gained in such circumstances 
by the use of large doses? or is there any risk of 
doing harm by them? The facts at our disposal are © 
as follows :— 


(a) In experimental animals with a severe infection, 
provided that we avoid doses which give rise to toxic 
symptoms, large doses of sulphanilamide are usually 
more effective than small doses—e.g., while repeated 
doses of 2:5 to 5 mg. will save the majority of mice infected 
with 10-100 M.L.D., larger doses, 10 to 20 mg. repeated, 
will be necessary to save the majority of mice infected 
with -1000-10,000 M.L.D. ; 

(b) Large doses—12 to 15 grammes per diem for a few 
days—have been well tolerated by our most severe cases. 
They have not shown more tendency to produce met- 
or sulph-hemoglobinemia than do smaller doses—nor 
have they provoked more serious toxic effects. 

(c) Broadly speaking, the concentration of sulphanil- 
amide in the blood (and urine) has varied with the dose 
given, suggesting that there has not been difficulty in 
absorbing the larger doses (12 to 16 grammes per diem). 


The blood concentration in 20 patients receiving 
3 to 6 g. per diem was usually between 1 in 60,000 
and 1 in 20,000: in patients receiving 8 to 12 g. 
daily concentrations of 1 in 15,000 to 1 in 7000 have 
been reached. (We have not sufficieht data at present 
to say whether the bactericidal power of the blood 
for streptococcus increases pari passu with the 
concentration of sulphanilamide—or what concentra- 
tion gives the optimal bactericidal power.) 

To sum up, pending a decision as to whether the 
curative effect is dependent chiefly upon the con- 
centration of sulphanilamide in the patient’s blood 
and tissues (which may, for the time being, be taken 
as probable), it would seem advisable to use large 
doses, 8 to 15 g. daily for a few days in the very 
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severe infections, and to reduce the quantity if there 
appears to be any adverse effect ; in any case to reduce 
it as sobn as there is definite clinical improvement: 


R AGAINST WHAT MICRO-ORGANISMS IS SULPHANIL- 
AMIDE THERAPY EFFECTIVE ? 


Is sulphanilamide therapy effective (a) only against 
some of the serological types of group A hemolytic 
streptococci; (b) against hemolytic streptococci belong- 
ing to groups other than A; (c) against the micro- 
organisms, other than hemolytic streptococci, which 
cause puerperal sepsis ? 

(a) It has sometimes been suggested that failure 
to control a hemolytic streptococcus infection might 
be due to the insusceptibility of the infecting strain 
to the action of the drug. 


Buttle, Gray, and Stephenson (1936) reported the protec - 
tion of mice infected with five different ‘‘ Griffith ” types 
and one other strain whose type had not been determined. 
We understand that they did not encounter any mouse- 
virulent strain which was uninfluenced by the drug. 

Supplementing this evidence we have determined the 
serological type of strains from a number of our cases— 
some of them clinically successful and others in which 
treatment was not successful. Fifteen strains from the 
conspicuously successful cases fell into 7 different serological 
types, and fifteen from the unsuccessful cases into 8 
different types. Type 11 was represented six times in the 
successful groups, and five times in the unsuccessful. 

e 27 was represented three times in the successful 
and twice in the unsuccessful group. Type 4 occurred 
once in each group. 


So far as our own results go, therefore, and the 
evidence from experimental animals, there is at 
present no support for the idea that only some sero- 


logical types or strains of group A are susceptible to 


sulphanilamide. 
(b) The evidence with regard to hemolytic 
streptococci of groups other than A is very scanty. 
A satisfactory curative effect in experimental infections 
of mice has been obtained both at Queen Charlotte’s and 
in other laboratories, with at ad one strain of hamolytic 
streptococci belonging to group B (the “ Aronson-Neufeld ” 


strain, usually referred to in America as 0.90); but it - 


cannot be assumed that a similar degree of curative effect 
will be obtained with other group B strains. i 

With one group C strain (S.34) we have obtained only a 
slight protective effect in mice. | 

With group G strains, we have been unable, so far, to 
increase the virulence for mice sufficiently to allow of 
satisfactory therapeutic trials of the drug. We are proceed- 
ing with this, and with the further investigation of the other 
groups. 

Clinical trials of sulphanilamide in puerperal 
infections by streptococci of groups B, C, and G 
have been too few to allow of any conclusion, or even 
a definite impression. The results obtained in mice, 
although admittedly very incomplete at present, 
seem to warrant further trial in human infections 
‘by the streptococci of these three groups ; and, since 
cases of this kind are not common, it is to be hoped 
that the outcome of such trials, whether favourable 
or unfavourable, will be reported. | 


With regard to infections by hemolytic strepto- 


cocci of groups D, E, F, &c., we know of no evidence 
bearing upon their susceptibility to the action of 
sulphanilamide. In group D (‘‘ hemolytic entero- 
coccus ”), however, it has been our experience, like 
that of other observers (Bliss and Long 1937, Kenny 
et al. 1937, Helmholz 1937) that infections of the 
urinary tract are uninfluenced by the drug. 

(c) So far as we are aware, no systematic investiga- 
tion has yet been made (nor perhaps can be made) 
into the curative value of sulphanilamide (or 
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sulphamido-chrysoidine and P.S.) in experimental 
infections of laboratory animals by the strictly 
anaerobic streptococci, Bacillus coli, Streptococcus — 
viridans, or the non-hemolytic, aerobic streptococci. 
Our clinical experience of genital tract infections by 
these organisms has not been sufficient to indicate 
whether or no sulphanilamide or the red dyes have 
any value in these conditions. Up to the present 
we have seen no striking curative effect. (The 
special question of B. coli infections in puerperal 
cystitis and pyelitis is reserved for consideration in 
a further report.) a 
Our experience of staphylococcal infections (see 
above) has been sufficiently favourable to warrant 
further trial in such cases until a compound is 
available which shows a better curative value in 


experimental! infections. 


Summary 


1. 106 cases of puerperal sepsis have been treated 
by sulphanilamide—usually by mouth alone: 100 
of them were infected by hemolytic streptococci 
(92 belonging to group A Lancefield) ; 3 were infected 
by anaerobic streptococci ; 3 by staphylococci. 

2. The clinical course of the 100 cases infected by 
hemolytic streptococci has been on the whole similar 
to that of the 64 cases previously treated by 
sulphamido-chrysoidine and P.S. (1936b), although 
resolution of the infective process has seemed a little 
less spectacular. The average stay in hospital has 
been 19-7 days as compared with 31-3 days in 1935. 

3. There were eight deaths among the 100 cases * 
but only three of them can be regarded as deaths 
from straightforward sepsis in patients who lived 
long enough for chemotherapy to have a fair trial. 
The mortality-rate for all cases (199) infected by 
hemolytic streptococci since the beginning of 1936 
(when treatment by sulphamido-chrysoidine and P.S. 
was begun) has been 5-5 per cent. as compared with 


the average of 22-8 per cent. for the preceding five 


years. The significance of this change is discussed. 

4. “ Drug fever ’’ was suspected in several instances. 

5. Some degree of cyanosis developed in 58 cases 
and was usually associated with met- and sulph- 
hzemoglobinemia. | 

6. Other toxic manifestations of the drug observed 
much less frequently have included prostration, 
paresthesia, headache, visual disturbances, and joint 
pains. No generalised rashes have developed. 


We wish to acknowledge the very valuable coöperation 
of Dr. Alice Woodhead who was in charge of some of the 
patients while resident medical officer at the Isolation 
Block ; and of Sisters P. M. Burn and A. Parry throughout 
the investigation. 
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LOCALISED DISEASE OF THE 
POPLITEAL ARTERY 


By A. M. Boyp, M.B. Lond., F.R.C.S. Eng. 


FIRST ASSISTANT TO THE SURGIOAL PROFESSORIAL UNIT, 
ST. BARTHOLOMEW’S HOSPITAL, LONDON 


(WITH ILLUSTRATIONS ON PLATE) 


DIREcT visualisation of the blood-vessels by the 
injection of opaque contrast media can now be 
regarded as an established diagnostic measure. As 
a means of studying the pathological anatomy of 
peripheral vascular disease arteriography is of great 
importance, revealing the early stages of disease 
previously unrecognised. In a previous paper (Boyd 
1937) the value of these investigations in the recog- 
‘nition of thrombosis of the popliteal and femoral 
arteries was stressed and the possibilities of surgical 
relief were outlined. 

Routine arteriography in early arterial disease 
‘during the last few years has clarified the indications 
for this investigation, and correlation of the symptoms 
with the radiological picture has enabled us to 
recognise clinically certain syndromes, the patho- 
logical bases of which in the past have been merely 
speculative. 

The classic symptom of intermittent claudication 
is known to be due to insufficient blood-supply to 


the muscles during exercise. While this fact is well 


known it is not generally recognised that in the 
absence of other symptoms and of calcification of 
the vessels as revealed by X ray examination, the 
underlying arterial condition is often thrombosis of 
the popliteal and femoral vessels. 
moreover, that thrombosis occurs as a complication 
of an inflammatory or degenerative process in the 
arterial wall, and that the earliest site of disease is 
in the segment of the popliteal artery that lies at the 
level of the condyles of the femur. 

The consequences of this lesion of the popliteal 
artery give rise to two distinct clinical pictures with 
different pathological bases. Most commonly the 
disease process gradually narrows the vessel until 
stasis and clotting occurs, the consecutive clot extend- 
ing upwards as far as the origin of the anastomotica 
magna artery. Occasionally, however, thrombosis 
does not occur, the diseased segment remaining 
patent and leading to a very different train of events. 

This paper is based upon four cases of the latter 
variety of localised disease of the popliteal artery 
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investigated in the wards of the surgical professorial 
unit, St. Bartholomew’s Hospital. 


CLINICAL RECORDS 


Our attention was drawn to the importance 
of localised disease of the popliteal artery by the 
following case. 


Cask 1.—A man, aged 41, was admitted to hospital in 
June, 1935, with a history of attacks of phlebitis in both 
legs extending over some years and a painful ulcer on the 
dorsum of the right foot in the cleft between the 4th and 
5th toes, which had remained unhealed for one a 
Exercise increased the pain, which spread into the calf 
muscles after walking for 4 minutes. 

On examination the limb was normal in appearance 
except for the distal part of the foot and toes, which were 
slightly cyanosed, and the presence of an ulcer $ in. in 
diameter on the dorsum of the foot between the 4th and 
5th toes. There were well-marked postural colour changes. 
Femoral, popliteal, and dorsalis pedis pulses were present, 
but the posterior tibial pulse could not be felt. The Wasser- 
mann reaction was negative ; blood pressure 168/118 mm. 
Hg. Temperature tests under spinal anssthesia showed 
normal response on the left side but no rise in the affected 
foot. 

Artertography of the popliteal region showed localised 
narrowing and irregularity of the lumen over 14 in. of 
the popliteal artery at the level of the condyles of the 
femur (Fig. I on Plate). 

Operation.—Thrombo-angiitis obliterans was diagnosed 
and was treated by lumbar ganglionectomy. The post- 
operative course was uneventful and the limb became 
warmer and the toes a better colour than before operation. 

Progress.—A few days after leaving hospital the patient 
experienced great pain in his 5th toe which became 
pale and cold, and a day or two later black. He was 
readmitted with gangrene of the 5th toe and the limb 
was amputated through the thigh. 

Pathology.—The external appearance of the popliteal 
artery was normal, the narrowing seen in the arteriogram 
being probably partly due to spasm. The lumen was 
filled with soft recent clot of a few days’ duration. The 
diseased segment was narrowed by internal thickening, 
and by adherent mural clots of longer duration which 
were partly organised. Histologically the. vessel wall 
showed the fatty changes characteristic of atheroma. 


Reviewing the case afterwards it occurred to us 
that the sudden vascular accident that precipitated 
gangrene in the toe might have been embolism by a 
detached fragment of mural clot or atheromatous 
material from the diseased segment of the artery. 
The vessels of the foot showed the typical changes of 
thrombo-angiitis obliterans and were much narrowed, 
so that the impaction of a small clot might easily 
have finally cut off the blood-supply of a toe that 
was already in a precarious condition. It was also 
possible that spasm of the diseased segment might 
impair the blood-supply of the toe to such an extent 
that gangrene would occur. 

Physical signs depend upon the extent of the 
disease in the other vessels. Pulsation was present 
in femoral and popliteal arteries in all cases, but. 
either the dorsalis pedis or posterior tibial, and 
in one case both, were impalpable. Arteriography is 
the only means of accurate diagnosis. The findings 
are constant. There is localised narrowing and 
irregularity of the lumen in the segment of the 
popliteal artery that lies at the level of the condyles 
of the femur. This segment is the least supported 
part of the vessel and is subject to constant strain 
with movements of the knee, which no doubt accounts 
for the localisation of disease to this segment. 

CasE 2.—A man, aged 55, was admitted in August, 1988. 

History.— August, 1930: began to have pain in left 
foot, 2nd toe became painful, ulcerated, healed slowly. 
June, 1931: severe pain in 4th toe, ulcerated, healed 
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slowly. September, 1931: similar pain in 3rd toe, 
became bluish-black, gradually recovered. August, 
1933: sudden pain in 4th toe, became discoloured and 
ulcerated. 

On admission.—Healthy man; blood pressure 210/158 
mm. Hg. Wassermann reaction negative. Urine natural. 
Right leg normal. Left leg: distal part of foot and toes 
slightly cyanosed, ulcer on dorsum of 4th toe; femoral, 
popliteal, and dorsalis pedis pulses palpable, posterior 
tibial not felt. 

The 4th toe was amputated and wound healed by first 
intention. 

Progress.— Patient had no further trouble until Novem- 
ber, 1936, when he was seized with pain in the 3rd toe 
which ulcerated and became black at the extremity. On 
readmission the clinical condition was unaltered except 
for the 3rd toe which was gangrenous. 

Arteriography showed extensive disease of the popliteal 
artery and similar atheromatous patches in the femoral 
artery of more recent origin (Fig. II). 


CasE 3.—A man, aged 34, was admitted in January, 


1936. 

History.— January, 1934: noticed that left shoe felt 
tight at the end of the day. January, 1935: gradual 
onset of intermittent claudication in the sole of the left 
foot after walking 100 yards, noticed his big toe white 
and numb; similar condition spread to 4th and 5th toes. 
August, 1935: while sitting watching a cricket match, 
sudden severe pain in foot, scarcely able to limp home, 
gradually diminished in the course of the next 24 hours. 


He had several similar attacks of severe cramping pain in — 


foot spreading up to the lower third of leg relieved by 
vigorous massage of the popliteal region. September, 
1935: intolerable pain outer side of foot and little toe. 
October, 1935: wife cut outer side of foot while paring 
some hard skin, ulcer formed which failed to heal. 

On admission.—Healthy looking man. Wassermann 
reaction negative. Right foot normal. Left foot: colour 


normal, ulcer $ in. in diameter on dorsum of foot at base | 


of 4th and th toes. Femoral and popliteal pulses 
palpable, dorsalis pedis and posterior tibial not felt on 
affected side. 

Arteriography showed a localised area of disease in the 
popliteal artery and thrombosis of anterior and posterior 
tibial arteries below a point in the lower third of the leg. 
The plantar arteries were much narrowed. 


Case 4.—Man, aged 36, admitted in February, 1936. 

History.—March, 1935: left foot began to get painful, 
specially in the region of the 5th toe. June, 1935: pain 
became so severe that he had to give up work; he noticed 
his toe became white. January, 1936: pain spread to 
dorsum of foot and leg, present even while resting, all 
his toes felt cold and numb; pain became more severe in 
5th toe, which became black and gangrenous. 

Past history.—Attack of phlebitis for last 5 years. 

On admission.—Ill looking man. Wassermann reaction 
negative. Right limb normal. Left limb: thrombosed 
saphenous vein palpable, foot swollen and pale, 5th toe 
black and gangrenous. All the pulses were present in the 
right leg, on the left side only the femoral and popliteal 
pulses could be felt. 

Arteriography showed localised disease in popliteal 
artery. 


The histories and the arteriographic findings in 
these four cases are so much alike that the condition 
appears to be a clinical entity which as far as we know 
has not been described hitherto. In each case there 
has been obliterative disease of the vessels in the foot 
gradually spreading up the limb. It seems reason- 
able to suppose that any further diminution in the 
blood-supply either by spasm of the diseased segment 
of the popliteal artery or by embolism of an already 
narrowed vessel might precipitate gangrene. The 
possibility of spasm of the popliteal artery was 
suggested by the history in Case 3, in which several 
attacks of severe cramping pain in the foot were 
relieved by vigorous massage of the popliteal fossa. 
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Localised Disease of Popliteal Artery 
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DISCUSSION 


It is difficult to understand the natural history of 
atheroma of the popliteal artery. It has been defi- 
nitely established that atheroma most commonly 
begins in the segment of the artery lying at the level 
of the condyles of the femur. The subsequent course 
of events would appear to be either (1) there is throm- 
bosis of the vessel; or (2) the segment remains 
patent and becomes a source of emboli. 

Thrombosis of the popliteal artery is a common 
occurrence. In 27 cases of arterial disease investi- 
gated, thrombosis of this vessel was found in 12. 
The only symptom in an uncomplicated block is 
intermittent claudication in the calf muscles, which 
is of gradual onset. In all cases where rest pain in 
the foot or ulceration was present disease of the 
distal vessels was found. Occasionally there is a 
history of slight numbness or coldness of the foot 
on the affected side, but it is never marked and is 
usually only elicited in response to a leading question. 
These distal symptoms are probably produced by 
such spasm of the peripheral vessels as may result 
from irritation of the vasoconstrictor nerves in the 
wall of the thrombosed segment (Leriche 1937). 
Leriche’s hypothesis is supported by the results of 
excision of the thrombosed segment, an opera- 
tion which in our experience has always led to 
demonstrable improvement of the circulation in 
the periphery of the limb. 

The gradual onset of intermittent claudication 
and the absence of the dramatic features of embolism 
of the popliteal artery indicate that the occluding 
process is a gradual one, allowing time for the develop- 
ment of a collateral circulation.. The arteriographic 
differences seen in embolism and gradual thrombosis 
are striking. In the former there is a normal col- 
lateral circulation, whereas in the latter sheaves of 
tortuous dilated anastomotic vessels are the charac- 
teristic feature (Fig. IIT). 

The riddle of why the diseased vessel sometimes 
thromboses and sometimes remains patent might be 
solved by a study of the morbid anatomy of the 
artery. Specimens are very difficult to obtain 
because thrombosis so seldom leads to extreme 
circulatory insufficiency demanding amputation. 
Thrombosed segments excised at operation are of 
little value, only showing organised clot filling up 
the lumen of a comparatively healthy vessel. In the 
5 cases in which arterectomy has been performed, 
arteriography showed that division of the healthy 
vessel beyond the distal end of the thrombosed seg- 
ment would have injured valuable collateral vessels.’ 
Up till now therefore we have not had the 
opportunity for complete study of the thrombosed 
artery. 
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The segment remains patent—We have yet to 
explain why the clinical picture of popliteal throm- 
bosis should be so different from the state of the 
limb when the diseased segment of the artery remains 
patent. How is it that the condition of the tissues 
distal to a complete block is better than that accom- 
panying localised disease, which would appear to be 
an earlier stage of the same process ? 

Two out of the 4 cases of localised disease came 
to amputation (Cases ] and 4). In both the diseased 
segment showed gross atheromatous changes in the 
vessel wall. Examination of the remaining vessels 
of the limb showed the typical changes of thrombo- 
angiitis obliterans. The existence of the two diseases 
in the same patient is not uncommon. Buerger (1924) 
has shown that patients with thrombo-angiitis seem 
to have a “vascular mediocrity ” which predisposes 
them to early degenerative arterial changes. Three 
out of the 4 cases were typical instances of thrombo- 
angiitis obliterans of the distal type, which affects 
principally the smaller vessels of the calibre of the 
plantar arteries and gradually spreads up the limb. 
In the fourth case there was clinical evidence of well- 
established arterio-sclerosis in the vessels of the foot. 


The apparent discrepancy between the two syn- — 


dromes of localised atheroma with thrombosis but 
no gangrene, and localised atheroma without throm- 
bosis but with sudden onset of gangrene of a toe can 
be explained in the following way. Atheroma begins 
in the popliteal artery for the reasons given earlier 
in this paper. The narrowing thus produced, and 
possibly increased by spasm, leads to insufficient 
arterial supply to the calf muscles during exercise 
and gives rise to intermittent claudication. As the 
disease advances the calibre of the artery becomes 
progressively narrower and the collateral circulation 
hypertrophies. Thus when thrombosis takes place 
there are adequate vessels to maintain the circulation 
except when the additional strain of .exercise is 
imposed. During the period when the artery is still 
patent the separation of small emboli or attacks of 
spasm are unlikely to cause distal gangrene if the 
= vessels of the foot are healthy. If, however, there 
is already distal disease any further diminution of 
the blood-supply will precipitate gangrene. 


SUMMARY | 


Four cases of localised disease of the popliteal 
artery are recorded. In all of them sudden gangrene 
supervened. 


The hypothesis is put forward that the gangrene 
was the result of embolism of the diseased and 
narrowed vessels from detachment of mural clot or 
atheromatous material from the diseased area in the 
popliteal artery. 


As an alternative explanation it seems possible that 
localised spasm of the diseased vessel might further 
impair the nutrition of the already ill-nourished toes 
and precipitate gangrene. 
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MILLER GENERAL HOSPITAL, GREENWICH.—Tenders 
* have been provisionally accepted by this hospital for 
the erection of a new out-patient department which will 
cost £41,000 exclusive of equipment. Mr. Sydney Harvey 
has given 5000 guineas towards the provision of a 
fracture clinic. 
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THE use of pneumatic machines in industry has 
extended considerably in recent years, especially in 
the ship-building, locomotive engineering, and certain 
other trades. They have been of great value for 
drilling. and riveting, the energy being supplied by 
compressed air and the machine being applied by 
hand power. A certain number of workers who 
operate these tools have always complained that 
their use caused what was described as “ dead hand ” 
—attacks of blanching and numbness in the fingers 
with loss of power. 

As early as 1925 Bridge and Middleton examined a 
group of masons who had been complaining of this 
phenomenon, and concluded that there certainly was 
a degree of transitory disability produced in the 
men’s hands, due to two features acting together— 
namely, pressure of the tool impeding the circulation 
of the fingers, and the action of cold produced by the 
escape of cold air on the fingers. At the same time 
there was not sufficient evidence to show that per- 
manent injury was likely to follow. Middleton (1930) 
later investigated groups of workers in the boot-and- 
shoe industry using ‘‘pounding-up’”’ machines and 
came to similar conclusions with the additional 
observation that their condition did. not appear to 
depend on the vibration produced by the machine, 
except in so far as it called upon an excess of static 
resistance in opposing the tendency to displacement 
of the object and this depended on the amplitude 
of the hammer blows and. not on their frequency. 

Loriga (1929) inquired extensively into the 
occurrence of “dead hand” and gave a list of 
recommendations for its prevention. In spite of 
strict rules, however, the use of pneumatic machines is 
associated with a considerable incidence of symptoms. 


SYMPTOMS AND SIGNS 


The workers complain of blanching of the fingers and 
loss of sensation and power. It is found that with 
one type of machine these symptoms occur after the 
man has been using the tool for about two years. 
The onset is gradual and is more noticeable in the 
cold weather; later the condition is fairly constant 
and is noticed whenever the hands are exposed or 
allowed to cool, The common finding is a blanching 
or cyanosis of the fingers, usually symmetrical. If 
this lasts for twenty minutes or longer the finger 
tips become anesthetic and a very real disability is 
produced, in that the man has no power to carry out 
fine movements with his hands, He is unable to 
carry out the necessities of dressing and has to be 
assisted in putting on his collar and tie. It has 
been noticed that during an attack of blanching a 
cut on the fingers gives rise to no bleeding. Seyring 
(1930) reported the liability to this condition of 
“ dead fingers,” claiming that 4 per cent. suffered 
within two years of commencing work, 48 per cent. 
within a duration of between two to three years, and 
55 per cent. between three and ten years. 
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Hunt (1936) examined seven pneumatic drill 
operators, and in an admirable paper shows that 
when their hands are cold these men exhibit a typical 
Raynaud’s phenomenon. : 

I have recently had the opportunity to examine 
three groups of workers who have used pneumatic 
machines of varying types. 

The first group consists of 20 men engaged in 
pneumatic riveting, using a machine of 13 Ib. in weight, 
which works at a periodicity of 2300 strokes a minute. 
The men use these machines to rivet over the ends of 
cold copper stays in fire boxes. The work entails the 
use of the machines alternately in each hand, and 
both hands of the worker are affected. The tool is 
held by the workman in his right hand by the handle 
and the left hand guides the vibrating end of the 
machine on to the work. It is the guiding hand that 
is the first to be affected if the machine is not alter- 
nated from hand to hand. The guiding hand also 
receives the cold blast of the escape of compressed 
air, Of the 20 men, all had the typical circulatory 
changes, though the severity varied considerably. 
All complained bitterly about the disability their 
hands caused them. It appeared that their troubles 
were worse when using a machine of the “light” 
type; when a heavier machine was employed the 
symptoms were less, if any. | 

All in this group were examined radiologically and 


it was found that there were considerable bone changes. 


The typical change found in the carpal and metacarpal 
bones was the formation of ‘‘ bone cysts ’’—areas of 


TABLE I (Group I) 
Workers using 13 lb. Machines Working at 2300 Strokes 


a Minute 
Ho a 

Ü o (=) a0 ° 

Pe 5 pA & 19 

2 2 On ag 

EE Age. prito Bas 5 of X ray changes. 

S FELE 

aA ara A 

1 | 39) 6 y. ++ No change. 

2 | 25 |10° m.|2-3 m + No change. 

3 | 30/6 y. + +4 Two cysts in L. semilunar. 

4 |456 y ++ Cysts in head of 2nd meta- 

> carpal. 

5 | 45 |4y + Cysts 2nd and 3rd meta- 
carpal, R. and L.; R. os 
magnum and unciform ; 
L.semilunarand unciform. 

6 |3516 y ++ Cyst in os magnum R. 

7 | 35 |10 m + Nil. 

8 | 36 | 5ty + + one cyst in proximal pha- 
anx, R. 4. 

9 | 38 | 3 y. ++ Cysts in semilunar and os 
magnum, R. and L. 

10 | 388 | 4 y. + Cysts in semilunar and os 
magnum, R. and L. 

11 | 33 | 5 y. -++ Cysts in os magnum and 
scaphoid. 

12 | 37 | 6 y. ++. | Cyst in os magnum and 
semilunar R. 

13 | 45 | 6 y. ++ il. 

14 | 39 | 6 y. ++ Cysts 3rd and 4th metacarpal 

. heads L. L. os magnum 
and scaphoid and R. os 
magnum. 

15 | 31 | 3ty + Cysts in L. head of 2nd 
metacarpal, os Magnum, 
semilunar, trapezium, 

: trapezoid, R. semilunar. 

16 | 28 | 3ty. + Nil. 

17 | 46 | 5 y. + Nil. 

18 | 35 | 6 y. ++ Nil. 

19 | 45| 6 y. ++ L. trapezoid, R. scaphoid. 

20 | 38 | 6 y. ++ | R. gemilunar, L. scaphoids 


y.= years; m. =months. N.o, po complaints. 


localised absorption of bone occurring in the carpal 
bones and in the heads of the metacarpals (see 
Illustrations on Plate, Figs. I to IV). Brailsford 


- (1936) regards these areas of absorption as being of 


traumatic origin. In this series these bone changes 


Taste II (Group II) 


Workers using Machines for Iron and Steel 
Fitting, &c. 


E 
S| g| 33 
A 2 3a Symptoms. X ray. Drill. 
as: 
5 g 
“i | s6 | 15 | Painsin Nil. 12% lb.; 2550 
arms. strokes per min. 
2 52 15 Nil. Cysts in 13 Ib.; 2300 
L. semilunar.| strokes per min. 
3 35 20 | Blanching, Nil. ‘114 Ilb.; 3000 
&e strokes per min. 
4 53 15 a Cystsin R.and| 13 1b.; 2300 
L. os meen strokes per min. 
an 
L. semilunar. 


strokes per min. 


have been produced in a comparatively short time 
and if the use of the pneumatic machine is continued 
the osteoporosis will extend and a risk of a pathological 
fracture is entailed. Jones (1937) reports a case of 
fracture of the os magnum through a cyst. 

Table I, dealing with the first group of 20 men, 
shows their ages, length of time employed as a riveter, 
duration of symptoms and severity, and X ray changes 
found. 

It will be seen that of the 20 men, 13 showed 
definite radiological changes (65 per cent.), The most 
frequently affected carpal bones are the semilunar, 
os magnum, and scaphoid, and in the metacarpus 
the metacarpal head of 2nd and 3rd fingers. The 
cystic areas in the metacarpal heads were of a larger 
type than those in the carpal bones. No pathological 
fracture was seen in this series. In many of the cases 
a periosteal thickening of the phalanges was seen 
but this can be regarded as normal in men on heavy 
manual work. It is not uncommon to see occasional 


TABLE III (Group III) 
Workers Engaged in Pneumatic Chipping 


Aes ee SS SSS 


rs n 
si 5| 228] £ | 
wd} 2 © » 
h i oa A X ray changes. 
D4 g 
5 z x 
© 7) 
ai 64 20 m Cysts in scaphoid, semilunar, .and 
: cuneiform L. : at base of Ist and 2nd 
metacarpals L.; and in_unciform, 
scaphoid, and semilunar R. 
2 | 57 12 ++ | Cyst in L. scaphoid and in R. scaphoid. 
3 | 46 16 + Arthritis of hands. 
4 | 47 18 + Nil. 
5 | 49 22 ++ | Cyst in R. scaphoid. 
6 | 50 15 + Cyst in R. os magnum and in L. 


scaphoid and semilunar. 


el te uan aaa 


cystic areas in the carpal bones of manual workers, 
but only in a very small proportion. The incidence 
of 65 per cent. is very high. 

In the second group, 19 men who had been using 
pneumatic machines for tron and steel fitting and 
caulking steel around copper stays were examined. 
In this group 11 men complained of the usual circula- 
tory changes which were of a similar type to those 

Z2 
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in the first series. The hands of 5 of these men were 
examined radiologically. Table II shows the findings 
in this group. 

The X ray changes are of similar type and it is 
interesting to note that the frequency that produces 

the radiological changes in Cases 2 and 4 (Table II) 
is the same as that in Group I—namely, 2300 strokes 
per minute. 

In the third group 6 cases were examined, all the 
men being employed in pneumatic chipping, using a 
variety of machines of varying weights and periodicity 
(Table ITI). 

The X ray changes in this group were more pro- 
nounced, probably due to the greater length of years 
using a pneumatic drill. 

PROGNOSIS 

When the men are put off work or on to work not 
involving the use of pneumatic machines, there is 
only slight improvement in their condition. It is 
doubtful whether there would be any chance of 
complete recovery. The bone changes are a potential 
danger if the hands receive any considerable trauma, 
for a fracture might occur through an area of 
osteoporosis. 

TREATMENT 


Since the most distressing manifestation was a 
spasmodic vasoconstriction, it seemed that local 
medication with some vasodilating substance was 
indicated. It was therefore decided that two of the 
worst cases available should be treated tentatively 
by introducing histamine by means of an electric 
current into the affected hands. 

The treatment which is described later was at first 
given three times a week. Soon after it was started 
the two patients volunteered the information that their 
“ attacks of blanching” were less frequent, less 
extensive, and shorter in duration. After five weeks 
of treatment, the patient who previously suffered 
from several attacks a day now had only an occasional 
one when the temperature was exceptionally low. 
With warmer weather the frequency of the treatment 
was reduced to two, then one treatment per week, 
and eventually one per fortnight. Finally it was 
discontinued, because the condition no longer 
warranted it. 

It is fully realised that the fact that the satisfactory 
progress was concurrent with seasonal rise in 
temperature, and the absence of records of threshold 
temperature at which spasms were initiated, detract 
from the value of these two observations; but as 
mentioned earlier, the treatment was undertaken 
entirely tentatively. At the same time, the patients 
were very intelligent and had a good idea of the 
circumstances under which their fingers would “ go 
white.” They were quite definite in stating that 
there was a very great improvement in the condition 
as far as this symptom was concerned. It is this 
which prompted the recording of the results obtained. 

Method of treatment.—Histamine, being a: cation, can 
be driven into the superficial tissues from a histamine 


phosphate solution contained in a suitable electrode when. 


the latter is positive in relation to another electrode. 
The technique adopted is relatively simple. After an 
indifferent negative’ electrode has been applied to the 
patient’s back, the hands are cleansed with ether to remove 
all traces of grease. When dry, the palmar and dorsal 
aspects of the fingers, the thumb, and metacarpals are 
thickly anointed with a paste consisting of 2 por cent. 
histamine phosphate in a tragacanth base. Lint is then 
folded so as to form a pad twelve layers thick and 12 by 
5in. This is soaked in tap-water and the anointed palmar 
portion of the hand is placed upon one half of it. The 
interdigital spaces are then packed with cotton-wool, 
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also soaked in tap-water, and the other half of the pad 
is folded over on to the anointed portion of the dorsum of 
the hand. 

Fine copper gauze of the proper shape and size, connected 
to the positive terminal of a direct current generator, is then 
folded on to the back of the pad and fixed in position by 
means of crêpe bandages or light sandbags. _. 

On switching on the current, a gentle, pruritic sensation 
is experienced by the patient. The current is allowed to 
flow until the patient shows signs of histamine having 
reached the general circulation by flushing about the 
face and neck or complaining of a feeling of fullness in 
the head or even headache. When the current has been 
turned off, the electrodes are removed and the remainder 
of the histamine is washed off with methylated spirit. 

It will be observed at the close of the treatment that 
the treated portions of the hands. exhibit cdema and 
hyperemia. Patients should be treated in the recumbent 
position and allowed to remain in that position for some 
minutes after the current has been switched off. 


Individual variations as to tolerance and reaction to 
histamine are so great that it is impossible to lay down 
any hard and fast rule with regard to intensity of 
current and duration, but it should be borne in mind 
that the amount of histamine introduced is a function 
of the product of these two factors. The first treat- 
ment is best looked upon as an experiment which will 
serve as a useful guide to dosage in subsequent 
treatments. To this effect, the current is kept at 
5 or 10 ma. oreven 15 ma. until a minimal systemic 


reaction is obtained. Then multiplying the current 


measured in ma. by the duration in minutes will 
give a reference index which is noted in milliampere- 
minutes and made use of as a guide in further 
applications. 

CONCLUSION 

While there is no definite proof at present that 
resilient pads worn on the hands affect the occurrence 
of this condition, some employers require their use. 
It is difficult, however, to enforce a protective measure 
of this character. It will be noticed that the 
periodicity of the machine appears to be an important 
factor—a periodicity of 2300 strokes a minute, such 
as that of the larger machines, being a critical one. 

At present there are no special requirements, 
affecting this condition, which cover the use of these 
machines, and the Workmen’s Compensation Act 
does not so far provide compensation for those work- 
men who are prevented from following their employ- 
ment. The disability that arises from the circ ulatory 
changes is often quite severe, but there is reason to 
suppose that if treatment is given the hands will 
return to normal in a short time, 

The radiological changes are in the nature of an 
index of the trauma received by the hands. Apart 
from the local conditions, the men do suffer slightly 
in their general health, becoming rather worried and 
nervous about themselves. 

It is interesting to note that as long ago as 1906 
the Departmental Committee on: Compensation for 
Industrial Diseases considered this question. They 
reported as follows: ‘‘Our attention was called 
to neuroses due to vibration caused by the use of 
pneumatic tools. Tremor and sleeplessness have 
occasionally been observed in individuals, but no 
evidence was obtained of the existence of any nervous 
disease, from this cause which incapacitates from 
employmen .’ It is only right to point out that 
since that date the use of pneumatic tools has 
enormously increased and their design considerably 
altered. 

Although it is difficult to suggest preventive 
measures for the condition, it does seem that the 
matter calls for attention, both by makers and users, 
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and, further, that the condition should be recognised 
as one entitling a workman—when he is disabled by 
it—to compensation. The condition has now been 
included among the diseases and injuries scheduled 
under the German Workmen’s Compensation Act, 
thus: ‘Diseases of the hands, bones and joints, 
from the use of pneumatic drills.” The vasomotor 
disturbances—that is, the ‘‘dead fingers ’—are 
not included in the definition. 

I should like to express my thanks to Dr. J. C. Bridge, 
senior medical inspector of factories, for his help and advice ; 
and to Dr. P. Bauwens, medical officer in charge of 
electrotherapy at St. Thomas’s Hospital, for writing the 
details of the treatment. 
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TREATMENT OF TUBERCULOSIS BY 
NEEDLE PUNCTURE OF THE LUNG 


By C. ROBERTSON LAVALLE 


PROFESSOR OF SURGICAL PATHOLOGY, NATIONAL UNIVERSITY OF 
BUENOS AIRES, AND DIRECTOR OF THE RAMOB MEJIA HOSPITAL 


(WITH ILLUSTRATIONS ON PLATE) 


Tae fact that tuberculous osteo-arthritis generally 
tends to become quiescent within three to four years 
of its beginning has led me to believe that some local 
‘modification must take place that diminishes the 
virulence of the infection, possibly owing to some 
humoral process. For the last 25 years I have been 
searching for some trace of the cicatrisation of the 
lesion that led to this condition and I was fortunate 
in finding it in bone. 

THE NUCLEUS 


As has been published elsewhere! this particular 
vestige of the cicatricial lesion in bone can be detected 
in radiograms, sometimes star-shaped or like . the 
spokes of a wheel, at other times as a grouping 
of small round spots or pinheads (Fig. I on Plate). 
In every case the contour is sharp enough to be 
distinguished in the surrounding blurred back- 
ground, Its size is considerably less than the area 
‘of a threepenny bit. I have named this scar the 
“ nucleus of post-allergic focal infection” for I 
consider it as evidence of a reinfection. I have 
come to the conclusion that only one focus is to be 
found for each tuberculous joint. 

In the last four years I have observed in stereoscopic 
radiograms of patients with pulmonary tuberculosis a 
lesion in the lung tissue similar to the nucleus or focus 
found in bone (Fig. II on Plate). Clearly, a direct 
observation such as is possible in bone tissue is not to 
be obtained in a functioning pulmonary parenchyma, 
and I cannot therefore study the modifications of the 
focus in relation to its blood-supply or even radio- 
graph it under the same favourable conditions. I 
haye had the opportunity, however, of examining 
post mortem the lungs of patients who had had a mild 
pulmonary tuberculosis but who had died from some 
other disease. I was thus able to obtain proof of 


1 Robertson Lavalle, C. (1931) Sem. méd, B. Aires, 1, 1748, 
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my supposition—namely, that the nucleus consists of 
a fibrosis advancing more rapidly in the lung tissue 
than in the bone. I have found only one nucleus 
for both lungs. | 

In radiograms this peculiarly formed lesion is almost 
identical with the focus found in bone, but its observa- 
tion is very difficult and it is only perceptible to one 
with an extensive experience of stereoscopic chest 
films. I believe that when we can take radiograms 
with an even faster speed than is now at our command, 
it will be possible to fix the nucleus in a moment of 
immobility and so increase its definition. With this 
idea in view I am still experimenting and trying out 
new methods in order to make the focus as clearly 
visible in lung as it has become in bone and thereby 
place it within reach of the practitioner. 


THE PUNCTURE 


With the puncture of the nucleus in the lung, I 
obtain, even to a greater degree, the beneficial 
results—both local and systemic—that I have else- 
where described as following the perforation of the 
focus in the bone—i.e., speedy detoxication, increased 
appetite and weight, good colour, no profuse sweating, 
increased tension of pulse, a state of euphoria and 
general well-being—within only a few days after the 
operation. Puncture was successful in 76-80 per cent. 
of about 450 bone cases, including those who were 
cachectic, and in the same proportion of a smaller 
series of about 200 lung cases. In the following weeks, 
decrease of sputa and of the pulmonary bruits, such 
as moist rales, can be observed, but the cough is 
apt to persist. Radiograms taken a month after the 
puncture already show signs of the gradual reabsorp- 
tion of any infiltrated zone or of caseation in the 
lung field. This is much more noticeable in the films 
as time goes on. The pulmonary reticulum shows 
evidence of increased fibrosis throughout. This 
progressive amelioration reaches a condition of per- 
manent cure, of which I have already obtained in 
cases of 8-10 years’ standing. I have many radio- 
grams which show this clearly. 

It is necessary to add that though clinically or 
radiologically no signs of pulmonary tuberculosis 
have been found in patients who have tuberculosis 
of skin, bone, eyes, &c., I have always found a 
nucleus of post-allergic focal infection in the lung 
and that its perforation has benefited those lesions. 

The absolute harmlessness of a puncture performed 
in the lung has been proved time and again. As long 
ago as 1917 Dr. Duval presented to the Société de 
Chirurgie de Paris the results of his first 100 cases 
of bullet extraction from the lung. With a Kocher’s 
forceps he extracted from the depths of lung tissue, 
which had already formed a cicatricial mass around 
the foreign body, bullets as deep as 4-5 in. in the 
pulmonary parenchyma, and with no after-effects, 
seeing that the soldiers were discharged after a couple 
of days. Further innumerable cases have been 
recorded, bearing witness to Duval’s statement of 
that time: “The pulmonary parenchyma tolerates 
the forceps extremely well. Puncture in the lung is 
just the same as puncturing the gluteal region, the 
leg or the arm. Its hemorrhages are insignificant, 
being either small or limited.” 

With a needle I puncture the nucleus which is 
surrounded by healthy pulmonary tissue, very likely 
bearing a local immunity. As this focus is generally 
placed under the pleura, penetration is only to the 
extent of an inch or two. These punctures are 
consequently innocuous as is demonstrated by its 
performance in over a hundred cases in our out- 
Patient department. 
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DISCUSSION 


The hinav effect of the puncture „has been | 


‘explained in the following way. It is thought that 
tuberculosis results from the diffusion into the 
systemic circulation of certain lysins—the chemical 
constitution of which is that of amino-acids— 
produced in the nucleus of post-allergic focal infection. 
These lysins act as a spur to other tuberculous lesions 
in the body or in the same tissue, with a tendency 
to caseation. Enclosed within the nucleus itself 
there are also to be found certain protein bodies— 
the haptens of Mendez or the globulins of Land- 
stemer—or autovaccines which owing to their mole- 
cular size are indiffusible. Presumably these haptens | 
are liberated into the blood stream on puncture of 
the focus, thereby providing the specific antibodies 
and so favouring the cure of all the one tuberculous 
lesions in the body. — 

This theoretical conception ; may or may not describe 
the real process, but there is well-documented evidence 
of the cicatrisation of these lesions. . This evidence 
has been enough to prompt. the University of Buenos 

Aires in 1936, through the Argentine Government, 

to ask National Congress for an institute to be built — 
with the object of applying this method on a larger 
scale. The necessary funds were voted, and in the 
very near future the institute will be an socompuehed 

fact. 


SUMMARY 


ay It is claimed that radical treatment of any form 
of tuberculosis is possible by surgical means. 

(2) A nucleus is described of post-allergic focal 
infection, which requires for its recognition a trained 
eye and excellent stereoscopic radiograms. 

(3) Puncture, which has been applied to bone in 
such conditions as coxalgia and Pott’s disease, is now 
performed on the initial lung nucleus with far better 
and speedier results. Specific antibodies bound up 


“in the nucleus are released into the blood stream by | 
the puncture, affecting all the tuberculous. lesions 


throughout the De dy. 


MYX@DEMA HEART DISEASE 
TREATMENT AND RADIOGRAPHIC CHANGES 


By Courtenay Evans, M.D., M.R.C.P. Lond. 
PHYSICIAN TO THE ROYAL CHEST HOSPITAL, LONDON, AND OHIEF 


ASSISTANT TO THE CARDIOGRAPHIO DEPARTMENT, 
ST. BARTHOLOMEW’S HOSPITAL, LONDON 


N 
(WITH ILLUSTRATIONS ON PLATE) 


THE ‘occurrence of enlargement of the heart and 
heart failure in myxcedema is well recognised. The 


decrease in size of the heart after thyroid gland 


administration. has also been frequently described. 
Myxcedema heart disease is, however, uncommon 
enough to warrant the recording of further cases. 

The Clinical Society’s report on myxedema (1888) 
includes 15 autopsies. In these, a third of the hearts 
studied showed to the naked eye left ventricular 
hypertrophy, in one the muscular substance of the 
heart being fatty, in one gelatinous. . In 109 cases 


reported clinically, normal or weak heart sounds ~ 


were present in all but 6. In one case the heart 


was large, in another a little enlarged, in two there- 


were signs of mitral disease, in one there was a pre- 


systolic and in another an apical systolic murmur. 


Zondek in 1918 described lack of tone in the myo- 
cardium caused by muscular sensitivity of the 


sympathetic, and by myxcedematous infiltration of 
the myocardium. Fahr (1932) gave a full description — 


of the clinical features of myxcedema heart disease — 
and itg response to thyroid treatment and lack of ` 


response to digitalis. -He mentioned the ‘character- 
istic enormous dilatation of all the chambers of the 
heart. He recordéd experiments by Goldberg (1927), 
‘who examined the hearts of goats and_sheep two 
years after thyroidectomy ; arterio-sclerosis, athero- 
sclerosis * of the large arteries, ascites, anasarca, 
hydrothorax, and hydropericardium were present ; 

the heart muscle of a number of these animals showed 
abnormal. muscle-fibres with an absence of cross 
‘striations ; the controls were normal. Fahr stated 
that of 17 cases of i atm 13. (75 per cent) 


LEGENDS TO ILLUSTRATIVE PLATE 
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Prof. Rosnerson LAVALLE : Treatment of Tuber- 
culosis by Needle Puncture of the Lung 


I.—Radiogram of focal lesion in hip disease. 


_I.—Radiogram of focal lesion in lung. 


Mr. Boyp: Localised Disease of the Popliteal Artery ; 


I (Case 1).—Radiogram showing. narrowing and irregu- 
- larity of the lumen over 1} in, of the popliteal 
artery at level of the condyles of thé femur.: 


II (Case 2).—Extensive disease of the popliteal artery KS 


and similar atheromatous patches in the femoral " 


artery of more recent origin. 


III.—Tortuous ` dilated anastomotic vessels | in case of e 


gradual thrombosis. 


. Dr. McLaren: Disability of- Workers using 
Pneumatic Drills 


I and II. —Radiograms showing typical OSEERE in carpal 
- bones. ` 


IIT and IV.—Typical changes in metacarpal heads (2nd 
and 3rd metacarpal). 


showed symptoms or l signs of- heart failure, which 
disappeared completely after giving thyroid extract. 


_ 


Many cases were complicated by coronary arterio». | 


sclerosis. Campbell and Suzman (1934), Lerman, 


` Clark, and Means (1933, 1934) have on recorded ; 


similar cases. 
CASE REPORTS 7 


The following two patients illustrate thè enlarge. 


ment of the heart, extreme in one case, which may _ 
occur in myxedema, with or without congestive 
heart failure. The changes are summarised in the 


Ao 
t 
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Table. 

Table showing H eart M ceasurements ` 

‘Date. Heart: Trans. Treatment : Dose 
he diam. (cm.). , of tbyro ia. 
CASE 1 
Dec. 12th, 1935 19-0 Gr. 1. t.d.8. commenced. 5 
Jan. 15th, 1936 18.5 ‘Gr. 1t. S 8, 
March 23rd ” 14:0 | 
May n — Stopped taking thyroid. 
Sept. 17th » 16°5 Recommenced . 
March 4th, 1937 14-0 Gr. 1 t.d.8. | a eee 
CASE 2 

Feb. 26th, 1936 15°5 — Grib. b.d. commenced, 
April 15th » 13-0 Gr. D 
July 13th » . 11:7 mas 
Sept. 28th » 114 : - Gr. i b. d. 


All films taken with the X ray tube six feet from the patient: 
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FIG. I.—Electrocardiograms from Case 1 showing effect of thyroid. 


CasE 1.—Amarried woman aged 44 became unwell at the 
end of 1934. In August, 1935, she noticed swelling of the 
legs and watering of the eyes and increasing shortage of 
breath. The hair was not coming out. She came under 
observation in December, 1935. i 


LEGENDS TO ILLUSTRATIVE PLATE 
(See opposite page) — 
Dr. COURTENAY Evans: Myxadema Heart Diséase 


II (Case 1).—Radiograms showing diminution in size of 
heart shadow under thyroid treatment followed 
by increase when treatment was discontinued 
and further diminution when it was resumed. 
(Figures indicate width in centimetres.) 

IV (Case 2).—Radiograms showing diminution in size of 
heart. , 


Dr. COLYER: Tomography in the Vertical Position 


I.—Ordinary radiogram of the chest. 
TI-—-V.—Tomograms taken at various distances (shown in 
centimetres). 


Mr. PATTISON : Supracallosal Epidermoid Cholesteato- 
mata 
| II (Case - 2).—Right lateral ventriculogram showing 


deformity of the lateral ventricle and outlining 
of the tumour with thorotrast. 


Hxamination—Her face was pale and puffy, the ‘eye- 
brows were scanty, and there was myxcedemiatous swelling 
of the hands and legs. The heart was greatly enlarged, 
rhythm regular. Blood ,pressure 140/90 mm. Hg. No 
valvular disease was present. The 
lungs were clear and the liver not 
palpable; the urine contained a 
cloud of albumin, and microscopic- 
ally a fair number of white cells and 
no casts. Blood examination: red 
cells, 4,000,000 per c.mm.; hemo- 
globin, 50 per cent.; colour-index, 
0-6; white cells, 6400 per c.mm. ; 
anisocytosis and poikilocytosis were 
present. Her weight was 12 st. 7 1b. 
Electrocardiogram : sinus rhythm, 
flat T waves and small P waves 
(Fig. Ia). Radiography : the heart 
showed great general enlargement 
of all chambers; transverse dia- 
meter 19 cm. (Fig. IXa on Plate). 
(No note was made of the post 
cardiac space after a barium 
swallow.) The lung fields were & 


little hazy. Basal metabolic. rate : not estimated, as the 
patient remained an out-patient. 

Treatment.—Oral administration of dried thyroid 
extract, gr. 1 three times a day, and iron and ammonium 
citrate, gr. 20 three times a day. l 

Progress.—The puffiness, shortness of breath, and 
anemia were greatly lessened within a month. The 
hemoglobin rose to 88 per cent. Radiography examina- 


tion showed slight diminution only of the heart shadow. . 


Four months of treatment resulted in considerable reduc- 


tion in the size of the heart; transverse diameter 


14 cm. (Fig. IIB). The electrocardiogram showed left 
axis-deviation, high voltage T and P waves, and an 
inverted T wave in lead III (Fig. Is). The hemoglobin 
was 104 per cent. 

The patient was discharged for treatment by her own 
doctor, and was advised to continue taking thyroid extract. 
These instructions she failed to follow, and five months 


later, having taken no more thyroid gland, she was again - 


myxcdematous with puffy hands, swollen feet, and short- 
ness of breath. The heart was much larger in size; 
transverse. diameter 16-5 cm. (Fig. IIc). The electro- 
cardiogram showed flat, P and T waves and no left axis 
deviation (Fig. Io). - l 
Thyroid gland treatment again removed the symptoms 
and signs of myxcedema, and reduced the heart to its 
previous size (Fig. IIo). The electrocardiogram also 
changed to a picture similar to that taken five months 
earlier—left axis-deviation, high voltage P and T waves, 
and an inverted T wave in lead ITI (Fig. Ip). 


CasE 2:—A married woman aged 55 became unwell in 
the middle of 1935, noticing swelling of the hands, feet, and 
abdomen, and loss of hair from the head. Much headache 
was present. Early in 1936 she came under observation. 
- Hxzamination—The face was puffy and pale with a 
malar flush. She was orthopneic and in early congestive 
failure. ‘ The heart was enlarged, the rhythm was regular, 


- the liver was enlarged four fingers-breadth below the costal 
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margin, and there was swelling of the legs and hands 
which was myxcedematous in type. Blood pressure 
160/85 mm. Hg. The urine contained no albumin. 
Blood examination: red cells, 3,500,000 per c.mm.; 
hemoglobin, 75 per cent. ; colour-index, 1:1; white cells, 
8200 cells per c.mm.; normal differential count. Electro- 
cardiogram : sinus rhythm ; T waves flat in leads I and IT, 
with slight inversion in lead I and vertical in lead III 
(Fig. IIIA). Radiography: an enlarged, square-shaped 
heart; transverse diameter 15-5 cm. (Fig. IVa on Plate). 

Treatment.—Oral administration of dried thyroid 
extract, gr. 1 twice daily. 

Progress.—The heart progressively decreased in size and 
appeared radiographically normal five months after the 
beginning of treatment; transverse diameter 11-4 cm. 
(Fig. IVo). In the electrocardiogram there was left axis- 
deviation and high voltage, vertical P and T waves 


(Fig. IIIc). The hemoglobin became 82 per cent. and later 
94 per cent.; the red cells increased to 4,800,000 cells 
per c.mm, 


Both these patients are keeping well and free from 
symptoms at the present time. 


DISCUSSION 


The congestive failure signs and symptoms in these 
cases soon disappeared with the administration of 
dried thyroid gland extract, and the heart diminished 
in size to normal in one case and to nearly normal 
in the other. On suspending the thyroid gland in 
Case 1 the symptoms returned, and in a few months 
the heart had again become greatly enlarged. Thyroid 
gland administration quickly restored the patient 
and her heart to a fairly normal state. 

The cardiac enlargement seems to be a general 
enlargement of all chambers, auricles, and ventricles ; 
in Case 1 the left ventricle remains slightly enlarged 
in spite of treatment. The curious square shape of 
the heart in Case 2 is very interesting, as is also the 
return to a completely normal size and shape. 

It must be noted that only a certain percentage of 
myxcedematous persons show cardiac enlargement. 
Possibly, as Campbell and Sugman (1934) suggest, 
change in size of the heart and congestive failure does 
not occur unless there is also organic heart disease, 
The enlargement of the heart is almost certainly due 
to dilatation, and it is perhaps similar to the 
dilatation that occurs in beriberi heart disease ; 
Wenckebach (1928) refers to this similarity 

The morbid anatomical evidence, whether naked 
eye or microscopic, is not very helpful. In two 
cases that came to autopsy, Higgins (1936) described 
fibrosis of the myocardium of an advanced degree 
with coronary arterio-sclerosis, also a fibrin layer, 
containing little or no red cells, attached to the 
endocardium. He postulated an earlier stage, which 
would respond to treatment, of mucin infiltration of 
the heart muscle. He believed that hyper- 
cholesterolemia is present and results in coronary 
artery disease. 

It is to be assumed that an early reversible muscle 
change takes place, probably mucin infiltration or 
change in the water content of the heart muscle, 
which results in failure of muscle tone and of the 
force of muscular contraction. The reversibility 
of the muscle change and its dependence on the 
thyroid gland is well illustrated in Case 1. 

It has been suggested that the enlargement of the 
heart shadow is due to pericardial effusion. Higgins 
found no pericardial effusion at post-mortem examina- 
tion in his two cases. The X ray appearances in 
my cases do not suggest it, with the possible exception 
of the first film in Case 1. I believe the waxing and 
waning in the size of the heart to the extent illustrated 
to be a phenomenon not usually seen in other types 


of heart disease. Considerable enlargement of the 
heart, with return to a normal size with recovery, 
also occurs in paroxysmal tachycardia, beriberi, 
heart disease, and arteriovenous aneurysm. 

- The importance of the diagnosis of congestive heart 
failure due to myxedema is shown by the results of 
thyroid gland treatment. 


SUMMARY 


1. Two cases of myxedema heart disease have 
been described. 

2. The enormous dilatation of the heart has been 
illustrated by serial, comparable radiograms which 
show the great decrease in size after thyroid gland 
treatment. 

3. Congestive heart failure may result from 
myxedema, and the condition responds rapidly to 
thyroid gland treatment. 

4, Suspension of thyroid gland treatment results 
in the return of the cardiac enlargement. 


I wish to thank Dr. T. F. Cotton and Dr. A. White 
Franklin for their helpful advice, and Dr. George Graham 
for permission to publish the second case, 
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TOMOGRAPHY IN THE VERTICAL 
POSITION 


By CHARLES COoLYER, M.R.C.S. Eng. 


HON. RADIOLOGIST TO THE PURLEY AND DISTRICT 
WAR MEMORIAL HOSPITAL 


(WITH ILLUSTRATIONS ON PLATE) 


TOMOGRAPHY is a method of radiographing struc- 
tures in a particular plane of the body, and at the 
same time blurring the outlines of other structures 
situated in the planes above and below it. It is mainly 
used in chest work to demonstrate the number, size, 
and position of cavities in chronic pulmonary disease, 
and to ascertain the condition of the lung tissue 
either in front of or behind any opacity. 

Experimental work on this subject was started on 
the Continent so long ago as 1921. In 1935 Grossmann 
described at length the method and apparatus 
used by him in Berlin, and in 1936 a paper was 
published by McDougall, who used Grossmann’s 
method and apparatus. More recently Twining 
has described an apparatus devised by himself, which 
can be used as an attachment to an ordinary Potter- 
Bucky couch. 

After reading Grossmann’s paper I realised the 
undoubted value of the tomographic method, but 
as the cost of the apparatus was somewhat prohibi- 
tive, I set about devising an apparatus of my own, 
and succeeded in making one at a small cost, Whilst 
experimenting with Grossmann’s method, in which 
the patient is examined in the recumbent position, 
it occurred to me that additional information, such 
as the discovery of fluid in a cavity as shown by the 
so-called “fluid level” shadows, might be gained if 
the method could be adapted to the upright position. 
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I found this to be possible, and made another appara- 
tus which I have been using now for some months, 
and with which I have obtained the results I expected. 


It consists of an ordinary upright sinus stand fitted 
with a counter-balanced Potter-Bucky, in conjunction 
with a shock-proof rotating anode tube, mounted on a 
firm stand which moves along a track fixed to the floor. 
The cross arm of the tube stand is coupled to the Bucky 
by a wooden lever, which rotates about a pivot fixed to 


a bracket projecting from the wall. The position of the 


pivot is variable and determines the depth of the layer 
examined. The action of the rocking lever is to move the 
tube and Bucky in geometrical ratio in opposite directions. 
The tube through the cross-arm is fixed to the rocking 
lever at one end, and is therefore rotated about the pivot ; 
whereas the Bucky, by means of the stud attached to its 
side working in a groove at the other end of the lever, is 
moved in a vertical direction. 


The one disadvantage of the upright position is that 
transverse tomograms are a little more difficult to 


obtain, but, on the other hand, most patients are more 


easily managed in this position. 
I have stated that the value of tomography is that 


it gives radiograms of a structure at a known depth - 


from the surface, while blurring others that are super- 
ficial or deep to it. In practice this means that the 
shadows of the ribs can .be practically obliterated, 
and that a cavity, the outline of which is partly or 
completely obscured by the shadows of the surround- 
ing opacities in an ordinary radiogram, can be clearly 
demonstrated. It follows that by arranging that the 
X rays shall select a known plane of the chest, say 
at 6, 10, or 13 cm. from the dorsal aspect, it becomes 


possible to demonstrate whether there is a cavity | 


or cavities at approximately the depth chosen, and, 
moreover, if the vertical position is used, it is possible 
to demonstrate the presence of fluid in the cavity, if 
it be present. 
ILLUSTRATIVE CASE 

The case that I have chosen for illustration is that 
of a man aged 26 who has suffered from pulmonary 
tuberculosis for 6 or 7 years. The physical signs 


indicate involvement, with cavitation, of the upper ` 


and middle zones on the right side, and upper, middle, 
and lower zones on the left side. The sputum has 
been positive, on and off, during this period. Fig. I (on 
Plate) is from an ordinary ‘“ straight ” radiogram of 
the chest taken at 5 feet with the patient in the erect 
position. It shows the probable presence of numerous 
cavities, two in the right infraclavicular zone, two 
in the corresponding zone on the left side, one of 
which seems to contain fluid, and a large one in the 
left lower zone, in which the fluid produces the typically 
dense shadow with a horizontal upper border. Fig. II 
is from a tomogram taken at a preselected depth of 
6-5 cm. from the dorsal aspect, the patient sitting, 
with the chest tilted to the left side. It shows on 
the left side a large cavity occupying the upper 
zone, which had not been previously discovered, and 
just below it a smaller cavity with a definite fluid 
level. In the lower zone is the large cavity seen in 
the “straight ” radiogram, with its fluid level now 
accommodated to the position of the patient. Fig. III 
is a tomogram taken at 10 cm. from the dorsal 
aspect. It shows, in addition to the large cavity in 
the left lower zone, two cavities in the right upper 
zone, apparently side by side, the lower one having a 
horizontal fluid level. Fig. IV is from a tomogram 
of the right side of the chest only, with the chest 
tilted to the right, taken at a depth of 11 cm. It 
shows that the shadow of the fluid in the lower 
cavity has become horizontal again, and that the 
upper cavity is very much larger than in the previous 


illustration, and that it is situated in a plane anterior 
to the lower one. The outer wall of this cavity is 
irregular, and a mass of thickened pleura occupies 
the area between it and the chest wall. In addition, 
it now shows a shallow flyid level. Fig. V is from 
a tomogram taken at a depth of 13 cm. showing a 
cavity in the left upper zone, near the outer chest 
wall, containing fluid, and a second cavity just above 
it. The other cavities on this side are not outlined 
because they do not encroach on the plane selected. 


CONCLUSION 


There can, I feel, be no doubt of the value of 
tomography. Opinions may differ as to whether it is 
better to carry it out in the recumbent or vertical 
position. Personally I incline to the latter, because 
it gives not only the position and number of the 
cavities but also additional information about the 
presence or absence of a fluid content. 


I am indebted to a private patient of mine, associated 
with the management of the British Legion Village, 
Preston Hall, who originally aroused my interest and 
started me upon my investigations, and to Dr. J. B. 
McDougall, medical director of the same institution, for 
his encouragement; also to Dr. J. C. McMillan for kindly 
selecting for me some patients upon whom I was able to 
test my method. 
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SUPRACALLOSAL EPIDERMOID 
CHOLESTEATOMATA 


By A. R. D. Pattison, F.R.C.S. Eng. 


NEUROLOGICAL SURGEON TO THE GENERAL HOSPITAL, 
NEWCASTLE-UPON-TYNE 


(WITH ILLUSTRATION ON PLATE) 


THE gross appearances of the epidermoid cholestea- 
toma are so striking that, in spite of its rarity, the 
tumour has attracted much attention, and in the 
past century there have been numerous reports of its 
occurrence. During recent years the cholesteatoma 
has been made the subject of detailed studies, both 
from the pathological and clinical aspects, by 
Critchley and Ferguson (1928); and by Mahoney 
(1936), who has collected records of 142 examples of 
the tumour. Its incidence is shown in the larger series 
of intracranial tumours: in Cushing’s collection of 
2500 histologically verified tumours there are 15 
cholesteatomata, in Olivecrona’s series of 520 tumours 
there are 7, and in Foerster’s series of 750 tumours, 5. 


NOMENCLATURE 


The first recorded cases of cholesteatoma are those 
of Le Prestre and Duméril; these were described by 
Cruveilhier, together with a case of his own, in 1829. 
From the glistening mother-of-pearl appearance of 
the limiting membrane Cruveilhier gave the tumour 
the appropriate description of ‘‘tumeur perlée” 
(Bailey 1920). The term “cholesteatoma ”’’ was first 
employed by Johannes Miller in 1838 in a description 
of three cases, though he did not restrict its use to 
tumours occurring within the skull. In 1855 Virchow 
described by the name “ Perlgeschwulst ” two tumours 
of the temporal bone, and three in the meninges at 
the base of the brain. He regarded them as being of 
epithelial origin. Bostroem in 1897, in a report on 
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two cases, used the description “ pial epidermoid ” 


to distinguish between the tumour of the Cruveilhier 


type and the closely related ‘hair-containing dermoid 
cholesteatoma. : a 

The term cholesteatomą has been used to denote 
any tumour that contains cholesterol crystals, regard- 
less of its origin or site, having been applied to the 
craniopharyngioma and to a remarkable tumour 
which occurs in the choroid ‘plexus of the horse. The 


usual qualifications of ‘‘ dermoid ” or “ epidermoid,” - 


which are applied to the intracranial cholesteatomata, 
would in themselves appear to be an adequate 


description of the tumour, and there is little justifica- _ 


tion for retaining 
the term choles- 
teatoma beyond a 
deference to tradi- 
tion and general 
usage. . 
In common with 
other types of in- 
tracranial tumour, 
the cholesteatoma 
has its favoured 
sites of origin. 
Apart from the 
tumours which are 
found at various 
places in the 
cranial diploé, the | 
usual sites are the 
fourth ventricle, 
the ventral aspect 
of the pons with 
extension into the 
cerebellopontine 
angle (parapontine),. the interpeduncular region 
(parapituitary), and in the spinal canal. a 
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CASE REPORTS 


The purpose of this paper is to place on record the 


occurrence of two cholesteatomata in a hitherto 


unrecorded situation—viz., above the intermediate 
part of the corpus callosum. These cases comprise 
2 of 4 cholesteatomata in the writer’s series of 180 
verified intracranial tumours. 


' FIRST CASE (see Fig. I) 


A discharged soldier, single, aged 29, was admitted as - 


an emergency case to the medical receiving ward of the 
Newcastle General Hospital on Sept. Ist, 1934. Five hours 
before admission he had a generalised convulsive seizure, 
which occurred without warning. Convulsions were 
repeated in rapid succession without any intervening 
recovery of consciousness. The average duration of each 
attack was about two minutes. It was reported that 
three weeks previously he had been an inpatient at 
anothér hospital with a nervous complaint that had been 
diagnosed as disseminated sclerosis. Since the time of 
his return home his symptoms had gradually improved. 

On admission to this hospital the patient was deeply 
unconscious and in status epilepticus. ‘Each fit began 
in the left side of the face, extending into the left arm 
and leg before becoming generalised. Two hours after 
admission the convulsions ceased, but consciousness was 
never recovered. Neurological examination was negative 
apart from the presence of a low-grade papillodema. 
Pupils moderately dilated, equal and reacting to light. 
Muscle tone on either side of body equal. Deep reflexes 
active and equal. Plantar responses flexor. No neck 
rigidity. After cessation of convulsions pulse-rate 144, 
respirations 26, temperature 98°0° F. Blood pressure 
115/80 mm. Hg. Urine normal. Blood-urea 0°86 mg. 
per 100 c.cm. Blood-sugar 0°20 mg. per 100 c.cm. 
Lumbar puncture: flow of clear fluid under no increase 


= FIG. I (Case 1).—Median longitudinal section of brain showing relation of 
tumour to corpus callosum. | 


t 


- [pxo. 4, 1937 


of pressure ; fluid cells and chemistry normal. Wassermann 
reaction negative, l ) 


Clinical course.—Although convulsions did not recur, 
his general condition deteriorated with deepening coma. 
He died 68 hours after admission, the respiration-rate 
finally rising to 72, and the temperature to 104°5° F. 


Past history —I am indebted to Dr. A. G. Ogilvie for 
the following information regarding the earlier history of 
the case. Admitted to the Royal Victoria Infirmary, 
Newcastle-upon-Tyne, on July 23rd, 1934, complaining 
of weakness and stiffness of the left leg with occasional 
twitching of the left great toe. These symptoms were of 


three years’ duration. A year after the onset of 
weakness in the left leg he noticed that the right leg 
| was becoming 

similarly affected. 


Symptoms were 
strikingly inter- 
mittent. Through- 
out the duration of 
the illness he has 
. complained of 
attacks of dizziness, 
occipital headache, 
and blurring of 
vision in the right 
eye. He has also 
noticed occasional 
difficulty in holding 
his water. The early 
and family history 
are unremarkable. 


On clinical examina- 
tion: patient of 


moderate physique 
in good general con- 
dition. Cerebra- 
tion normal. Sdme 
. slurring of ‘speech. 

Cranial nerves: visual acuity .and fields normal; no 
papillædema ; pupils equal, reaction to light and accom- 
modation normal; no nystagmus or impairment of 
external ocular movements; no functional ‘impairment 
of other cranial nerves apart from weakness of elevation 
of left shoulder. 


Slight weakness of left upper limb with impairment of. 


fine movements of fingers; moderate spasticity and 


exaggeration of tendon reflexes ; no impairment of sensa- 


tion or codrdination. Left lower limb spastic and calf 
muscles wasted, gross hyperactivity of tendon reflexes 
with plantar extensor response and ankle-clonus. Right 
lower limb reflexes hyperactive, plantar response flexor; 
no impairment of sensation.or coérdination in either limb. 

Clinical course : during his stay in hospital his condition 
improved. At the time of discharge on August 18th, 1934, 
the slurring of speech had rrr disappeared, vision in 
the right eye had become distinct, but he was still troubled 
with precipitate micturition; the left pyramidal signs 
were diminished. 

Necropsy was restricted to an examination of the head. 
The calvarium and external aspect of the dura were 
normal. On reflecting the dura a yellow pultaceous mass 
was seen in the longitudinal fissure, projecting externally 
along the middle 3 cm. of the sagittal sinus. The super- 
ficial part of the tumour extended for not more than 2 cm. 


laterally, but on separating the margins of the fissure 
‘the medial surface of the right cerebral hemisphere was 


seen to be deeply indented. The falx occupied a median 
groove in the superficial parts of the tumour, and was 
covered in this region by a glistening pearly membrane. 
The greater part of.the tumour mass was situated to the 
right of the midline and the indentation of the left hemi- 
sphere was less deep, After removal of the brain the base 
of the skull and dura showed no abnormality. After 
formalin. fixation the brain was divided by a median 
longitudinal section. Above the intermediate part of the 
corpus callosum there was a large pale yellow cheesy mass 
surrounded by a pearly membrane. The contents of the 
tumour showed distinct concentric lamination. The genu 
and splenium of the corpus callosum were in their normal 


4 . 


‘In both limbs the 
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position, but the intervening part was displaced downwards 
to such an extent that the body of the fornix was in close 
apposition with the anterior part of the floor of the third 
ventricle. In the left half of the brain the capsule of the 
tumour was dissected from its bed without difficulty. The 
depth of the cavity in the medial surface of the left hemi- 
sphere was not more than 3 cm. except in the area of a 
deep pocket which had been produced by the tumour 


insinuating itself into the pericallosal sulcus. On the inner - 


surface of the tumour membrane there was a horizontal 


ridge which contained the vessels of the cingulate sulcus. 


After the removal of the contents of the tumour on the 
right side, the cavity had a depth of 5 cm. and was divided 
into two large loculi by a ridge at the level of the cingulate 
sulcus. The corpus callosum was thinned, especially in 
its lateral parts. On opening the cavity of the right 
lateral ventricle from the lateral aspect of the hemisphere, 
the walls of the ventricle were seen to be in contact in the 


middle part of the body of the ventricle. The upper wall 


of the ventricle was deficient to such an extent that it 
consisted partly of the outer surface of the tumour mem- 
brane. There was no obstruction of the cerebro-spina! fluid 
circulation. Apart from the presence of intense venous 
congestion the meninges were normal. 

_ Histology—The tumour membrane consisted entirely 
of plicated squamous epithelium, without the develop- 
ment of specialised skin structures. The contents of the 
tumour consisted of laminated sheets of keratohyaline. 


SECOND OASE 
(see Fig. II on Plate) 


A female shop assistant, single, aged 25, was admitted 
on July 5th, 1935. She had had good health until the early 
months of 1933, when she started to suffer from attacks of 
frontal headache. These would have attracted little 
attention had it not been for their association with lapses 
of memory which compelled her to give up her work in 
April, 1933. Three weeks later she was taken acutely ill 
with intense headache and vomiting which were followed 
by loss of consciousness. She remained in a stuporose 
state for two weeks after which she gradually recovered. 
No details of her neurological state at this stage of the 
illness are known, except that an examination of the 
fundi had shown the presence of papilledema. Between 
September, 1933, and June, 1934, she was able to get 
about, but was troubled with intermittent attacks of stiff- 
ness in the lower limbs, which became worse until finally 
she was bedfast. Throughout the next twelve months 
she was completely helpless owing to gross tremor of the 
upper limbs, the left arm being stiff and useless, During 
this part of the illness there was no complaint'of headache. 
There was nothing remarkable in the past and family 
history. i 

Examination.—She was thin and wasted. Cerebration 
dull. Answered questions after much hesitation owing 
partly to difficulty in articulation as a result of tremor of 
the lips. Memory for recent events good, but account of 
early stages of illness very inadequate. Cranial nerves : 
no response to test odours on either side; visual acuity 
and fields normal; fundi normal; pupils equal and 
dilated, normal reaction to light and accommodation. No 
nystagmus or impairment of external ocular movements. 
Left lower facial weakness on voluntary innervation. 
Objective weakness of both upper limbs, especially of the 
left, with gross intention tremor and complete inability 
to execute fine movements; deep reflexes equally hyper- 
active. Abdominal reflexes absent. 

Lower limbs: gross weakness and wasting with talipes 
decubitus; exaggeration of deep reflexes with bilateral 
knee- and ankle-clonus and of plantar extensor, responses. 
Sphincters: urinary incontinence. Urine alkaline with 
presence of albumin and pus. Blood Wassermann reaction 
negative. Lumbar puncture not done. X ray examination 
of the skull showed a vault of average thickness and 
density with pronounced convolutional atrophy of the 
frontal and parietal bones. There were no localised 
changes. Sella turcica normal. No pineal shadow. The 
X ray appearances of convolutional atrophy were the 
only evidence in this case which were incompatible with 
the diagnosis of disseminated sclerosis. In view of this 
finding the decision to obtain ventriculograms was made. 
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Ventriculography : July 22nd.—Right posterior parietal 
burr hole: attempts to find the right lateral ventricle 
were unsuccessful. Left posterior parietal burr hole: 
the left lateral ventricle was found at a depth of 5 cm. 
The flow of fluid was extremely sluggish and it was possible 
to obtain 10 c.cm. only with the help of jugular compres- 
sion. In view of the small quantity of fluid which was 
obtained, it was considered improbable that satisfactory 
definition of the ventricles would be obtained with the 
use of air. Therefore 10 c.cm. of Thorotrast was injected 
into the left lateral ventricle. Antero-posterior and postero- 
anterior radiograms showed the presence of thorotrast 
in both lateral ventricles. The dilated left lateral ventricle 
was displaced 2 cm. to the left of the midline and its 
upper part was rotated outwards. The body of the right 
lateral ventricle was flattened from above but was undis- 
placed. Both lateral ventricles were displaced downwards. 
Above and between them, obscuring their medial borders 
there was a large rounded aggregation of small shadows 
of variable density. The third ventricle was not defined. 
Right and left lateral stereoscopic views showed that the 
indentation and downward displacement of the anterior 
parts of the lateral ventricles were directly related to the 
anomalous shadow which clearly represented no part of 
the ventricular system. Elsewhere both lateral ventricles 
were dilated. The third ventricle was not visible. 

Operation: July 22nd.—Anesthesia: Evipan, endo- 
tracheal nitrous oxide and oxygen, 1 per cent. Novocain 
infiltration. A right frontolateral exposure was outlined, 
with the medial limb of the scalp incision in the midline, 
The bone flap was hinged high on the temporalis muscle 
and was turned down without difficulty. The dura, which 
was under a slight increase on tension, was opened from 
below. There was some flattening of the cerebral convolu- 
tions, but no other abnormality was seen on the surface 
of the brain. After the coagulation of the vascular attach- 
ments of the right frontal lobe to the sagittal sinus, the 
brain was gently retracted from the falx. On gaining 
access to the medial surface of the right frontal lobe some 
slightly turbid fluid was seen to escape from a depth of 
about 3 cm. The continued escape of this fluid, which 
contained flecks of an opaque cheesy material, enabled 
further retraction of the frontal lobe to be made. This 
sufficed to expose a large pultaceous mass, which was 
situated between the posterior parts of the frontal lobes 
and aboye the intermediate part of the corpus callosum. 


A large amount of yellow avascular material was removed 


by various means, chiefly by suction, exposing the entire 
upper surface of the corpus callosum and the adjacent part 
of the medial surface of the left hemisphere which were 
covered with shreds of a peariy membrane. Owing to the 
firm adherence of the membrane to the corpus callosum 
and to the anterior cerebral vessels, its complete removal 
was impossible. When, however, some of the membrane 
was removed in the posterior part of the field, the central 
part of the corpus callosum was seen to be defective and 
the cavity of the right lateral ventricle was widely opened. 
At the conclusion of the excavation, when all visible 
tumour material had been removed, a cavity was left 
which would have accommodated a golf ball. Intracranial 
tension was reduced to such an extent that the brain sagged 
away from the margins of the exposure. The cavity was filled 
with saline, and after hemostasis had been obtained, the 
bone flap was replaced and the scalp wound closed in layers. 
Histology—The tumour consisted of an epidermoid 
cystic growth, with a thin lining of stratified squamous 
epithelium, There was an abundant production of 
laminated sheets of keratohyaline without evidence of spaces 
in’ which cholesterol crystals might have been lying. 
Clinical course.—Consciousness was recovered two hours 
after operation. On the evening of the next day the 
patient had a short generalised convulsion, after which 
she was stuporose for some hours. For the first three days 
there was an almost complete left hemiplegia with conjugate 
deviation of the head and eyes to the right. She recovered 
the use of the left side after three weeks had elapsed. ` 
The temperature remained normal until the sixth post- 
operative day, when an elevation to 100° F. occurred, 
after which an irregular pyrexia with temperatures of 
103° and 104° lasted for five months. Fever was unasso- 
ciated with any evidence of increased intracranial pressure. 
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Apart from daily elevations of temperature, her general 
condition underwent a striking improvement, and she 
became able to walk without help. Cerebration was 
improved and the tremulous explosive character of the 
speech disappeared. 

At the end of 21 weeks she passed suddenly into status 
epilepticus which lasted for three hours and during which 
she nearly died. For the following 10 days she was in coma. 
Gradual recovery took place though the patient has a 
residual left hemiplegia and is incapable of leading a 
useful life. i 

` DISCUSSION 


It is generally agreed that the cholesteatomata are 


tumours of congenital origin, arising from epithelial 
inclusions which have been isolated at an early stage 
of embryonic development. Horrax (1922) regards 
the depth of the epithelial layer in the original cell 
inclusion as the factor that determines the origin of 
an epidermoid or a dermoid tumour. If the inclusion 
consists entirely of epithelial élements, an epidermoid 
tumour may be expected, but should the development 
of skin structures have progressed as far as the 
elaboration of hair or sebaceous follicles, a dermoid 
tumour will result. ! | 

The occurrence of cholesteatomatous masses in and 
about the temporal bone is well known. Although 
many of these formations represent a degenerative 
change that has followed chronic epithelial desquama- 
tion in association with infection, it is doubtful if all 
of them: will admit of explanation on this basis. The 
highly complicated development of the temporal bone 
renders it an ideal site for the formation of ectodermal 
inclusions from which tumours may arise. Nager 
(quoted by Critchley and Ferguson 1928) has given a 
convincing demonstration of the formation of a 
cholesteatoma by the migration of epithelium through 
a perforation into the cavity of the middle ear. More- 
over, the formation of cholesteatomata in the diploé 
remote from the middle ear cannot be explained by 
the presence of infection (Cushing 1922). 

The favoured sites of origin of the cholesteatomata 
correspond accurately to the regions of the primary 
flexures of the embryonic brain. The origin of the 
supracallosal cholesteatomata, it is suggested, is 
analogous to the mechanism of their formation else- 
where, the epithelial implantation in this case occur- 
ring in the region of the longitudinal cerebral fissure 
during the process of its formation by the expansion 
and approximation of the fore-brain vesicles. 

Owing to the extremely slow growth of the cholestea- 
toma pressure effects are inconspicuous or absent. 
The tumour shows a remarkable capacity for insinu- 
ating itself into every cleft and crevice, and any 
gross increase of intracranial pressure only occurs 
when the tumour is situated where it can interfere 
with the cerebro-spinal fluid circulation—e.g., in the 
fourth ventricle or the cerebellopontine angle. In 
the first case a low-grade papilledema was seen only 
in the terminal stage of the patient’s illness, and 
in the second a transient papilledema had been 
observed two years before the patient’s admission to 
hospital. The absence of tension is well illustrated 
by the tendency of the tumour membrane to become 
pocketed around small blood-vessels to which it 
becomes adherent. In the first case the vessels of the 
right cingulate sulcus produced a conspicuous ridge 
on the inner surface of the tumour membrane. 

The remarkable appearance of the ventriculograms 
in the second case calls for some comment. Thoro- 
trast had been injected into the ventricles on account 
of the poor prospects of obtaining an adequate 
demonstration of the ventricles with the use of air, 
though in the light of subsequent experience with 
opaque ventriculography a smaller quantity of 
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thorotrast (not more than 5 c.cm.) might have been 
employed. Apart from the dilatation of the lateral 
ventricles and the presence of a seemingly unaccount- 
able opacity, the appearances suggested the presence 
of a tumour above and between the lateral ventricles 
which extended mainly to the right of the midline. 
The possibility of the presence of a cyst of the septum 


pellucidum was considered, but the asymmetry of 


the ventricles and the extent of the downward dis- 
placement were held to be incompatible with this 
diagnosis. The diagnosis most favoured was that of 
a meningioma of the falx with the chance escape of 
thorotrast into the subarachnoid space around the 
tumour. The possibility of a cholesteatoma was 
not considered, though, from the experience of 
the first case, this might well have been thought 
of, especially as a subsequent study of the stereo- 
scopic radiograms showed that the interstices of 
the tumour were defined. 

The post-operative pyrexia in the second case is 
in common with the experiences of Critchley and 
Ferguson (1928). Olivecrona (1932) records a pyrexia 
lasting for several weeks after the removal of a 
cholesteatoma which had extended into the interior 
of the lateral ventricle. In another case, after the 
evacuation of a suprasellar cholesteatoma, the 
delayed onset of pyrexia and headache necessitated 
the reopening of the skull, when the cavity of the 
tumour was found to be occupied by an aseptic abscess. 
The post-operative course of the second case suggests 
that the removal of cholesteatomatous material was 
incomplete. 

Convulsions have been a conspicuous feature in the 
history of both cases. In the first status epilepticus 
was followed by the patient’s death, and in the second 
it was followed by a permanent hemiplegia. Although 
in these cases the convulsions have been outstanding 
in their violence, their occurrence has been noted in 
association with basal cholesteatomata. In a review 
of the tumours of the cerebellopontine angle, List 
(1933) points out that 5 of 20 cholesteatomata in this 
situation were associated with epileptic convulsions 
and 4 with psychic disturbances. Bauditz (1933) 
has reported two cases of basal cholesteatoma in 
asylum patients in which the tumour contents had 
been extruded into the subarachnoid spaces exciting 
a chronic cellular reaction. In both cases the patients 
had been subject to convulsions for several years. 
These observations give further support to the belief 
that a toxic substance is absorbed when the contents 
of the tumour are brought into contact with the 
cerebro-spinal fluid. 

In both cases of supracallosal cholesteatoma the 
tumours have been in intimate relation with the 
cerebro-spinal fluid spaces. In the first the upper wall 
of the right lateral ventricle was deficient to such an 
extent that it consisted in part of the tumour mem- 
brane. In the second case thorotrast passed from the 
lateral ventricle to the interstices of the tumour and 
led, quite by chance, to its radiographic demonstra- 
tion. It is unfortunate that an examination of the 
ventricular fluid was not made, for it might have been 
possible to have determined whether the communica- 
tion was of some age or whether it had arisen conse- 
quent upon alterations in the pressure relations after 
ventriculography. The wide opening of the right 
lateral ventricle during the partial removal of the 
tumour membrane shows that the relation to the 
fluid spaces was very close. : 


SUMMARY 
Two cases of epidermoid cholesteatoma are 
described in which the tumours have arisen in a 


d 
< 


_ Miller, 


hitherto unrecorded situation—above the inter- 
mediate part of the corpus callosum. In both cases 
the symptoms have been strikingly similar, the slow 
progression and the intermittent characters of the 
affection leading to the diagnosis of disseminated 
sclerosis in each. The symptoms are to be attributed 
partly to local pressure and partly to the effects of 
a toxic substance elaborated by the tumour. 


I am indebted to Col. W, F. Harvey of the Royal 


College of Physicians Laboratory, Edinburgh, for his 


description of the histological characters of the tumours, 
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EFFECT OF 


TESTOSTERONE PROPIONATE ON A 
‘ POST-PUBERAL EUNUCH. 


By GezorGe L. Foss, B.Chir. Camb. 


COLSTON RESEARCH FELLOW, 1935-37; OLINICAL ASSISTANT 
IN THE GYNZASCOLOGIOAL OUT-PATIENT DEPARTMENT, 
BRISTOL ROYAL INFIRMARY 


VERY little is on record about the action of 
testosterone propionate in man and our knowledge 
of the dosage required for substitution therapy is 
based entirely on animal experiments. Hamilton’s 
interesting account (1937) of the treatment of a 
medical student with hypogonadism oe a useful 
parallel in the following case :— 


CASE RECORD 


The patient, a man aged 38, a foreman electrician, 
had been severely wounded in the thigh and scrotum 
by shrapnel at Givenchy during the late war; he was 
then 19 years of age. The lacerated remains of his testicles 
were, removed but his penis was unharmed. When I 
saw him in 1937 his apparent age was 24-28; and his 
body was soft and non-muscular and almost female in 
type, with narrow shoulders, wide hips, and slight genu 
valgum (Fig. 1). The distribution of fat on breasts, 
abdomen, and hips was female. There was no hair on his 
chest and the pubic hair was also female in type (Fig. 2). 
The face was youthful but the voice was normally male ; 
he had never shaved more than on alternate days. His 
development appeared to have been arrested at the age 
of 19, and he had been subject to flushes for several years. 
The penis was normal and well developed (9 cm. long, 
9 cm. in circumference around the glans and 9-5 cm. at 
the base), but the prostate was very small., Before 
castration in 1918 he had been a normal active youth, 
with strong libido and sexual function, but since the 
removal of his testicles no erections had been possible. 
Nevertheless he had married in 1923, although it had been 
pointed out to him that he would be impotent. Slight 
turgidity took place at rare intervals and attempts at 
intromission were made, but the occasions became fewer 
and several years apart. Desire was almost negligible, 
attempts only being made for his wife’s satisfaction. 
In the last few years, however, the frequency had increased 
slightly (once every 2-3 months). 

The reasons leading up to his treatment with male 
hormone were as follows. In 1935 he had had recurrent 
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attacks of an eruption on the face confined to the cheeks and 


beard area and nose, with a coexisting conjunctivitis and 
cedema of lids. This was diagnosed as eczema madidans 
in November, 1935, and later as an exposure dermatitis 
in May, 1936. There was a recurrence in June, 1936, 
also in August and December of the same year. Further 
attacks occurred in February, April, May, and June, 1937. 
The condition was not difficult to treat and cleared up in 
about a fortnight, but it seemed almost cyclical in its 
appearance. He was sent once more for a second opinion 

and the case was diagnosed as dermatitis Nenenate, 
taking 17 days to clear. 


The almost cyclical recurrence led me to give testo- 
sterone propionate, on the analogy that cestradiol benzoate 
was of use in oestrin deficiency dermatoses of the meno- 
pause. Daily injections of 20 mg. Testoviron (Schering) 
were given with exactly the same local treatment (plain 
lotio calamine suited him best) starting on July. 13th, 1937. 
By July 19th the skin was clear. On the 2Ist he came to 
me for his injection as usual, but implored me to postpone 
it for a while. He said he had not slept all night owing to 
a persistent and painful priapism which was not relieved 
at all by coitus ; detumescence did not occur. To obviate 
any effect of suggestion Thad not questioned him previously 
about the influence of the injections on his sexual function 
and he thought these were given only for his skin condition. 
He told me then that ever since the first injection erection 
had been more ready and that he had had coitus nightly. 
After the fifth injection erections were rapid and pro- 
longed and coitus failed to relieve him. A good orgasm 
was enjoyed without any ejaculate, although there was 
the feeling of ejaculation. The libido was considerably 
increased, as evidenced by nightly coitus. Injections of 
testosterone propionate. were still continued twice weekly — 
but the skin condition recurred nevertheless. As soon as 
this was noticed, injections : 
were given again daily, but 
the painful and persistent 
priapism was not seen this 


he said he was now normal 
again in sexual function. 


By Sept. 3rd erection was 
frequent both day and night, 
and coitus occurred nearly 
every night. He had been 
taking Androstin tablets 
(Ciba) for four days (2 tablets 
t.d.s.) as well as injections, 
but found little difference 
except that lateral tumes- 
cence was perhaps more 
marked. `The glans was not. 
absolutely turgid but erection 
lasted half an hour; libido 
was almost excessive. Now 
he was only having injections 
every 2—4 days and the effect 
was still very powerful, but 
more normal, On Oct. 7th 
full normal power was evi- 
denced following a weekly 
injection of 40 mg. of testo- 
sterone propionate. Libido 
was almost excessive, coitus 
took place regularly twice a 
week, and intromission was 
easy. He obtained a good 
erotic sensation and felt 
that he wanted to ejaculate, 
but there was no secretion of 
any kind. The erect penis 
measured 15.cm. in length, 
ll cm. in circumference at 
the glans and 11-5 cm. at the 
base. Previously his wife had 
never obtained any erotic 
sensation and his return to 
sexual power had enabled him 
to satisfy her completely. 
Seen’ on Oct. 15th he said he 


FIG. 1.—Photograph taken 
on Oct. 19th, 1937, show- 


ing general *temale con- 
formation except for large 
hands. Distribution of 
fat and pubic hair is of 
female type. Note wide 
hips and genu valgum.. 
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had recently noticed the growth of a few fair hairs on his 
chest and a stronger growth of beard, although hestill only 
shaves on alternate days. During twelve weeks’ treatment 
his weight increased frorn 10 ‘st. 10 Ib. to 11 st. 12 Ib. 
and all his clothes became too small ; whereas originally he 


FIG. 2.—Photograph Shoni normal size of penis, absence of 
testicles in scrotum, situation of wound in left- thigh, and 
female distribution of pubic hair. 


wore size 144 in collars, sizo 15$ are now too tight. On 
Oct. 29th erection had been impossible for the last eight 
days, following cessation of injections. 


DISCUSSION 


‘Hamilton (1937) during the first périod of treatment 
gave his patient 550 mg. of testosterone acetate in one 
month (an average dose of 40 mg. three times a week) 
and. penile erections were noticed after sixty hours. 
After six days erection-reached a state of priapism— 

~a development arising in my case rather more strik- 

ingly after seven daily injections of 20 mg. testosterone. 
propionate. This excessive effect was lessened on 
reduction of dosage to 20 mg. twice weekly and was 
- not found to recur so forcibly when dosage was 
increased again. Libido, however, was noticeably 
increased and desire for coitus was felt both by day 
and by night. 

The improvement i in mental and physical condition 
noticed in Hamilton’s case was evident in my patient 
too. He was not morbid or depressed before, but 
after treatment he realised that he was more virile 
and able to satisfy his wife for the first time since 
their marriage; also he had increased in weight and 
development as shown by an increase of 1 st. 2 lb. 
in twelve weeks. During this period of treatment 
in which he has been given 940 mg. in 108 days (see 
Table) he has felt no ill effects from the injections, 
which are painless, and normal sexual function has 
been maintained by weekly injections of 40 mg. 
Further reduction of dosage to 20 mg. weekly seemed 
hardly adequate for erection was not so spontaneous 
and coitus was only just possible once a week. 


Judging from the two cases it appears that a 


substitution dosage of 100-140 mg. is necessary to 
restore sexual function—which is the true indication 
of successful therapy—and that afterwards a main- 
tenance dose of 20-40 mg. per week is adequate. The 
dosage required for reversal of cestrogen imbalance as 
suggested in the treatment of early prostatic hyper- 
trophy would presumably be greater than thesesubstitu- 
tion doses. Experiences (unpublished) in the treatment 
of about 20 cases of enlarged prostate with testosterone 


propionate have led me to believe that dosage such 
as 40-50 mg. daily is at first necessary. For these 
prostatic cases my original dosage was based on the 
monkey and human experiments of Zuckerman and 
Greene (1936) and was 40 mg. weekly, but soon I 
found out that better results were obtained when 
50 mg. was given daily for a:fortnight and then at 
increasing intervals. In many of these men the 
power of erection was regained or increased only 


when the larger doses were given daily for some 


days. 

Some further idea of adult human dosage can be 
obtained from the effect of testosterone propionate 
on the inhibition of estrone action:on the monkey‘s 
prostate (Zuckerman 1936) and the inhibition of 
menstruation in the same animal (Zuckerman 1937). 
It is suggestive from these experiments that seven 
or more times the dose of testosterone propionate 
is required than the known therapeutic dose of 
estradiol benzoate. Whereas 10-15 mg. a week 
cestradiol benzoate is necessary for endometrial 
proliferation in the human female, probably 70—100 mg. 


TABLE SHOWING DOSE IN MG. AND DATES OF 
ADMINISTRATION OF TESTOSTERONE PROPIONATE 


July, 1937. August Sept. Oct. 
aor aes fae Gas aa 
. (mg mg. g: mg. : 
13th .. 20 ..40 | 18th. .20 2nd. .20 Ath <2 40 
14th .. 20 6th..20 | 19th. .20 7th. .20 | lith..20 
15th .. 20 9th. .20 | 20th..20 | llth..20 | 13th. .20 
16th .. 20 | llth..40 | 21st..20 | 13th..20 | 16th. .20 
17th .. 20 | 12th..40 | 23rd..20 | 15th..40 | 18th. .20 
19th .. 20 | 13th..20 | 25th..20 | 22nd..40 
20th .. 20 | 14th..20 | 27th.. 28th. .40 —_ — 
21st oe 20 16th . . 20 30th oe -20 K a — — 
23rd ee 20 17th. 20 — —e —— os 
27th .. 20 — — — — — — —_—_ — 
30th .. 20 — — _- — —_ — —_ — 
Dose (mg.) 220 200 120 


Total dose= 940 mg. 


of testosterone propionate per ween is required for 
the relief of early prostatic symptoms in men and 
menorrhagia in women, although its action is more 
prolonged than that of cstradiol benzoate. 

In the treatment of severe menorrhagia I have. 
found that five doses of 60 mg. of ostradiol benzoate 
are usually sufficient -to suppress. the endometrial 
proliferation in women as confirmed by curettage. 
It is likely that the dosage of these hormones varies 
in a rough body-weight ratio and if so these doses 
for the male hormone are possibly correct. 

Much more work from other sources is required for 
confirmation of this dosage before any dogmatic 
statements can be made. Recent observations by 
Steinach and Kun (1937) suggest that the action of 
male hormone may be intensified by the addition 
of a small dose of female tormon, when given to 
males. 


SUMMARY 


(1) A post-puberal eunuch has been treated with 
testosterone propionate. (2) Sexual function and 
libido returned almost immediately. (3) A total of 
140 mg. testosterone propionate given over seven 
days was followed by persistent priapism. (4) Full 
libido and ability to perform the sexual act was 
maintained by a weekly injection of 40 mg. (5) A 
later increase in dosage did not: cause a return of 
priapism. (6) There was an increase in weight of 
16 lb. in twelve weeks. (7) Substitution dosage with 
testosterone propionate is probably between 
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100-140 mg.,.with smaller weekly maintenance doses. 
(8) Treatment doses are likely to be greater in cases 
of senility or prostatic syndrome. >, 3 


Liberal samples of Testoviron (testosterone propionate) 
were supplied by the courtesy of Messrs. Schering Ltd. 
I am indebted to Prof. T. B. Davie for facilities for 
photography and for his helpful criticism. < 
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Clinical and Laboratory Notes 


DUODENAL OBSTRUCTION IN THE 
. NEW-BORN 


By ANNE E. SOMERFORD, M.D. Manch., D.P.H. 


PATHOLOGIST TO THE ROYAL MANCHESTER CHILDREN’S 
HOSPITAL AND TO THE SKIN HOSPITAL, MANCHESTER 


OBSTRUCTION of the duodenum in infancy is some- 
what rare, and it seemed that the following case 
might be worth reporting. 


A baby girl aged 14 days was admitted to Pendlebury 
Children’s Hospital with the history that she had always 
had difficulty in swallowing, and on that account atresia 
of the cesophagus had been suspected. For three days 
before admission she had vomited copiously, the vomit 
consisting of yellowish material and mucus. The motions 
were black and hard, probably consisting of constipated 
meconium. 

On admission the baby was cold, grey, and dehydrated, 
with glazing eyes, and, as she was so ill, radiological 
examination was not considered feasible. She was fed 
from a pen-filler with peptonised milk, and a few drops of 
brandy every hour, and was given subcutaneous injections 
of saline solution every six hours. She failed, however, 
to respond to treatment, and died four days later. 

Autopsy.—The body was that of a small emaciated baby 
with a protuberant -abdomen, particularly in the upper 
third. On opening the abdomen, the stomach was seen 
to be considerably enlarged, filling almost the whole of 
the upper third of the abdominal cavity; it contained 
milk residue and mucus, but no bile. The stomach was 
not much hypertrophied, and the mucosa was apparently 
normal. There was no hypertrophy of the pylorus, which 
was patent. The first part of the duodenum was bound 
down by adhesions to the neck of the pancreas, and 
seemed to be bent round that organ. The pancreas 
appeared to be very prominent and nodular, though 
microscopical section failed to show any abnormality. 
The duodenal wall was normal, and there was no dilata- 
tion. The bowel below the adhesions was shrunken and 
collapsed. The remaining organs (including the esophagus) 
were normal. 7 


In 1931, in conjunction with Dr. Lapage and Dr. 
Howe, I published a record of three cases of duodenal 
obstruction in the new-born. Two of these were 
definite atresias of the duodenum at the duodeno- 
jejunal junction, and the third was a case of obstruc- 
tion due .to a band containing minute branches of 
the superior mesenteric vessels and lymphoid tissue. 
The present case differs from these in that the 
obstruction was apparently due to adhesions binding 
the first part of the duodenum to the neck of the 


pancreas. 
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CHRONIC OSTEOMYELITIS OF THE- / 

HUMERUS SIMULATING NEW GROWTH 
By W. Stewart, M.D. Glasg. 


e à 
PATHOLOGIST TO THE ROYAL INFIRMARY, WORCESTER 


-In the following case a chronic pyogenic infection 
of one of the long bones gave rise to signs and 
symptoms strongly suggestive of a periosteal new 
growth. l T 7 

The patient was a man of 64, admitted to the wards 
with a diffuse swelling in the middle of the shaft of the 


swelling had been 
present for a month ; 
it was red, felt hot 
and brawny, and 


intimate association 
with the shaft of the 
bone. The tempera- 
ture was only slightly 


to 100° F.) and the 
pulse-rate was in the 
neighbourhood of 80. 
A small exploratory 
incision was made 
just above the inser- 
tion of the deltoid 
muscle and a small | 
portion of the tumour 
area was removed 
for investigation. 
This material 
showed a fibrosing 
reaction spreading 
among and replacing 
the muscle-fibres. 


Here and there 
were fairly large 
areas of adult fibrous 
tissue. The blood- 


vessels were mature, | 
with well-developed 
Scattered 
throughout the 
section were foci of 
inflammatory reac- 
tion of polymorphic 
type but no actual 
abscess areas were 
found. The picture 
was one of replace- 
ment fibrosis of the | 
muscle-fibres by a 
subacute and chronic | 
inflammatory invasion. Radiography showed a thick- 
ening of the shaft of the humerus with increased 
density of the bone extending up to the neck (Fig. 1). 
At the centre of the shaft the appearance resembles 
that of a multilocular cyst. There is considerable 
periosteal thickening with some laying-down of new bone. 
This periosteal new bone bears a considerable resemblance 


FIG. 1.—Radiogram of the right 
humerus showing increased density 
of diaphysis and periosteal new 
bone simulating spicules of new 
growth. . 


_to the spicule formations of a new growth. 


The patient had had an accident to the arm in 1916, 
but the details of it were rather obscure. The Wassermann 
reaction was not done. He died a few days later. 

Post-mortem examination—The body showed con- 
siderable emaciation. The heart chambers were dilated, 
and on the auricular side of the anterior mitral cusp was a 
localised recent vegetation the size of a large pea ; the other 
valves were normal except for dilatation. The lungs were 
congested. The peritoneum was thickened, with adhesions, 
The abdominal organs showed toxic degeneration. The 
pulp of the spleen was soft but the organ was not enlarged 
(160 g.). Extensive fibrosis was seen in the muscles in 
the lower part of the upper half of the right arm. Opposite 
this fibrosed area the bone was thickened and roughened 
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with spicule formation. On sawing the bone longitudinally 
much sclerosis was found and almost complete obliteration. 
of the ‘medullary cavity. In the centre of the shaft was a 
small Brodie’s abscess. Cultures taken from this cavity 
gave abundant and pure growth of Staphylococcus aureus. 

The specimen (Fig. 24, posterior surface of right 
humerus) shows the widening of the shaft due to the 
laying down of new bone. This is much roughened by 
irregular spurs resembling spicule formation and extends 
8 cm. along the shaft. The. articular surfaces are not 
involved but the inflammatory periostitis extends upwards 
to the joint capsule. The cut surface (Fig. 2B) shows the 
extensive sclerosis in the shaft with almost complete 
obliteration of the medullary cavity. There is much 
deposit of subperiosteal new bone. 
most extensively sclerosed portion of the shaft is the small 


FIG. 2a.—Posterior surface of the right humerus showing spar- 
like processes simulating spicules of new growth on radio- 
logical examination. 


FIG. 2b.—Cut surface of neo’ numerur showing Brodie’s abscess ` 


and dense sclerosis in shaft. 


residual abscess cavity. The sclerosing reaction does not 
involve the head. i 


Brailsford (1934) states that sarcoma of the 
humerus is not uncommon and may give rise to 
increased density of the shaft and periosteal thicken- 
ing. These sarcomata usually show spicules at right 
angles—thickest at the central part and tapering to 
blend with the shaft at the extremities of the lesion, 
Brodie’s abscess as a rule involves or is in close 
proximity to the epiphyseal line. The new periosteal 
bone has a smooth margin and is laid down in a 
regular manner, Syphilitic osteoperiostitis may show 
irregularity and sclerosis of the cortex and in the 
middle of the shaft gives the appearance of areas of 
rarefaction. 

The case described was on clinical grounds and 
radiological appearances much more suggestive of 
new growth than of chronic osteomyelitis, The 
position of the tumour suggested new growth.. Sar- 
coma is common in this position whereas Brodie’s 
abscess is rare. The relatively short period of 


In the centre of the - 


books, in lectures, or in debate. 
‘expressions as “‘ usually fatal” or “a few cases 


symptoms was definitely in favour of growth rather 
than of chronic pyogenic involvement. i 
_ One must suppose that the extreme chronicity of 
the pathological processes had enabled the patient to 
adapt himself to these changes although the -post- 
mortem appearances did suggest a fairly severe lesion, 
I am indebted to Mr. T. Bates, under whose care 
the patient was admitted for the clinical data, and to 
Dr. H. Neville Crowe for the X ray photographs. 
REFERENCE 
Brailsford, J. F. (1934) Radiology of Bonesand Joints, London. 


: ‘ WHITE BILE | 
By H. H. GREENWOOD, B.S. Lond., F.R.C.S. Eng. 


SURGEON TO G.W.R. HOSPITAL, SWINDON 


Just as hard cases.make bad law, according to 
the legal aphorist, so do single instances of recovery 
from conditions known to be usually fatal prove 
dangerous guides to a judicial prognosis. The con- 
dition known as “‘ white bile’? invites more precision 
of statement than is usually accorded to it, in text- 
Such guarded 


recover” might be amplified, even statistically 
stated, by those whose wide and specialised experience 
command respect. | — 

Some well-known surgeons have declared that 
recovery is impossible in an established example of 
this grave condition, and I report the following case 
more in the hope that it will provoke from them a 
detailed pronouncement on the frequency with which 
the condition occurs and on the factors influencing 
the prognosis, than from the belief that recovery in 
this instance held any element of the miraculous, 


The patient, a widow aged 70, had. a clear history 
during the past 10 years of gall-bladder disease— 
pain in the right subcostal and lumbar regions worse after 
meals (but the onset bore no fixed time-relation to the 
ingestion of food), flatulence, and mild constipation. 
Attacks of biliary colic occurred at intervals, with vomit- 
ing and diarrhea, each attack beginning suddenly and 
lasting from a few hours to a few days, but this last attack 
had lasted almost continuously since July, and during 
the last month there had been loss of weight (2% Ib.). 
For 5 days before admission she had been jaundiced, and by 
the time she was sent into hospital by Dr. W. A. C. Spence 
on Oct. 18th, 1937, she was deeply jaundiced: The van 
den Bergh reaction was positive, and the X ray examina- 
tion after a barium meal yielded no evidence of any gastric 
lesion. On Oct, 19th she passed per anum a gall-stone 
measuring 3 by 2 cm., and faceted on one side, but despite 
this fortunate happening the jaundice deepened, mild 
pyrexia (99-2° F.) developed, and the pulse-rate rose from 
80 to 96. . 

Operation wes done on Oct. 25th under gas-and-oxygen 
and ether by aright paramedianincision. Clear, colourless, 
limpid ‘fluid like water was aspirated from the distended 
common duct; by incision of the duct a stone slightly 
larger than that passed on Oct. 19th was found to be 
tightly impacted at the lower end of the common duct, 
and was extracted by a Mayo Robson’s scoop together 
with some biliary ‘“‘mud.” Afterwards the instrument 
passed with ease into the second part of the duodenum. 
A tube was stitched into the common duct. The gall- 
bladder, reduced to an hour-glass shaped mass: of fibrous 
tissue contracted down on to several large stones, was 
rapidly removed and the stump of the cystic duct stitched 
by Moynihan’s method into the end of a large drainage- 
tube. The liver was shrunken, the edges thin and sharp, 
the surface smooth and mottled brown, yellow, and deep 
purple-red. The abdomen was closed. 

Progress.—Shock was severe, but under continuous 
intravenous drip instillation of 10 per cent. glucose with 
insulin. the patient rallied. Threé days after operation 
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she had a rigor and the intravenous tube was removed. 
On Nov. Ist, seven days after operation, the bile draining 
from the tubes became coloured, the jaundice became 
less deep, and the urine was bile-stained. Since then 
recovery has been progressive and uneventful, and the 
tubes were removed on Nov. 12th. 


Since “ white bile ” is excreted only by a liver that 
has ceased to perform its more important functions, 
and that the arrest of function is brought about by 
some obstruction such as a gall-stone impacted in 
the common bile-duct, it might be expected that the 
prognosis will be influenced by the length of time 
the obstruction has been absolute. I‘have avoided 
quoting references, but the nearest to precision about 
the time-factor that I have found is the statement 
by Illingworth and Dick (1932): “ If the gall-bladder 
is absent or functionless through disease this state of 
affairs is reached within a week from the onset of 
complete obstruction . . . a functioning gall-bladder 
delays the appearance of white bile for a much longer 
period.” * 

Another item to be taken into account is the speed 
and gentleness of the operation—that is to say the 
degree of trauma inflicted. In this case everything 
conspired to further the attainment of that end—a 
spare subject, absence of adhesions, fairly easy 
extraction of the gall-stone impacted in the lower 
end of the common bile-duct, freedom from trouble- 
some bleeding, and that perfect harmony of team- 
work to which “speed” is more justly attributable 
than to any legerdemain of the surgeon. 

Yet another factor is free drainage, and here the 
rule of preserving the gall-bladder as an added channel 
of drainage was transgressed. The gall-bladder was 
a small contracted mass of fibrous tissue, hour- 
glass in shape, holding tightly two gall-stones of a 
size likely to cause a recurrence of the obstruction, 
if by ill chance they escaped by the same path taken 
by their predecessors. Extraction would be tedious, 
the resulting drainage doubtful, less efficient than by 
the stump of the cystic duct. Removal was easy and 
swift, and oozing of blood negligible. Moreover, after 
lifting out the stone from the common duct, the end 
of the narrow scoop passed freely into the duo- 


* Illingworth, OC. F. W., and Dick, B. M. (1932) Textbook of 
Surgical Pathology, p D. 537. 


: MEDICAL 


ROYAL MEDICO-PSYCHOLOGICAL 
ASSOCIATION 


AT a meeting of this association held in London 
on Nov. 24th, with Dr. G. D. McRae, the president, 
in the chair, a paper on the 


Control of Asylum Dysentery by Prophylactic 
Inoculation 


was read by Dr. K. C. L. PADDLE. The term dysentery 
in mental hospitals, he said, applied to a clinical 
entity characterised by abdominal pain, rise of 
temperature, and the passage of blood and mucus. 
The organism most often responsible was the 
B. dysenterie of Flexner. Flexner dysentery had been 
endemic at Caterham Hospital for many years. The 
hospital accommodated over 2000 mentally defective 
patients, most of whom were low-grade; blocks of 
wards jutted out at right angles to a covered corridor, 
and the first and second floors of adjacent blocks 
were connected by bridges. There was no suitable 
isolation block, and when dysentery occurred the 
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denum through a large opening presumably left by 
the ulcerating through of the preceding large stone ; 
free drainage by that way seemed assured. The 
after-treatment followed on the lines already des- 
cribed—glucose and insulin by the intravenous drip 
method, and all those other measures calculated to 
overcome shock in an elderly subject. 

In several previous cases which might deserve 
inclusion in this category the bile was glairy and had 
some faint tinge of colour, but the fluid aspirated 
from the common duct before incision was in this 
instance as limpid and clear as water, about which 
there could be no ambiguity. 

It will be noticed that the jaundice had existed 
for only 12 days before operation and that some 
relief from back pressure on the liver was given on 
the sixth day when the first impacting stone escaped 
from the common duct, probably by ulcerating 
through into the duodenum. It seems likely that 
the period over which the liver cells had to bear the 
full brunt of the back pressure resulting from com- 
plete obstruction was only 6 days. By tabulating 
a series of cases with the duration of complete obstruc- 
tion it might be possible to deduce a relationship 
between this and the prospect of recovery. 

The pathologist reported absence of any malignant 
change in the gall-bladder. 


CONCLUSIONS 


1. It is evident that there are degrees of whiteness 
of the bile draining from the common duct after 
operation. 

2. There is no criterion yet established of the 
stage during complete obstructive jaundice at which 
the liver ceases to function. After three weeks or 
more of apparently complete blocking of the common 
duct, with jaundice of a deep green tint and severe 
itching, removal of the obstruction is not invariably 
followed by discharge of ‘‘ white bile.” 

3. Where the bile has been deprived of all colour 
and is clear, colourless, and limpid recovery is still 
possible. 

4, Death is probably due in the main to post- 
operative shock and inadequate after-treatment 
rather than to an inability of the liver to resume 
its functions. 


SOCIETIES 


affected ward had to be put in quarantine. Since 
1932 it had been the practice to rely upon simple 
isolation combined with inoculation of contacts, and 
results had been surprisingly good. When a suspected 
case of dysentery was found the ward was isolated, 
and if laboratory findings confirmed the diagnosis 
all contacts were inoculated and the ward remained 
in isolation until the case of dysentery had cleared 
up and the laboratory had reported three negative 
findings on the stools. 

From 1928 to 1936 the number and grade of 
population in the hospital, the diet, and the keen 
standard of clinical and laboratory diagnosis had 
remained stable. In 1931 dysentery was assuming 
epidemic form, and since 1932 all contacts had been 
inoculated. The years between 1928 and 1931 could 
be regarded as a control period, and the years between 
1932 and 1936 would be called the inoculated period. 
The vaccine used was prepared by the Central 
Laboratory of the London County Council Mental 
Hospitals, and was made from cultures of B. dysen- 
terie Flexner (all types) isolated from cases of 


dysentery at Caterham and at four other L.C.C. 
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mental hospitals. It contained 500,000,000 organisms 
per c.cm.; a dose of 0:5 c.cm. was given, and 
followed a week later by a second dose of 1 c.cm. ; 
there were no unpleasant reactions. In order to 
have some estimate of the duration of immunity, an 
experiment was carried out on three healthy patients 
with a vaccine—supplied by Dr. Golla—equal in 
strength to the stock one but containing organisms 
from a pure culture of B. dysenteriae Flexner W. 
Four boys who gave a negative titre to Flexner W 
were chosen, and three of them were inoculated with 
Dr. Golla’s vaccine. The agglutinising property of 
their sera against Flexner W was estimated in R.T. 
units over a period of sixteen weeks. The control 
remained negative throughout; the agglutinating 
properties of the blood rose in the other three, and in 
two of them was still above 10 R.T. units at the 
end of sixteen weeks ; there appeared to be individual 
differences, one case becoming negative in nine weeks 
only. It was convenient to class any case of dysentery 
occurring in a ward as “‘ primary ” if it had not been 
preceded by another case within a minimum period 
of sixteen weeks. A secondary case was one which 
followed a primary case within sixteen weeks ; 
contacts were patients in a ward where a primary 
case of dysentery occurred. The total number of 
cases of dysentery in the control period was 77 
' and in the inoculated period 45. In the control 
period 31 primary cases occurred, with 1504 contacts ; 
of these, 46 (1 in 33) developed dysentery. In the 
inoculated period 29 primary cases occurred with 
1585 contacts ; of these, 16 (only 1 in 99) developed 
dysentery. In short, though the number of primary 
‘cases had remained approximately equal in the two 
periods, the secondary cases in the inoculated period 
had been considerably lower. Moreover, in the 
inoculated period, nearly all the secondary cases 
occurred within sixteen days of the primary case, 
whereas in the control period many secondary cases 
occurred after the first sixteen days. 

The value of inoculation was illustrated in a ward 
in which all contacts had been inoculated after a 
case of dysentery ; there were no further cases until 
the end of the eighth week, when another patient 
developed the disease. It had looked at first sight 
as though an inoculated patient had developed 
dysentery within eight weeks, but on further inquiry 
it had been found that the patient had been trans- 
ferred from another ward, and that he had never 
been inoculated at all. Moreover the primary case, 
now showing no clinical symptoms, was now found to 
be passing dysentery bacilli in great numbers; in 
fact there had been every opportunity for the dis- 
semination of dysentery among the inoculated 
contacts, but not one of them had caught it; but no 
sooner had a non-inoculated patient been admitted to 
the ward than he fell a victim. Finally, among 1584 
inoculated contacts not a single case of dysentery 
had developed after the completion of inoculation. 

The CHAIRMAN, in opening the discussion, said he 
had always been impressed by Dr. Paddle’s caution, 
so felt that his opinion of the value of dysentery 
inoculation deserved acceptance. 

Dr. W. M. Forp-ROBERTSON agreed that Dr. 
Paddle had given practical and satisfactory evidence 
of the value of inoculation. The occurrence of 
secondaries at all showed that inoculation should 
begin as soon as possible after the primary case had 
developed. A regular prophylactic régime of vaccine 
treatment would probably be ideal in hospitals but 
was difficult to carry out. An oral vaccine had been 
tried in Ontario during the ten years 1923-33, and 


65 per cent. of patients had developed agglutination - 


titres of over 160, and only 4 per cent. titres of less 
than 140; none had given negative results. The 
vaccine had been given in a series of five doses, 
replacing the evening meal,and the results had been 
successful. Interruption of the vaccine treatment 
had led to the recurrence of cases of dysentery. 
Immunisation was said to be effective for a year. 
Noguchi, in Tokyo, had also given oral vaccines, and 
claimed that morbidity had been reduced by half, 
with a lowering of mortality. 

‘Dr. F. D. TURNER said it was his practice at 
Colchester to regard as dysentery all cases of diarrhea 
with mucus, and to isolate the affected patients for 
ever; but, even so, dysentery had not been stamped 
out. He had never succeeded in getting any bacterio- 
logical confirmation of dysentery. He asked Dr. 
Paddle the duration of immunity induced by inocu- 
lation ;. was there any period of increased susceptibility 
during inoculation, and how long must isolation of a 
ward continue after inoculation had been carried out ? 

Dr. THomas LINDSAY, superintendent of Caterham, 
said that while Dr. Paddle had been at Caterham 
he had always been anxious for an isolation hospital 
to be built in which all suspected cases of dysentery 
could be isolated for life. However, though they had 
never taken this measure, which Dr, Lindsay felt would 
amount to cruelty in some cases, he thought they 
now had complete control of dysentery in the hospital 

Dr. J. J. B. MARTIN introduced a note of caution ; he 
had recently been, he said, at a hospital saturated 
with dysentery, where patients were not only inocu- 
lated but were inoculated regularly four times a 
year; in spite of this, dysentery remained prevalent, 
though some of the patients had an agglutination 
titre of more than 500. They had done the same 
thing as Dr. Paddle but over a longer period and 
with a greater number of patients, and they had 
found much greater individual variation. They had 
obtained their highest titres by intravenous injection ; 
by oral administration they had found it difficult to 
get a titre of even 20. They had used a vaccine 
made from ZX strains, not with Flexner W. He 
thought that dysentery outbreaks went in waves, and 
that some variant in the type of Flexner bacillus 
might cause’an epidemic in spite of inoculation, even 
in patients with a R.T. of 500. On the other hand, 
inoculation did modify the severity of the disease, 
though it would not get rid of cazriers; indeed, 
patients might become symptomless carriers as a 
result of inoculation. The opinion of medical officers 
in India was that inoculation had a modified value ; 
and probably the people to be inoculated in a mental 
hospital were the new admissions. 

Dr. A. C. SINCLAIR said he was at present at the 
hospital, mentioned by Dr. Martin, at which dysentery 
was endemic. There had been a fresh outbreak 
recently in which the causative organism had been 
Flexner W; inoculation had been with the ZX 
vaccine, In order to culture the organism, rectal 
swabs were taken with a Higginson syringe, and the 
material inoculated into broth at the bedside; after 
half an hour cultures were plated out from the broth, 
and it was found that it was usually possible to get 
the organism by this method. 

Dr. SYDNEY MANN asked Dr. Paddle how often, in 
relation to the blood findings, he would reinoculate. 
Answering Dr. Martin’s qriticism, he said that it was 
impossible to produce complete immunity, and the 
patient’s resistance to the disease would depend upon 
the dose to which he was subjected. In a hospital 
“ saturated ° with dysentery the dose would be 
intense. The type of vaccine used by Dr. Paddle 
might be called an autogenous L.C.C. vaccine, and it 
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had done the job without producing ill effects. He 
thought it was important to have a vaccine made 
from the organisms of the first case in an outbreak, 
and he believed this would prove more successful 
than stock vaccines. 

Dr. A. A. W. PETRIE asked what effect inoculation 
had upon the symptomless carrier who kept epidemics 
going; patients of this kind might show nothing 
more than a slightly loose stool on a single occasion, 
yet they might be passing bacilli in large numbers. 
Negative findings in the laboratory might be due to 
a change in the type of bacillus; at Banstead, 
dysentery, had usually been due to Flexner organisms, 
but in one outbreak a series of negative results had 
proved to be due to a Sonne infection, for the culture 
of which slightly different technique was needed. 


Dr. PADDLE, in replying, said that success with 
inoculation depended on giving the vaccine as soon 
as possible after the development of the primary 
case. He had had no experience of oral vaccines. 
In order to get a positive bacteriological result it was 
essential to plate the material at the bedside as soon 
as a stool was passed, or else to take a rectal swab. 
It was not easy to give a definite estimate of the 
duration of immunity ; he thought that in a minority 
immunity lasted about 44 months ; in most patients it 
lasted 1-2 years. There was no evidence that patients 
were more susceptible during the time they were 
being immunised. Judging by the titre, immunity 
developed within 3 days of inoculation and reached 
a maximum in 7 days; but McCartney considered 
that immunity was relative and differed from day to 
day and sometimes from hour to hour. If a person 
encountered a sufficient dose of a virulent organism 
he would get dysentery though he had been immunised. 
He agreed with much that Dr. Martin had said, but 
he saw no reason why dysentery should not occur in 
patients with a titre of more than 500: were we 
justified in supposing that titre and immunity went 
hand in hand? In a hospital for mental defectives 
the problem was largely one of low-grade ‘“‘ wet and 
dirty ” patients. He thought it quite understandable 
that cases due to the W type should appear in 
patients inoculated with a ZX vaccine. The 
vaccine used at Caterham had contained all the 
likely organisms. 


LIVERPOOL MEDICAL INSTITUTION 


A MEETING of this institution, held on Nov. 18th 
with Prof. R. E. KELLY, the president, in the at 
was devoted to Thyrotoxicosis 

Prof. HENRY Conen said that few subjects were 
more appropriate for discussion. Despite the pre- 
valence of thyrotoxicosis its nomenclature was con- 
fused, its ætiology was unknown, its treatment was 
so irrational as to depend on the most primitive of 
therapeutic principles (“if thy right hand offend 
thee cut it off’’), and its prognosis was so uncertain 
as to shake the reputation of many an experienced 
prophet. He doubted if it were possible to define it 
with greater accuracy than as “‘a state of intoxica- 
tion dependent on the thyroid.” The term hyper- 
thyroidism was inappropriate, for the condition 
produced by continued intake of thyroid extract 
differed from Graves’s disease in showing no change 
in the structure of the thyroid gland and no exoph- 
thalmos. Administration of the thyrotropic hormone 
of the anterior lobe of the pituitary produced charac- 
teristic changes in the thyroid: (1) colloid loss; 
. (2) a change in the epithelium lining the vesicles, 
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from cuboidal to columnar; (3) a decrease in the 
iodine content of the gland itself; and (4) an increase 
in the iodine content of the blood and urine. More- 
over it caused exophthalmos, even in thyroidectomised 
animals, unless the superior cervical ganglia had been 
removed. The effect of thyrotropic hormone, how- 
ever, was only temporary, for an antithyrotropic 
principle developed in the blood which inhibited the 
stimulation of metabolism by the thyrotropic hor- 
mone, though it had no effect on the stimulation of 
metabolism by thyroxine. Normal animal and 
human blood had a slightly inhibitory action on the 
thyrotropic hormones, but the blood of a patient 
suffering from Graves’s disease had none. Recently 
the antithyrotropic principle had been obtained in 
powder form, and it was clear that its effect was not 
due to iodine. Prof. Cohen had seen many cases of 
acromegaly with associated thyrotoxicosis. On the 
other hand, where the pituitary gland had been 
examined in fatal cases of thyrotoxicosis no gross 
definable abnormality had been observed. Caution, 
however, was necessary in interpreting these nega- 
tive findings, because very slight changes might give 
rise to severe bodily disturbances, as was seen from 
the influence of a minute basophil adenomata of the 
anterior lobe of the pituitary. 

An attempt had been made to divide cases of thyro- 
toxicosis into two main types: (1) Graves’s disease, 
associated with exophthalmos and a diffuse hyper- 
plasia of the thyroid, seen in young patients with 
dominantly nervous symptoms and subject to spon- 
taneous remissions and relapses; and (2) Plummer’s 
disease, in which the goitre was nodular and eye signs 
absent, seen in older patients with dominantly cardio- 
vascular signs, and usually more progressive. It had 
been suggested that the former were more likely to 
have a pituitary origin, and the latter to be true 
examples of hyperthyroidism. But while it was 
true that typical examples of these two main types 
existed, a very large proportion of cases had features 
common to both; moreover, even with nodular 
goitre, there were diffuse hyperplastic changes in 
the non-adenomatous areas of the gland. These 
attempted classifications took little heed of the rate 
and intensity of action of toxins, and the soil on 
which they were acting. 

It was important to recognise that thyrotoxicosis 
appeared in various guises which obscured the 
classical features. The presenting symptoms of 
“ masked ” thyrotoxicosis were, in Prof. Cohen’s 
experience, mainly: (1) cardiovascular disorders, 
including auricular fibrillation, hyperpiesis, and cardiac 
failure ; (2) rapid wasting, éspecially seen in middle- 
aged males with a good appetite, often mis-diagnosed 
as diabetes because of the slight glycosuria so common 
in thyrotoxicosis; (3) diarrhea with, rarely, other 
gastro-intestinal symptoms, occasionally including 
intractable vomiting; (4) psychotic manifestations ; 
(5) nervous manifestations, of which ophthalmo- 
plegia and amyotropic lateral sclerosis were the main 
but rare examples. He regarded factors such as 
psychic trauma, infections, sex cycles, and reducing 
cures as activating rather than causative. In his 
view estimations of ‘basal metabolic rate were 
unnecessary for diagnosis ; all accessory tests, whether 
of metabolic rate or electrical impedance, measured 
levels and trends, but more important was the dura- 
tion of the toxemia and its effect on tissues, and this 
could be estimated only by clinical observation. 

Plummer’s work on iodine had revolutionised 
the therapy of thyrotoxicosis. But though rest, 
iodine, and X ray treatment might cure the mild 
case in which psychogenic activation played a part, a 
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subtotal thyroidectomy, after adequate preparation, 
was the treatment of choice for the vast majority of 
patients, and should not be delayed. The results in 
cases conforming to the Graves type were perhaps 
less satisfactory than in those of the Plummer type. 
All cases should be carefully followed up, and residual 
or recurrent thyrotoxicosis dealt with immediately. 
When all was said and done, however, surgery re- 
mained a confession of failure, and it was to be hoped 
that work on the rôle of the pituitary might yield a 
more rational therapy. 

Mr. J. B. OLDHAM said that at present surgical 
treatment was the best we had to offer the patient. 
The immediate mortality in reputable clinics had 
fallen almost to vanishing-point, some 90 per cent. 
of the patients were rehabilitated, and recurrences 
were rare. It must, however, be admitted that in 
a proportion of cases the exophthalmos was not 
cured and mild subjective symptoms remained. In 
America it was the custom to operate on all cases as 
soon as a definite diagnosis was made ; butsome at least 
of the mild cases could recover with medical treat- 
ment, and in this type of case non-operative treat- 
ment should be attempted if the patient could afford 
the time and money. Mr. Oldham emphasised that 
medical treatment did not mean simply rest and 
iodine but must be a broad régime, including prophy- 
lactic, dietetic, hygienic, medicinal, psychotherapeutic, 
and other measures. Iodine should not be used in 
the non-operative treatment of toxic goitre except in 
an emergency such as thyroid crisis. It was unfor- 
tunate that many of the profession had the impression 
that iodine in itself was a curative agent; given a 
false sense of security by the temporary benefits 
derived from its use, they persevered in non-operative 
treatment until the best moment for surgery was 
long past. He was convinced that iodine given for 
weeks or months lost its power to improve the 
patient, which meant that its help was not available 
when it was most needed—at the time of operation. 

Mr. Oldham held that almost all cases, except 
early ones in young patients with primary thyro- 
toxicosis, should be treated by subtotal thyroidec- 
tomy as soon as the diagnosis was made, Compli- 
cations occurred in neglected cases and although 
surgeons were ablé to get extraordinarily good results 
in these serious cases that was no excuse for leaving 
the patients till they were very ill. For thyroid 
crisis he had found the oxygen tent of singular value. 

During the last four years Mr. Oldham had operated 
on 186 cases with 3 deaths. He had used Avertin 
with gas-and-oxygen in all but one case, and this 
was the only one in which there were any pulmonary 
complications. He used surgical diathermy for the 
skin incision and for dissecting up the skin-flaps. As 
a rule he did not divide either the platysma or infra- 
hyoid muscles. In every case in this series a one- 
stage subtotal resection was done, and it was his 
belief that the less thyroid left behind the less likeli- 
hood there was of post-operative crisis or residual 
symptoms. He found that he was draining fewer 
and fewer cases as his experience increased and that 
the most perfect scar was given by interrupted 
eversion sutures of silkworm gut, removed on the 
second or third day after operation. Mr. Oldham 
admitted that he followed the usual habit of giving 
iodine after operation, but he failed to see the logic 
of it provided full iodinisation had been produced 
before operation and a sufficient amount of the gland 
had been removed. 

Dr. ROBERT CooPe spoke on the association of 
hyperthyroidism with pancreatic disorder. In 1912 
Cohn and Peiser had recorded 5 cases of inflammation 
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of the pancreas associated with hyperthyroidism, 
while Holst, Garrod, and other writers had described 
cases of hyperthyroidism in which autopsy revealed 
atrophy and other lesions of the pancreas. The 
association of glycosuria with hyperthyroidism was 
moderately common, but not as common as was 
sometimes assumed. John (1928) found hyper- 
glycemia in less than 10 per cent. of his cases of 
hyperthyroidism, and noted that the loss of sugar 
tolerance did not run at all parallel with the severity 
of the hyperthyroidism. In Dr. Coope’s experience 
true diabetes mellitus accompanied by hyper- 
thyroidism was very rare. In the last few years he 
had seen three patients suffering from true diabetes 
mellitus in whom careful examination revealed a real 
but quite mild hyperthyroidism. All were under 
35 years of age. They were given X ray therapy to 
the thyroid gland; two of them, who previously 
needed 12-15 units of insulin a day to keep them 
“ standardised,” were afterwards able to take the 
same controlled diet without any insulin, while the 
third was enabled to reduce his daily dose from 
50 to 17 units. But though these patients were 
“ cured ” of their hyperthyroidism, they still remained 
diabetics, though of milder degree; even those no 
longer needing insulin could not abandon dietetic 
control without a reappearance of hyperglycemia and 
glycosuria. The disturbance of carbohydrate meta- 
bolism in this type of case was not due to thyroid 
“ toxicity ” ; the hyperthyroidism put a strain on an 
already weak link, so revealing a tendency, previously 
unsuspected, to diabetes, or making an obvious 
diabetes more severe. 

Mr, Pan Hawe said that the diagnosis of thyro- 
toxicosis was not always easy, and it was of para- 
mount importance to exclude cases of neurovascular 
asthenia, early phthisis, and early mental disease. 
Some help was to be obtained by noting the effect 
of iodine treatment on the patient’s condition. It 
was difficult to assess the value of impedance angle 
tests, and although these might replace ordinary 
basal metabolic estimations the clinical features of 
the case should have priority in reaching the diagnosis. 
Although Mr. Hawe favoured the one-stage operation — 
he had recently, in a few cases with very advanced 
myocardial damage, used a two-stage procedure with 
satisfaction. Possibly the advantage of a shorter 
operation in such cases outweighed the risk of a 
post-operative thyroid crisis, which seemed less likely 
to occur when a very large proportion of the gland 
was removed. 

Prof. JOHN Hay said that if objection was offered 
to the term “ masked” thyrotoxicosis the condition 
might be referred to as “‘ easily missed.” In these 
patients the underlying thyrotoxicosis was camou- 
flaged by some more obvious clinical manifestation, 
such as cardiac irregularity, cardiac failure, or gastro- 
intestinal disturbance. But as operation was 
undoubtedly the most satisfactory line of attack 


and successful treatment depended on early treat- 


ment it was of the utmost importance that the 
atypical form of thyrotoxicosis should be recognised 
as soon as possible. Exophthalmos was often absent 
or slight, and the thyroid was not necessarily 
enlarged. Thyrotoxicosis should be suspected when 
tachycardia was associated with loss of weight 
(a loss of weight that continued in spite of rest in 
bed and a good appetite), or when the tachycardia 
was associated with a rise in blood pressure and a 
simultaneous rise in pulse pressure. In thyrotoxic 
tachycardia the mitral first sound often had a sharp, 
snappy quality that should arouse suspicion. Again, 
paroxysmal auricular fibrillation or persistent fibrilla- 
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tion in the later decades would in itself suggest 
thyrotoxicosis. l 

Dr. T. F. HEWER said it was often impossible to 
offer any opinion as to the toxicity of a goitre on 
histological grounds. Iodine medication before opera- 
tion altered the histological appearance of an otherwise 
typical Graves’s disease and quite often apparently 
simple colloid or adenoparenchymatous goitres were 
clinically toxic. l 

Dr. ROBERT Keme said that an attempt to divide 
thyrotoxicosis into the two main clinical groups— 
diffuse toxic goitre and nodular toxic goitre—seemed 
necessary when the results of treatment were reviewed. 
In following-up a group of 90 cases operated on, 
containing equal numbers of both types, “ complete 
cure ” was found in 70—80 per cent. of the nodular 
toxic group, whereas there were residual symptoms 
in all but 30—40 per cent. of the diffuse toxic goitres. 
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It seemed clinically that the toxicosis of nodular 
goitres was mainly thyrogenic, corresponding with 
the results of administering thyroid substance or 
thyroxine ; hence thyroidectomy was fairly rational 
and gave good results. On the other hand, the picture 
of diffuse toxic goitre resembled experimentally pro- 
duced “ pituitary thyrotoxicosis.” Here, where the 
principal mechanism was untouched, operation was 
not likely to be so successful. It was in such cases that 
Loeser’s antithyrotropic substance would probably be 
of great value. | ' 

Dr. G. F. Rawpon Smita emphasised the desira- 
bility of not refusing operation to patients desperately 
ill from one of the complications mentioned by Prof. 
Cohen; he gave three illustrations from his own 
practice, in which the patients, though not cured, 
had been able to resume their ordinary avocations 
after operation. | 
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Control of Tuberculosis in England, Past 
and Present 
By G. Grecory Kayne, M.D., M.R.C.P. Lond., 
D.P.H., Deputy Medical Superintendent, County 
Sanatorium, Clare Hall, Middlesex. London: 
Humphrey Milford, Oxford University Press. 
1937. Pp. 188. 8s. 6d. 


A GENERATION has passed since, in 1908, the State 
began its administrative control of tuberculosis by 
issuing regulations for the notification of certain 
groups of persons suffermg from phthisis. The time 
is opportune for a survey of the steps taken in the 
past and for consideration of the efforts to be made 
in the future to deal with a disease which still causes 
a formidable mortality amongst those in the prime 
of life. Individual enterprise showed the need and 
began the attack on tuberculosis: Bodington in 
England opened the first sanatorium, and Sir 
Robert Philip in Scotland began dispensary work at 
Edinburgh in 1887. Gradually the growing public 
health service was compelled to take a part, but 
despite development and some new contributions, 
the movement lost drive and the ideas on which it 
was based were more fully worked out abroad. 
Dr. Kayne divides his book into three parts, the first 
covering the period before 1908, the second from that 


date up to the present day, while in the third he 


considers the problem now, discussing the merits 
and shortcomings of our present methods and 
the possibilities for improvement, The last part 
properly brings under review not only purely 
administrative but also certain clinical aspects of the 
disease. Ample statistical tables illustrate the text 
which is fairly and lucidly set out. 

Dr. Kayne has used his tenure of the Dorothy 
Temple Cross Research Fellowship to good purpose, 
and embodies here the experience he derived from 
his study on the Continent. Though private treat- 
ment will not be wholly abandoned, especially for 
the well-to-do, he forecasts an increasing State 
control, for “the preservation of the health of the 
population will come to be regarded on the same 
footing as national defence or police supervision.” 
He is zealous for the really effective care of the 
patient and for thorough investigation of the family : 
he would not. relinquish the control of any patient 
till the last tubercle bacillus disappears from the 
gastric lavage, and the dossier contains the radio- 
gram of every contact. Group radiography too must 
have an important place. While the numbers of 
contacts examined annually hardly exceeds the 


number of new cases discovered, and while the use 
of radiology in dispensaries is still limited, there is 
no room for complacency though recent years have 
shown the beginning of a new phase of energy and 
enthusiasm. Dr. Kayne thus reflects not discontent 
alone but also optimism and concentrates the beam 
in an illuminating and stimulating way. All interested 
in tuberculosis in its varied aspects, especially mem- 
bers of public and private bodies concerned with 
public health, would do well to study its pages, 
though of course its special appeal is to the medical 
reader. The volume is one of the Oxford Medical 
Publications and its production maintains the high 
standard of that series. 


Medico-Legal Aspects of the Ruxton Case 
By JOHN GLAISTER, M.D., D.Sc., Barrister-at-law ; 
Regius Professor of Forensic Medicine, University 
of Glasgow; and James COUPER BRASH, M.D., 
F.R.C.S. Edin., Professor of Anatomy, University 
of Edinburgh. Edinburgh: E. and S. Livingstone. 
1937. Pp. 284, 21s. 

Tus record of the conscientious reconstruction of 
the Ruxton remains is a classical contribution to 
forensi¢ medicine. The Ruxton case was the first in the 
criminal records of this country in which two separate 
identities were established solely by accurate and 
highly skilled reconstruction of remains, Identity 
was not disputed in the Mahon or Thorne cases, and 
both the Voisin and the “trunk murder’’ remains were 
identified principally by laundry marks. The Crippen 
case hung on two slender points for identity, and in 
an American case alone, that of Parkman, is there 
any precedent for the magnitude of the undertaking 
embarked on by Glaister and Brash. To the general 
medical public this lavishly illustrated, quietly 
written book, provides a revelation of modern forensic 
ingenuity. Soft and skeletal tissues, hair, teeth, sex, 
age, stature, special characteristics, finger nails and 
prints, feet, identity by super-imposition upon 
previous studio or other photographs, are discussed 
in turn in a manner almost Hunterian in its applica- 
tion of foundation to argument. When Dr. Glaister 
says: ‘“‘I formed the opinion that——’’ we soon 
learn to expect a judicious mixture of scientific 
reserve, facts neatly marshalled by an unassailable 
technique, and a conclusion based on sound premises. 
Here is no witness “‘ for the prosecution,” but for the 
truth. It is noteworthy that no single point in the 
scientific evidence given in the case was brought 
into question by the defence, and no opinion refuted. 
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Those engaged in the practice of forensic medicine, 
whether in the mortuary, the laboratory, or in court 
practice, will find here perhaps the most detailed atlas 
of identity ever published : a practical manual and a 
reference book in one, Many details of the investi- 
gations that did not come out in evidence are here 
supplied in the form of notes or appendices, and 172 
photographs which alone merit hours of study. The 
expert may wonder why no precipitin test was per- 
formed on the famed cyclops eye, and why the blood 
stains,so faithfully examined in other ways, were 
never grouped. It is remarkable that nothing else 
that had to be collected seems to have been omitted 
from the welter of evidence. 


Adaptation in Pathological Processes 
By Warum H. Werro, M.D., LL.D. Reprinted 
from Transactions of the Congress of American 
Physicians and Surgeons, 1897, Vol. IV, pp. 284- 
310. With an introduction by Dr. Simon FLEXNER. 
Publication of the Institute of the History of Medi- 
cine, Johns Hopkins University. Baltimore: 
Johns Hopkins Press; London: Humphrey Mil- 
ford, Oxford University Press. 1937. Pp. 58. 7s. 


THE subject of adaptation was topical if not 
original when this address was written forty years 
ago, but the application of arm-chair evolutionary 
philosophy has been so overdone in addresses of all 
kinds that we doubt if the average reader will find 
much to interest him in this reprint. It is under- 
standable that the Institute of the History of Medicine 
of Johns Hopkins University should as an act of 
piety publish this old address by one who became 
part of the legend of that great school, and doubtless 
many of its members will treasure it on their shelves. 
Whether: or not Welch’s genius as a pathologist 
justifies the rest of the world regarding-him as a 
* olassic ” is questionable. 


Kirschner’s Operative Surgery 
Vol. III. The Har, Air Passages and Neck. Trans- 
lated by I. S. Ravpin, B.S., M.D., Harrison 
Professor of Surgery, University of Pennyslvania ; 
and GEORGE M. CoaTEs, A.B., M.D., Professor of 
Otolaryngology, Medical School of the University. 
London : J. B. Lippincott Company. 1937. Pp. 528. 
50s. 
THis book is a translation of the third volume of 
Kirschner’s ‘‘ Lessons in Surgery ” which was written 
by Lautenschlager of Berlin and Kleinschmidt of 
Wiesbaden. It describes in considerable detail the 
surgery of the head and neck, excluding cerebral 
surgery, and although a great part of the book is 
necessarily devoted to the specialties of otology and 
laryngology, there is much in it which the general 
surgeon may study with profit. Its outstanding 
feature is the magnificence of the pictures, most of 
them in colour, recalling in accurate detail and artistic 
effect the plates which illustrated the classical atlases 
of anatomy. The work is remarkably free from 
printing errors, a slip in the legend of Fig. 232, and 
the use of ‘‘ of ” for “to” on p. 346 being the only 
ones we have noticed. A curious use of the word 
‘unilateral’? occurs on p. 388, since there is no 
doubt that it refers to what is usually called ‘ one- 
stage ” resection as distinct from an operation ‘‘in 
two stages.” Chapters dealing with the ear, including 
otitic cerebral abscess (the only reference to- intra- 
cranial surgery), the nose, the larynx, and the trachea 
are followed by a description of bronchoscopy and 
cwsophagoscopy; but operations on the pharynx 


‘to be stated in terms of zoological units. 


and the cervical esophagus are inserted near the end 
of the book. These are particularly good, an excellent 
description being given of the various. approaches to 
the pharynx, and of the operations for pharyngeal 
diverticula. 

The section on surgery of the neck includes refer- 
ences to all the important operations on the muscles, 
vessels, and nerves in this region, and details are 
given of the treatment of abscesses and tumours, 
together with an adequate consideration of the 
surgery of the thyroid gland. It is interesting that 
operations named in this country after British or 
American surgeons are credited in this book to con- 
tinental surgeons, and often we are left wondering 
who has the better claim to priority. The translators 
evidently share this feeling, for many short notes 
have been inserted, particularly in the thyroid section, 
in an attempt to give credit where it is due. It is 
extraordinary that there should be any substantial 
variation in surgical technique to-day in different 
parts of the world considering how far surgeons 
travel and how widely surgical literature circulates ; 
but a study of this volume draws attention to these 
variations, and being a most readable translation 
performs the valuable function of bringing the 
continental methods within the reach of a large 
number of English-speaking surgeons, 


Biological Standardization 


By J. H. Burn, M.D., Professor of Pharmacology 

at the College of the Pharmaceutical Society, 

London University. London: Humphrey Milford, 

Oxford University Press. 1937. Pp. 288. 2ls. 

Tie development of biological standardisation in 
the past decade is well illustrated by a comparison 
of this volume with its predecessor entitled ‘‘ Methods 
of Biological Assay ” published in 1928. The book 
has been entirely rewritten and covers adequately 
all those pharmacological assays which can be regarded 
as established. l 

The first chapter contains a discussion of the units 
of measurement and the argument for the use of 
methods of assay which take the form of comparison 
with a dry stable standard sample of the active 
principle that is being assayed. The author emphasises 
the necessity of using such stable standards, for it 
is still not uncommon for the activity of preparations 
This use 
of a standard preparation was invented by Ehrlich 
many years before the late war in his classic method 
for the standardisation of diphtheria antitoxin, and 
it is remarkable how long it took for the principle to 
be accepted in other methods of biological assay. 
Prof. Burn classifies the methods used and the statis- 
tical problems involved in biological assay. He gives 
a very clear account of the influence on the accuracy 
of determination of variation in the response of 
individual animals, and discusses the many methods 
devised in the past few years for assessing the errors 
thereby introduced. This book will serve to make 
available to a wide circle work which is only too 
often described by experts responsible for it in terms 
which, though strictly accurate, are obscure ; unfortu- 
nately continued preoccupation with algebra seems 
to breed a prose style which conveys as little as the 
formule to the unmathematical among us. 

The large number of methods for standardisation 
of various physiologically active substances here 
described are, for the most part, methods that have 
been used in Prof. Burn’s laboratory; many have 
been actually worked out there. The account of the 
methods is sufficiently detailed to enable any pro- 
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perly trained pharmacologist to carry out the test 
without any further help. All those small points of 
technique so often omitted are here set out. 

Apart from its use as a reference book in labora- 
tories where routine biological standardisations are 
carried out, this book deserves study by anyone who 
is concerned with the evaluation or production of 
new remedies. We would particularly commend it 
to the attention of biochemists, organic chemists, 
and even practising physicians. The question 
whether a new drug is as good as or better than an 
old one is in essence a problem in biological stan- 
dardisation. The determination of its place in human 
medicine primarily depends on an animal which, if 
higher in the scale, is just as subject to variation as 
@ guinea-pig ; and the experiments on man which 
are necessarily associated with the popularisation 
of any new remedy should therefore be based on such 
principles as those set out in this admirable book. 


Diseases of the Ear, Throat, and Nose 
By J. Doveras McLacaan, M.B., F.R.C.S. Eng. 
and Edin., Surgeon in charge of the Ear, Nose, and 
Throat Department, Royal Free Hospital; Sur- 


geon, Central London Throat, Nose, and Ear 
Hospital. London: H. K. Lewis and Co. 1937. 
Pp. 338. 15s. 


Tus is a straightforward and sensible book. Mr. 
McLaggan has given an unusual amount of space to 
anatomy, because he believes that a working know- 
ledge of this is more conducive to sound diagnosis 
and treatment than is a list of drugs and proprietary 
preparations. The prescription of at least a few 
well-tried remedies would, however, have been 
appropriate ; both internal and local medication are 
needed in the treatment of some diseases, but there 
is almost no indication that the author recognises 
their value. The section on the ear is particularly 
good ; the suppurative diseases and their complica- 
tions are well described, and the advice given on their 
management is sound. The recommendation that 
the packing be removed in 4 or 5 days after the 
radical mastoid operation and not replaced takes no 
account of the danger of excessive granulation, and 


‘ contraction is not discussed. Mr. McLaggan is unduly 


pessimistic about the value of hearing-aids; of the 
non-electrical type he mentions only “‘ the speaking- 
tube and its modifications,’ and he is altogether 
silent about valve amplification for electric aids. 
The only advantage he allows to the older micro- 
telephone instruments is the production of a noise 
which assists hearing in a patient with paracusis, 
whereas the chief aim of the designers of electrical 
apparatus is to abolish this background noise. His 
discussion of the indications for tonsillectomy is 
very sound ; the operation by dissection is described 
but not that with the guillotine. The risk of hemor- 
rhage occurring after the operation is not mentioned. 
Numerous clear diagrams illustrate the text, and some 
good radiograms enhance the value of a book 
which should certainly be useful to the general 
practitioner. 


The. Ego and the Mechanisms of Defence 


By ANNA FREUD. London: Hogarth Press and the 
Institute of Psycho-analysis. 1937. Pp. 196. 9s. 
PSYCHO-ANALYSIS in its early days was concerned 
with repression, pictured as a conflict between uncon- 
scious impulses and a repressing force or resistance 
which was overcome in the analytic process. Later 
developments have called for altered conceptions ; 


REVIEWS AND NOTICES OF BOOKS 


[pEOo. 4, 1937 1317 


the ego, that part of the personality in contact with 
reality, is now differentiated from the super-ego, a 
watchful critic whose demands the ego must meet 
in dealing with the impulses arising from the id. The 
id takes the place of the older conception of the uncon- 
scious and contains the primitive instincts, the super- 
ego itself being now conceived as partly unconscious. 

These altered conceptions have been paralleled by 
alterations in methods of analysis. The ego is com- 
pelled to find a compromise between the relentless 
super-ego and the instinctive impulses, and in doing 
so develops mechanisms of defence which may appear 
in alterations of behaviour or in psychoneurotic 
symptoms; thus analysis has been compelled to 
turn its attention to the super-ego in place of con- 
fining itself to the unveiling of the repressed impulses 
themselves. The ego of the adult neurotic, says 
Sigmund Freud’s daughter, fears the instincts because 
it fears the super-ego; its defence is motivated by 
super-ego anxiety. 

These theoretical conceptions have been formu- 
lated in order to express clinical observations under 
general formule, and the reader will find here ample 
examples making the conceptions more easy to 
understand. Thus the harmful development of a 
super-ego is shown—‘‘ the parents’ example, which 
the super-ego makes its own by the process of identi- . 
fication, must be the expression of their real human 
weaknesses and their tolerant attitude towards the 
instincts, instead of a pretence of an over-strict moral 
code which it is quite impossible to put into practice.” 
The general theme of this book is a description of the 
various mechanisms of defence as they appear in 
symptoms or behaviour, and anyone who would wish 
to keep in touch with the development of psycho- 
analytical theory and its application to real problems 
will need this book. The trenaieton is into correct 
and idiomatic English. 


A History of Pharmacy 
By James GRIER, M.Sc., Ph.C., formerly Senior 
Lecturer in Pharmacy, Victoria University of 
Manchester. London: Pharmaceutical Press. 
1937. Pp. 274. 6s. 
WHETHER the pharmaceutical curriculum is over- 
crowded already is a matter of opinion but the 
recent addition to the examination syllabus of the 


history of pharmacy has provoked Mr. Grier’s book. 


It would appear from the preface written by the 
vice-dean of the College of Pharmacy that it is 
intended as a text-book, but we prefer the author’s 
estimate of it as “a readable book .. . of interest 
to everyone connected with pharmacy.” So far as 
we know, it is the most complete historical survey 
of medicaments in the English language. The story 
about the grocers and the apothecaries, and of the 
quarrels between physician and compounder three 
centuries ago, is there all right but the author reserves 
most of his space for things that have been told less 
often, and ‘he shows how painstaking and how wise 
were the forefathers of medicine and how modern 
practice is indebted to them. Raw liver, it seems, 
was prescribed by Egyptian physicians three thousand 
years ago; the lungs of a fox were expected to cure 
consumption because the fox was a long-winded 
animal, and the grease of a bear was supposed to 
cure baldness because the bear is a very hairy beast. 
Manifestations of similar beliefs were not altogether 
absent from the recent medical exhibition. One of 
the most interesting sections of the book recalls the 
isolation of the active principles of vegetable drugs. 
Strychnine, the first alkaloid to be used in medicine, 
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was obtained from nux vomica 120 years ago. Opium, | 


one of the items in the Ebers papyrus, was not dis- 
placed by morphine until the middle of last century. 
Cinchona bark was known to the Incas of Peru 
before the Spanish conquest in 1540, but quinine 
was not introduced to medical practice until nearly 
three hundred years later. Valuable too are the 
chapters on chemical drugs and synthetic products, 
_ treated historically. In the chapter on sophistication 
the author recalls the part played by THE LANCET 
in the passing of the Adulteration of Food Act of 
1860. Nine years earlier analyses published in our 
columns had shown that ‘ nearly all the most useful 
and important articles of the materia medica were 
grossly and systematically adulterated, often to an 
enormous extent.” At that time, the author remarks, 
America was obliged to appoint inspectors to examine 
the imports of drugs and to order the rejection 
of consignments which were sophisticated. The 
only criticism of a book so full of information and 
usefulness is the choice of illustrations. 


The Truth about Vivisection 

By Sir Leonarp Rocers, K.C.S.I., LL.D., M.D., 

F.R.C.P., F.R.C.S., F.R.S., Hon. Treasurer, 

Research Defence Society. London: J. and A. 

Churchill. 1937. Pp. 182. 5s. 

Ir is clearly the doctor’s business to know on 
what basis his profession rests and to defend it with 
vigour and knowledge. His answers to a patient’s 
inquiry on the subject should be well informed and 
outspoken ; for antivivisection propaganda is aimed 
at the very root of all orthodox medical belief and 
practice. This excellent little book can be com- 
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mended therefore not only to the general public but 
also to medical men, many of whom will (or should) 
wish to be informed of the present position of vivi- - 
section. It would be hard indeed to find anyone 
so well qualified to explain it, both by high distinc- 
tion in medical research and by devotion to the 
cause of truth, as is Sir Leonard Rogers. His account 
is logical, fair, and interesting, and should convince 
any reasonable and intelligent reader of the necessity 
for experiments on animals. Al the stock arguments 
of the antivivisectionists, most of them well outworn, 
are answered, and the whole business of’ licensing 
and certification is accurately explained. It is unfor- 
tunate that whereas the antivivisection societies have 
large sums of money (a total annual income of about 
£40,000) entirely devoted to clamorous and not too 
scrupulous propaganda, practically no effort or money 
is devoted to the defence of research. The reason 
is that those who believe in medical research are 
either wholly occupied in its pursuit or else regard 
its position as so impregnable as to need no defence. 
There are some too, perhaps, but we think not many, 
who, so long as they can enjoy the fruits of research 
while evading any obloquy attached to it, are content 
to be indifferent or to hedge. Education, Sir Leonard 
concludes, is the only remedy. If the teaching of 
elementary physiology formed a part of general 
education (as very sensibly urged by Dr. L. P. 
Lockhart?) it would soon be apparent to everyone 
that the antivivisection campaign is wholly mis- 
chievous and against the common good, and the occa- 
sional doctor who thinks fit to lend his name to such 


propaganda would not be able to get away with it, 


1 Lancet, Nov. 20th, 1937, p. 1177. 


NEW INVENTIONS 


A CLAVICULAR SLING 


Tue sling (Fig. 1) is one which I have found 
particularly useful in conditions, such as fracture 
of the clavicle and dislocation of the acromioclavicular 
joint, where it is necessary to elevate the point of the 
shoulder. The ordinary triangular sling when used 


FIG. 1 


SCALE IN INCHES 


to exert pressure pulls the neck forwards and is 
uncomfortable and inefficient; when applied by the 
St. John Ambulance method it is more effective 
in raising the shoulder but equally uncomfortable. 
The sling I have devised takes the weight on the 
sound shoulder, the loop passing under the normal 
axilla being adjusted quite loosely. ‘The same sling can 
be used for either arm. Daily abduction of the shoulder- 


joint | can be done by the masseur by supporting the 


point of the elbow and undoing the two larger buckles, 


For fractured clavicles and dislocated acromio- 
clavicular joints I use in conjunction with the arm 
sling the brace illustrated in Fig. 2. It embodies no 
new principle, but is more comfortable than the two 
handkerchiefs method or the padded back-splint. 


FIG. 2 


The belt round the waist prevents the brace from 
slipping upwards. | 

- The sling and brace are made by Mr. G. W. Baker 
of the Wingfield-Morris Workshops, to whom I am 
indebted for suggestions in their construction. 


D. C. Corry, M.D. Lond., F.R.C.S. Eng., 


Assistant Surgeon and Surgeon with cha of 
Fractures, Radcliffe Infirmary, Oxford. 
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IMMUNISATION AGAINST TYPHOID 


REcENT events in Croydon have inevitably 
raised the question of the usefulness of prophy- 
lactic immunisation with a typhoid or T.A.B. 
vaccine in combating an outbreak of enteric fever 
in a country with highly developed sanitary 
services. The answer depends on a number of 
different factors, each of which must be given due 
weight. Active immunisation, of which anti- 
typhoid vaccination is an example, suffers from the 
disadvantage that it demands a response by the 
tissues of the vaccinated subject, and that this 
response takes time. Assuming the customary 
two injections at an interval of a week or ten 
days, it is probable that the most effective response 
of which the subject is capable is not attained 
until twenty to twenty-eight days after the first 
dose of vaccine is administered. This method has, 
however, the advantage that the increased resist- 
ance, when once attained, lasts over a relatively 
long period, certainly over many months and 
probably over a year or two. It follows that 
active immunisation will exert its maximal effect 
on persons who are unlikely to be exposed to the 
risk of infection during the few weeks following 
the injections of vaccine, but who will then be 
exposed to an appreciable risk over- a relatively 
prolonged period. An ‘obvious example is a 
regiment going abroad for duty in an area where 
enteric infection is endemic and the sanitary 
services are deficient. 

The conditions that obtain at the outset of a 
typhoid epidemic in this country are altogether 
different. Our sanitary services have attained a 
high level, a fact sufficiently attested by the 
general interest that an occasional breakdown 
awakes. Most outbreaks within recent years that 
have involved more than a very few cases have 
been milk-borne or water-borne. In such epi- 
demics large numbers of persons are infected 
within a short space of time. By the time the 
first case is notified many other persons will be 
incubating the disease. Once the existence of the 
epidemic has been demonstrated and the source of 
infection traced—a procedure that, with our well- 
organised health services, seldom takes more than 
a few days—the main path of infection is stopped, 
and the risk to those living in the area becomes 
almost negligible. There will, it is true, generally 
be a few contact infections; but any significant 
spread in an area with modern water and sewage 
services is very unusual. The actual conditions 
obtaining are thus those of a risk which is at its 
highest before an epidemic has made its appearance, 
and which rapidly decreases to negligible propor- 
tions. Active immunisation will clearly be in the 
worst possible position. 
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It might reasonably be argued, however, that 
the fact that a particular prophylactic procedure 
is unlikely to do much good is no reason for not 
letting it do the little good it can. Here we are 
on rather more difficult ground, but we have a 
considerable mass of data that will help us to a 
decision. There are at least two problems at issue. 
What changes in resistance occur during the days 
immediately following vaccination, and what is the 
effect of administering a dose of typhoid vaccine 
to a person who is already incubating the disease ? 
There is a considerable amount of laboratory 
evidence that indicates the existence of a negative 
phase following the injection of a bacterial antigen. 
During this phase the titre of certain antibodies 
in the blood may be lowered, and it is possible, 
though less certain, that this connotes a phase of 
decreased resistance to infection. It would be 
unwise to stress this point too strongly. It is very 
probable that, within two or three days of the 
first inoculation of vaccine, a person’s resistance 
is rather higher than before; and, if we were dealin 
with uninfected persons, it is possible that whole- 
sale vaccination would slightly lower the incidence 
of the disease, or reduce its severity, though, for 
the reasons set out above, the chances of such a 
desirable result would not be high. In regard to 
the vaccination of persons already incubating the. 
disease the position is different. In this stage the 
patient is already infected, and the bacteria are 
multiplying in his tissues, though no clinical signs 
have yet been produced. The transient effects 
of the negative phase, even if we regard them as 
negligible in an uninfected person, may well disturb 
an already changing balance between parasite and 
host to the disadvantage of the latter. Nor is 
this pure hypothesis. The numerous studies 
carried out in relation to the aggressive action of 
bacterial products have shown that the injection 
of killed bacterial cells into experimental animals 
together with sublethal doses of living bacteria 
may change a non-fatal into a fatal infection. 
There are many other analogies that might be 
cited. The action of tuberculin in the presence 
of tuberculous infection is one. Another, perhaps, 
is the general experience of those who have 
employed vaccine therapy in generalised acute, or 
subacute, infections that the doses of vaccine given 
must be very small, and very carefully graded, if 
dangerous reactions are to be avoided. The posi- 
tion might be fairly summarised by saying that 
there is no evidence that the injection of a large 
dose of typhoid vaccine during the incubation 
period is likely to do good, while there are many 
facts which suggest that it is quite likely to do 
harm. There is another practical consideration, 
though it may be of minor importance. If a person 
who has been vaccinated during the incubation 
period of the disease develops fever within twenty- 
four to forty-eight hours of the first or second 
injection, it is at least possible that it will be. 
temporarily ascribed to the vaccine when it is 
actually due to infection, with resulting delay in 
the initiation of the appropriate treatment and in 
adequate isolation. Taking all these considerations 
into account, there would probably be a consensus 
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of opinion that the administration of a prophy- 
= lactic dose of typhoid vaccine during the incuba- 
tion period is a highly undesirable procedure. 
A water-borne or milk-borne epidemic provides 
exactly the conditions in which this event is likely 
to occur. The area supplied by the infected water, 
or the houses supplied by the infected milk, will 
rapidly be known. It is clearly the persons living 
in this area, or in these houses, who are sustaining 
the greatest risk; and an unconsidered attempt 
at prophylactic vaccination would probably begin 
with these particular persons. But, in fact, the 
chances are high that these persons are either 
already infected or with due precautions will 
escape infection in the future, so that, on balance, 
more harm than good will very probably be done. 
The question of vaccinating those people who, 
while living in the same town or district, have 
almost certainly not been exposed to the transient 
risk from which the epidemic has derived, is on a 
different footing. It must depend largely on 
personal choice. It is quite unlikely to affect the 
general extent of the epidemic; and the risk of 
such secondary infection is so small that most 
persons, if fully informed of the facts, would 
probably take it in preference to the transient 
inconvenience of vaccination. If, however, any 
person living outside the area primarily involved 
desires this added protection, there would seem to 
be no reason for withholding it. 

So far -we have been considering active immuni- 
sation. Passive immunisation, induced by the 
injection of a specific antiserum, acts in a very 
different way. The protection, whatever may be 
its effectiveness, is exerted at once, and is at its 
maximum within twenty-four to seventy-two hours 
after a subcutaneous injection. Thereafter it 
gradually declines, and will probably sink to zero 
within a few weeks. This type of immunisation 
is, therefore, most useful when risk has already 
been run, when those persons who have run the 
risk are known, and when the risk is likely to be 
of short duration. These are exactly the condi- 
tions obtaining in a water-borne or milk-borne 
epidemic of typhoid fever. It happens that, in 
the case of this particular disease, an antiserum 
has been produced, as the result of studies by 
FELIX and his colleagues, which has given pro- 
mising. results on the therapeutic side. It is clearly 
desirable to see whether such an antiserum could 
not be utilised with advantage for the prophy- 
lactic immunisation of those exposed to the primary 
risk in such an epidemic as that which has occurred 
at Croydon; and we note with interest that an 
attempt along these new lines has in fact been 


made. 
CONTACT GLASSES 


In the current issue of the British Journal of 
Ophthalmology more details are given of the origin 
and purpose of the contact-lens centre, recently 
opened at 18, Cavendish-square, which is the sub- 
ject of a letter on another page. In 1931 one of 
the three signatories went to Budapest to investi- 
gate the elaborate method devised by Dr. JOSEF 
Datos to fit a contact lens to the particular 


shape of the individual eyeball. Two of his col- 
leagues were so impressed by his description that 
they also visited Hungary, and returned deter- 
mined to make the method available in this country, 
though they realised how much practice and skill 
were required to obtain successful results. The 
original scheme was to take moulds here and to 
send them to Budapest where a contact lens of 
the same shape would be ground and sent back ; 
but observation of work at the clinic made it clear 
that repeated attendances by the patient and 
sometimes the construction and discard of several 
trial lenses before satisfaction was reached was the 
rule rather than the exception. Dr. DatiLos who 
is keenly interested in optical research work 
solved the geographical difficulty by independently 
approaching Messrs. Theodore Hamblin Ltd. and 
agreeing to take charge 
of the manufacture of 
contact lenses in England 
for this firm; and he 
has been engaged in this 
work. for the last six 
months. The idea from 
the beginning was that 
the work should be made 
available for all ophthal- 
mic surgeons and that its 
performance should be 
under their immediate 
control. This idea has 
been realised in the 
organisation of the new 
centre, where any ophthalmic surgeon will be able to 
carry out or supervise the fitting of his patients with 
contact glasses with the assistance of the skilled 
technicians there. No patient will be treated who 
is not sent or accompanied by a doctor. The centre 
is being run under the direction of an advisory 
committee of ophthalmologists which includes Sir 
JOHN Parsons, F.R.S., Sir WILLIAM LISTER, Mr. 
Leste Paton, Mr. R. Foster Moore, Mr. W. H. 
MoMULLEN, andWing-Commander P. C. LIVINGSTON. 
Its funds will be administered by this advisory 
committee, and plans for further development 
include a Samaritan fund for hospital patients, 
courses of instruction in the theory and practice 
of fitting the lenses, and research in various 
directions. 

The essential difference between this method 
and the older ones! is the abandonment of any 
attempt to fit one of a standardised set of lenses, 
though these are used at a preliminary trial to 
gauge the visual acuity obtainable. Not only is it 
impossible to provide them in a large enough range 
of sizes to suit every patient, but scleral astig- 
matism is far more common than was at one time 
believed ; and, the discomfort endured when a 
spherical surface of glass is applied to an eyeball- 
with an aspherical surface has limited the number 
of patients, otherwise suitable, who have hitherto 
been able to wear contact glasses. This drawback 
has now been surmounted by the expedient of 
grinding an individual lens for each patient. 


1 See Lancet, 1930, 2, 1067, and 1933, 2, 180. 
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The actual process involved is a laborious one. 
When the ophthalmologist has satisfied himself, 
by trial under cocaine of a standard contact lens 
of known optical power, that the patient is a 
suitable subject, he takes a mould of the eyeball, 
still under cocaine, by the application of Negocol, 
a vegetable hydrocolloid which is innocuous to 
the most delicate tissues. This procedure is said 
to be uncomfortable but not actually painful. 
Wax, plaster, and metal positives and negatives 
are made in succession, and from these, first in 
sheet brass and then in glass, is obtained a boat- 
shaped shell which almost exactly fits the eyeball. 
When this trial shell is applied to the patient’s 
cocainised eye further adjustment is always found 
to be necessary ; and this may be completed easily 
and rapidly or may take wearisome hours to per- 
fect. Even if the moulds have turned out to be 
so good that the glass fits the sclera accurately, 
the central portion over the cornea and pupil has 
to be ground away so that this sensitive tissue is 
relieved of the pressure that actual contact would 
entail. But the space left between glass and 
cornea (which, as the diagram shows, will be filled 
with lacrymal secretion) must not be more than 
0-1 mm. Much patience on the part of both tech- 
nician and‘ patient is required at this stage, and 
much skill in the former. It is often necessary to 


make as many as five or six trial shells before a 


perfect fit is obtained. The final shell is then 
copied in optical glass of which the outer surface 
is ground to correct the patient’s refractive error. 
' When the fitting is completed and the patient has 
learned to tolerate the foreign body and to mani- 
pulate it with ease the result may be miraculous 
from the functional as well as from the cosmetic 


aspect. The timid patient attending the centre 


in Cavendish-square can hardly fail to be reassured 
by the facility with which the instructor .removes 
and. replaces her own contact glasses and by their 
invisibility when in situ. The technique of slipping 
them in and out of an eye flooded with normal 
saline is apparently not hard to learn. On the 
other hand, it is only when a patient has a good 
deal to gain that he is willing to make the effort 
to accustom himself to the strange sensation of 
wearing contact lenses. High myopes will benefit 
from the increase in the field of vision and in the 
size of the retinal image; aphakic patients will 
find their sense of disorientation abolished by the 
return of the apparent size of objects to normal 
and. the loss of peripheral distortion; thus after 
extraction of one lens for cataract a monocular 
contact lens can be used to re-establish binocular 
vision. Surface irregularities such as conical 
cornea, irregular astigmatism, and faceted scars, 
give perhaps greater improvement in visual acuity 
than any other type of case. 

There is no reason to suppose that contact 
lenses will be extensively used for the correction 
of ordinary errors of refraction. At present their 
cost alone ? would prohibit their general adoption. 
It is for those who cannot get relief or help by 

3 We have ascertained that this varies, with the power of the 


lenses, from about £5 a pair for hospital patients to £35 for 
private ones, excluding the ophthalmologist’s fee. 
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simpler means that this centre has been started, 
and its facilities will be open to all ophthalmolo- 
gists who wish to make use of them for this purpose. 


CAMPAIGNS AGAINST PNEUMONIA 


Even in America, where fine pioneer work has 
been done, fostered largely by private funds and 
donations, the specific serum therapy of pneumonia 
has made slow progress except in certain communi- 
ties. Our correspondent from the United States 
drew attention last week to the report ! of a special 
committee (which includes R. L. Cecil, J. G. M. 
Bullowa, and H. T. Chickering, published by the 
New York: Academy of Medicine) on pneumonia 
as a medical problem of the first magnitude. 
Massachusetts gave a lead which has been followed 
by New York State in providing concentrated 
pnheumococcus antisera free of charge and under- 
taking the bacteriological typing of pneumonia ; 
these States also organise medical and lay educa- 
tion on more adequate means for the control of 
pneumonia and research into the epidemiology of 
the disease. The committee describe the problem 
as it affects New York City—where approximately 
10,000 patients a year would benefit from serum 
therapy. They estimate the cost of treatment 
per patient and advise that “in view of the com- 
municable character of the pneumococcic infec- 
tions ... the city should provide this serum 
on the same basis as it provides all other biologic 
products.” They also recommend the establish- 
ment of a consultant medical service headed by a 
physician well trained in the knowledge and 
technique of serum therapy. This seems to us 
to be an essential step in any projected scheme 
for the community treatment of pneumonia ; 
there is an excellent precedent in the work done 
by Dr. Roderick ‘Heffron as organising director of 
the Massachusetts campaign. An adequate and 
convenient laboratory service is, of course, essential. 
- Meanwhile work continues on the specific treat- 
ment of pneumonia, notably on the less common 
pneumococcus type infections: Following the 
reports of Bullowa, Finland, and their associates, 
which we noticed a few months ago,? M. B. Rosen- 
blith and M. Block ® describe the clinical features 
in a series of 68 patients suffering from type V 
pneumococcus pneumonia. It is obvious that as 
data accumulate definite clinical entities among 
the pneumonias, associated with the different 
pneumococcal types, are emerging. In the authors’ 
series type V infections are, contrary to the com- 
mon conception of the mildness and atypical 
character of “group IV” pneumococcal pneu- 
monias, classical and severe with a high incidence 
of bacteriemia and complications. The results 
of serum therapy in 39 cases, while encouraging, 
are not conclusive, and it is a pity that trials of 
a new antiserum by different workers, each in 
itself statistically valueless, could not be collected 
into one authoritative report. Another possible 
advance in the serum treatment of pneumonia arises 

1 J. Amer. med. Ass. 1937, 109, 1323. 


3 Seo Lancet, 1937, 1, 1121. 
3 Arch. intern. Med. 1937, 60, 567. 
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from the discovery during the last few years that 
antibodies produced by the injection of the same 
antigen into different animal species may differ 
in their chemical and immunological characters. 
Some of the earliest observations of this kind were 
made in relation to passive anaphylaxis, and 
indicated that these differences were of importance 
in vivo. Thus Avery and Tillett (1929) and R. 
Brown (1934) found that guinea-pigs could be 
sensitised to pneumococcal polysaccharides by the 
injection of antisera prepared in the rabbit, but 
not by the injection of antisera prepared in the 
horse ; and Mehlman and Seegal (1934) obtained 
similar results in the mouse. So far as passive 
protection is concerned, both horse and rabbit 
antisera will protect mice against the injection of 
living and virulent pneumococci; but Goodner 
and Horsfall (1936) have found that there is an 
optimal protective dose of horse serum, amounts 
greatly in excess of this failing to protect, while 
all amounts of rabbit antisera above the minimal 
protective dose are effective. The same authors 
(1937) note that the purified rabbit antibody is 
more protective, weight for weight, than the 
purified horse antibody. | 

A series of studies along chemical and immuno- 
logical lines (Horsfall and Goodner 1936, W. F. 
Goebel 1936, Goebel and Hotchkiss 1937, Heidel- 
berger and Pedersen 1937, Heidelberger, Kabat, 
and Shrivastava 1937, Heidelberger and Kendal 
1937) have shown that the antipneumococcal anti- 
bodies produced in the rabbit and the horse differ 
in molecular size, that of the rabbit antibody being 
the smaller, in their relation to certain lipoid com- 
ponents of the serum, and perhaps in the nature 
of their active chemical groups. In view of all 
this evidence it was clearly desirable to test the 
therapeutic effect in man of antisera prepared in 
the rabbit; and Horsfall, Goodner, MacLeod and 
Harris (1937) have recorded the results of treating 
a small series of cases of lobar pneumonia with 
specific antisera prepared in this way. There 
were ten cases of type I infection, four of type II, 
three of type VII, and five of type VIII. Of these 
twenty-two cases only one died, and the cause of 
death was the rupture of an aortic aneurysm. 
These figures are clearly promising, and establish 
a case for further inquiry, though the numbers 
treated are too few to justify any conclusion on 
this series alone. It would seem, however, that 
crude rabbit antisera have at, least as great a 
tendency as horse antisera to give rise to undesir- 
able serum reactions; and a recent paper by 
Schiff (1937) suggests that the serum fractions 
concerned are identical, or very closely related. 
Goodner, Horsfall, and Dubos, in the current 
number of the Journal of Immunology, describe a 
method of processing rabbit antisera that greatly 
reduces their toxicity for man. It consists essen- 
tially in heating the serum at 56° C. for 30 minutes, 
adsorbing with kaolin, filtering, and again heating 
at the same temperature for the same time. They 
find, also, that it is possible to check the efficacy 
of this process by an empirical test in rabbits. 
Untreated antisera derived from rabbits, induce, 
when injected: intravenously into animals of the 
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same species, a well-marked febrile reaction, while 
antisera treated by heat and adsorption do not. 
Five antisera which induced in rabbits a tempera- 
ture rise of 1-2° to 3-2° F. gave rise to marked 
reactions when administered to human patients. 
Eight antisera which induced in rabbits either no 
febrile reaction, or a rise in temperature of less 
than 0-4° F., caused no reactions in man. - 

It is far too early as yet to venture any forecast 
as to the possible replacement of the horse by the 


‘rabbit as the animal of choice for the production 


of therapeutic or protective antisera ; but the issue 
has clearly been raised, and future reports will be 
awaited with interest. 


GOODWILL AT MANCHESTER 


COMPROMISE has happily been reached in the 
deadlock over the contemplated erection of a big 
Government building next to the central branch 
of the Manchester Royal Infirmary. When the 
position was discussed in our columns last April 1 
the outlook was black. The one-story building 
which had housed the Labour Exchange was 
forthwith to be replaced by a five-story block 
which would blanket its neighbour, deprive the 
wards of air and light, overlook the windows, and 
make the central branch noisy, unhealthy, depress- 
ing, and useless for its purpose as a hospital. In 
the past few weeks the threat appeared to grow 
more grave. The First Commissioner of Works 
was writing to the chairman of the board of 
management in the réle of the candid friend. Sir 
Puur Sassoon was pointing out that the hos- 
pital’s troubles arose from its own lack of fore- 
thought. It had inconsiderately developed its 
branch site up to the extreme limits in unneigh- 
bourly fashion. Its original idea of an out-patient 
department had been misconceived. The patients 
had been lucky to enjoy sunlight hitherto. The 
Office of Works, explained Sir Pamir, had bought 
an expensive site and must make the maximum 
use of it. It would be highly improper for his 
department to curtail the development of a dearly 
bought area for the benefit of a “ private insti- 
tution.” When a great voluntary hospital had 
the mirror so firmly held up to it, there seemed 
nothing more to be done. The central branch, 
dealing with approximately half the casualties 
treated by the Royal Infirmary and containing 
moreover a valuable unit of 54 beds for in-patients 
as well as playing its part in medical teaching, ‘ 
would be unable to continue. Rate-aided service 
might have to replace voluntary effort. There 
was, however, a rift in the clouds. Sir Par 
Sassoon’s letter offered to delay the erection of 
the third and fourth stories of the interior block 
which would overlook the wards of the branch 
building. Last week representatives of the Royal 
Infirmary had an interview in Manchester with 
the architects of the Office of Works. The latter 
were willing to omit the two top stories of the 
new building for a length of 78 feet and to make 
other structural adjustments to prevent the over- 
shadowing of the hospital. On Monday last the 


1 Lancet, 1937, 1, 877, 
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board of management unanimously accepted the 
offer and thanked the First Commissioner for his 
valuable concession. 

It is not easy for a Government department to 
give way. ‘The bureaucratic omnibus, as the 
Manchester Guardian observed at an earlier stage 
of the controversy, is fitted with every gear except 
reverse. All the more credit, therefore, is due to 
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the decision of the Office of Works to modify its 
plan. A department which has done so much 
for the English countryside by the preservation 
and repair of historic buildings has shown that it 
can respect civic as well as national amenities. The 
central branch of the Infirmary is not an ancient 
monument but a living institution, private or other- 

wise. Goodwill has saved it ; long mayit prosper. — 


ANNOTATIONS 


EXPERIMENTAL ANAEMIAS 


In the last few years the idea that endogenous 
toxic factors might be responsible for anzmia has 
been somewhat discredited—except as regards sepsis. 
Recent experimental work, however, suggests that 
such factors in association with dietary deficiencies 
may be of considerable importance. Rhoads! finds 
that if he gives small doses of indol to dogs on a 
deficient diet, known as the black-tongue-producing 
diet, the dogs develop a severe anemia. 
counts may fall below 1,000,000 per c.mm. and deaths 
from acute anemia are not unknown. If the animal 
survives the immediate drop in blood levels there is a 
tendency to an improved blood picture even though 
indol is still given. The same amount of indol 
fed to a dog on a normal diet causes no anæmia, and 
the addition of liver extract to the black-tongue- 
producing diet inhibits the development of an anemia 
or cures one that has already developed. Studies 
of the bone-marrow show an extension of active 
marrow during the anemic stage; this hyperplasia 
affects chiefly the immature cell types. Similar 
results have now been obtained by Rhoads and 
Miller 2 using amidopyrine instead of indol. Since 
amidopyrine is known to cause agranulocytosis in 
certain human beings it is of particular interest 
to note that under the experimental conditions 
specified the white cell count was unaffected. The 
anemia due to amidopyrine was prevented by the 
_ addition of autolysed yeast to the deficient diet ; 
liver extract was not apparently tried as a thera- 
peutic agent in this experiment. The marrow at autopsy 
showed a scarcity of mature forms suggesting a 
condition of maturation arrest. These observations 
raise many interesting problems. It is known for 
instance that the quantity of phenols present in the 
intestine is increased above normal in nephritis and 
pernicious anemia. Is there a toxic element in 
these anemias? Does the occurrence of some such 
toxic substance in the body, associated with a dietary 
deficiency, explain individual idiosyncrasy to certain 
drugs ? Agranulocytosis may for. instance suddenly 
develop in someone who has apparently taken amido- 
pyrine for years without any ill effects. We have 
learnt to think in terms of ‘‘ conditioned deficiencies ” ; 
it seems we must now consider the possibility of 
“ conditioned toxicities.” 


SARCOMA OF THE UTERUS 


KNOWLEDGE concerning the prognosis of rare 
but remediable diseases is often scanty, and it is 
scantiest when diagnosis presents any difficulty. 
An example of a comparative rarity of this kind is 
sarcoma of the uterus, which amounts to 2-3 per 
cent. of all malignant uterine neoplasms. Since 
1920 a number of American authors in a series of 


1 Rhoads, C. P., Proc. Soc. exp. HO; N.Y. 1937, aoe 652. 
3 Rhoads, "OC. P., and Miller, D. K., Ibid, p. 654 
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excellent papers have attempted to find facts to 
guide both diagnosis and prognosis in this disease. 
The report of yet another investigation from the 
United States, by Novak of Baltimore and Anderson 
of Glasgow,! coincides by chance with a contribution 
on the same subject from the Middlesex Hospital 


by Handley. and Howkins, published in our two last 


issues.? Every inquirer now aims at studying both 
clinical and pathological aspects of large numbers 
of cases including their after-histories for at least 
five years. The two papers referred to are based 
respectively on 59 and 40 cases. Though they bring 
to light nothing new, they are striking in that they 
contain independent statements of similar views and 
confirm in a general way the work of nearly all their 
predecessors. There appears to be no outstanding 
divergence of opinion, and there is substantial agree- 
ment on a number of points. Thus it may now be 
accepted that (as we have said) non-epithelial 
neoplasms form 2-3 per cent. of all malignant uterine 
growths; that they are commonest at about fifty 
years of age; that the symptoms are the same as 
those of carcinoma and are in no respect charac- 
teristic; and that diagnosis depends on microscopic 
examination unless the sarcomatous change has 
occurred in a myoma, in which case it can some- 
times be diagnosed on macroscopic signs alone. 
The diagnostic criteria follow general principles, 
but in addition the presence and number of mitotic 
figures are of special importance. Evans originally 
worked out a method for counting and estimating 
mitoses per cubic millimetre of tissue, and though 
most of his successors have not followed his technique 
in detail, they have used the idea of making some 
kind of estimation. All agree that the degree of 
mitotic activity corresponds in an impressive way 
with the malignancy of a tumour. This means 
that all have found that when the innocence or 
malignancy of a tumour is in question owing to absence 
of atypical growth, the most useful single point is 
the observation of mitotic figures. The finding of 
mitoses justifies a diagnosis of sarcoma. This does 
not of course mean that absence of mitoses can be 
interpreted as excluding malignancy when all other 
criteria are present. - 

Much less agreement has been reached about 
prognosis. The anatomical position of sarcoma of the 
uterus and the fact that it metastasises by the blood 
stream will probably obstruct progress in this direction 
for many years to come. Kimbrough,* who set 
out to determine the factors that influence end- 
results, estimated that half the operable and about 
a third of all cases were alive after five years. He 
also stated that prdégnosis in sarcomatous trans- 
formation of myomata is three times more favourable 


1 Novak, nog Anderson, D. F., Amer. J. Obstet. Gynec. 


November, Rar 
2 Handley R. aa Howkins, M. D., Lancet, Nov. 20th, 
1937, p. 1186, „and Nov. 27th, p. 1246. 
8, N., Surg. Gynec. Obstet. 1920, 30, 225. 
Kimbra RA Jun., Trans. Amer. gynec. ” Soc. 1934, 59, 39. 
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than in all primary sarcomas ' of uterine wall, 
endometrium, and cervix, and that young women, as 
compared with those who have passed the meno- 
pause, have three times the likelihood of surviving 
operation for a five-year period. Novak and 
Anderson! on the other hand give a five-year salvage 
of 15 out of 50 cases, while Handley and Howkins 2 
record even less favourable figures, for of 25 cases 
operated on five or more years ago only 4 are alive 
and well. Since recurrence can be long delayed, 
the final prognosis may be even less favourable 
than this figure suggests. . 


IMPROVING WINTER MILK 


THE method of conserving clover and grass crops 
for winter fodder, known as the A.I.V., consists 
in storing the freshly cut crop in silos and spraying 
it with a mixture of sulphuric and hydrochloric acids 
in equal parts of such a strength that the reaction 
of the whole is brought to about pH 4. At this stage 
all enzyme action and butyric and other noxious 
fermentations are inhibited, and any loss of nitrogen 
in the form of ammonia is prevented, while the 
carotene content is fully preserved. After about two 
days the material is ready for use but can be pre- 
served almost indefinitely without loss of nutritive 
value. By employing a mixture of the two acids 
the cattle are found to take the product readily and 
without disturbance of digestive functions, whereas 
they soon tire of a product made from hydrochloric 
acid alone. The very extensive use of this process 
in Finland and many other countries has established 
the fact that, owing to the preservation of the caro- 
tene, the vitamin-A content of the milk is maintained 
at the summer level and much expenditure on con- 
centrates can be saved. The process owes its origin 
to Prof. A. I. Virtanen of the Technical University of 
Helsinki, Finland, who is the director of the labora- 
tory of the Foundation for Chemical Research and 
also of the laboratory of the Codperative Butter 
Export Association “ Valio.” Last month, at the 
invitation of the Board of Studies in Biochemistry 
of the University of London, Prof. Virtanen delivered 
three lectures at the London School of Hygiene and 
Tropical Medicine. The first lecture dealt with 
his interesting discovery that the root nodules of 
leguminous plants infected with the symbiotic nodule 
bacteria excrete amino-acids into the soil; this 
observation furnishes an explanation of the mechanism 
by which leguminous plants enrich the soil. The 
second lecture described pot experiments illustrating 
the beneficial effects upon various kinds of cereals 
or potatoes of growing peas or other leguminous 
plants in association with them. The third lecture 
was devoted to the description of a systematic and 
carefully controlled survey, on a large soale, of the 
total vitamin intake of a number of selected families 
of various social scales residing in widely distributed 
localities in Finland. The conclusion drawn from the 
results of his survey, which involved the assay of 
vitamins A, C, and D in the dietaries of the various 
communities examined, was that in the winter and 
early spring the food of certain grades of the popu- 
lation of Finland is deficient in these vitamins, 
and Prof. Virtanen believes that by a much more 
extensive use of the A.I.V. process the vitamin con- 
tent of winter milk could be so raised as to make up 
for this deficiency, provided the persons concerned 
increased their consumption of milk. Since milk is 
cheap in Finland and the adult population of that 
country already are accustomed to drinking it in 
considerable quantity an increase in the consumption, 
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sufficient to attain the desired level of vitamin intake, 
should not present great difficulties. The impression 
left on those who heard these lectures was that an — 
extensive impartial trial of the A.I.V. process might 
with advantage be undertaken in this country with 
a view to testing the applicability of the process to 
our own milk-supply. 


ANATOMICAL ILLUSTRATIONS 


Mouc# difference of opinion exists among teachers, 
and also among pupils, on the value of pictorial and 
diagrammatic aids in the study of anatomy. i 
does not concern the illustration of a formal lecture 
by such aids, where their value is generally admitted, 
but rather their use by the student reading up his 
subject. Present-day text-books are well illustrated, 
and students seem to find the figures of considerable 
value. Special issues like Bailliére’s Synthetic 
Anatomy (Cheesman)? aim at helping the worker in 
some particular way—in this case by enabling him to 
make an effort to build up the region he is studying. 
Inquiries among students seem to show that they 
appreciate these devices. Dr. Cheesman’s trans- 
parencies have been completed, and now include the 
eye and central nervous system. Such a method, if 
it proves useful, can have few drawbacks so long as 
the student does not fall into the common mistake 
of thinking of the representations as constituting 
“ anatomy,” which of course is the understanding of 
the structure of the body. A collection of figures of 
a different sort has appeared recently as a complete 
issue of Dr. Jamieson’s diagrams,* some of which were 
welcomed on their appearance earlier in the year. 
These figures, which are all very good, are copies of 
the diagrams used by Dr. Jamieson in his lectures, 
and he has done well in making them available to 
every student in the kingdom. The two sets of 
illustrations are quite different in scope and purpose 
and will appeal to different types of student. Both 
of these works have been produced with care and 
finish and should give satisfaction. 


PREVENTION OF PULMONARY EMBOLISM 


Ir has been estimated that every year in the United 
States of America nearly 34,000 people die from 
pulmonary embolism, which would mean that of the 
130 million people now living there over 3 million 
may expect to succumb to this accident. Such 
figures convey something of the importance of pul- 
monary embolism as a danger to modern surgery, 
and show how necessary it is that all possible measures 
should be taken to eliminate it. Barnes of Rochester, 
Minn., considers,that much can be done to diminish 
the incidence if the common danger signs are fully 
recognised.’ It is, he says, the obese patients over 
40 years of age, and especially those with cardiac 
lesions, that are the most likely victims, and it is 
the serious abdominal operation that is most often 
responsible. Although there is still much to be learnt 
about the ætiology of pulmonary embolism it may 
be taken for granted that in most cases the emboli 
arise from thrombosis in the femoral, iliac, or pelvic 
veins, and that the important factor is slowing of 


1 Bailliére’s Synthetic Anatomy. By J. E.Cheesman. London: 
Bee Tingal and Cox. (Complete in Fourteen Parts.) 

8. per part. 

3 Tilustrations of Regional Anatomy. Second edition. By 
E. B. Jamieson, M.D., Senior Demonstrator and Lecturer, 
Anatomy Department, University of Edinburgh. Edinburgh : 
E. and S. Livingstone. 1937. Section I, Central Nervous 
' PP. 48,78. ; Section II, Head and Neck, pp. 63, 12s. 6d. ; 
Section III, Abdomen, pr, 37, 5s. 6d. ; Section IV, Pelvis, 
pp. 33, 3s. 6d. ; Section V, Thorax, pp. 30, 4s. 

è Barnes, A. R., J. Amer. med. Ass. Oct. 23rd, 1987, p. 1347. 
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the venous circulation. Precautions should therefore 
be directed towards preserving an efficient circulation 
in the lower extremities, and Barnes describes the 
measures taken in one of the surgical services of 
the Mayo Clinic. There it has been the custom for the 
past year to place every patient in the Trendelenburg 
position for the first 24 hours after-operation, taking 
care to keep the legs warm and applying frequent 
massage, and also carbon dioxide inhalations, during 
the first 48 hours. Passive dnd active movements 
have been insisted on until the patient is out of bed, 
and in a series of 750 consecutive operations, most of 
which were laparotomies, no pulmonary embolism 
has occurred since this programme was adopted. 
Barnes also points out that fatal embolism is com- 
monly preceded by one or two milder attacks, which 
should serve to give warning of the impending danger. 
These attacks do not always give rise to the cardinal 


signs of cyanosis and dyspnea, but may be manifest 


in shock, vomiting, and collapse, and he advises that 
when such warning has been given a syringe con- 
taining half a grain of papaverine hydrochloride for 
intravenous administration should be kept ready 
in the patient’s room. He also urges that special care 
should be exercised over the early activities of the 
patient during convalescence. He believes that if 
precautions were more widely taken there would be 
a good prospect of lowering the surgical mortality 
from pulmonary embolism. 


OCULAR EFFECTS OF ASPIRIN IDIOSYNCRASY 


ASPIRIN quite often causes skin eruptions and 
other toxic troubles in sensitive people, but ocular 
disturbances after taking medicinal doses of this drug 
are comparatively rare. In one of Uchida’s two 
cases 1 they accompanied a skin eruption, but in 
the other they were the only sign of idiosyncrasy. 
His first patient was a man of 49 who had twice had 
similar symptoms after taking aspirin. In spite of 
this he took 10 grains one morning when he had a 
cold. This was at 5 o’clock, and an hour later he 
complained of sudden pricking pains in his eyes with 
dimness of vision, lacrymation, and photophobia. 
At 10 a.m. both conjunctive were found to be 
hyperemic. His cornes showed a few small vesicles 
and some diffuse superficial opacities and were almost 
anesthetic. His optic discs were slightly congested 
and his visual acuity, after correcting his hyper- 
metropia, was 0°5 in one eye and 0°4 in the other. 
He had patches of erythema on the dorsum of his 
right hand and foot, a purple discoloration of the 
fourth finger of his right hand, and some cedema of his 
prepuce. His urine contained a trace of albumin 
and he had an eosinophilia of 8 per cent. With local 
treatment and alkalis internally his eye condition 
cleared up rapidly and had disappeared completely 
at the end of a fortnight, his visual acuity having then 
returned to 1:0. The skin eruption left a pigmentation 
which persisted for several months. The second 
patient was a man of 26 who took 74 grains of aspirin, 
also because he had a cold; three hours later his 
eyelids were so swollen that he could not fully open 
his eyes. He had previously shown idiosyncrasy 
to aspirin and to certain foods, as had his parents 
and his sister. When examined five hours after 
taking the aspirin his eyelids were cyanotic and 
much swollen, his conjunctive were congested, and 
there was some lacrymation and photophobia. His 
cornes and fundi were normal, though his visual 
acuity after correcting his myopia was only 0°2 
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1 Uchida, Y., Folia ophthal. orient. 1935, 2, 38; Ti 
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bony lesion. 
‘tunnel reached the tuberculous focus the bone-graft 


in the left eye and 0'7 in the right. His urine showed 
a trace of albumin and contained aspirin for forty 
hors after he had taken it—about twice the normal 
time. He recovered completely in three days. It 
seems probable that the presence of an infection and 
possibly a transitory renal disturbance contributed 
in both of these patients to the severity of their 
reaction, 


LUNG PUNCTURE FOR TUBERCULOSIS 


SOME years ago Prof. Robertson Lavalle of Buenos 
Aires introduced a method of treating certain types 
of tuberculous osteo-arthritis by the insertion of a 
bone-graft into a tunnel bored through the diaphysis 
and across the epiphysis to reach the lesion. 
Theoretically the graft acted as an osseous drain and 
it was noted that within a short time—sometimes 
not much more than a week—there was a substantial 
improvement in the patient’s general condition, this 
being followed as a rule by complete healing of the 
Later it was thought that so long as the 


was not essential, but with further experience this 
opinion has been revised. The type of lesion for which 
the operation was performed is described by Prof. 
Robertson Lavalle as the “nucleus of post-allergic 
infection ’’ and is regarded by him as the result of a 
reinfection. In our present issue he gives an account 
of a modification.of this technique for the same type 
of lesion in pulmonary tuberculosis ; for practical 
purposes it may be termed lung puncture. The 
detection of this lesion—a small sharply defined area 
less than the size of a threepenny bit with a star- 
shaped margin or areola of pin points—requires a 
first-class stereoscopic radiogram; and this is also 
needed, we should imagine, for control of the opera- 
tion. The technique, as its author points out, is still 
in the experimental stage. It is an old fact of clinical 
experience that an inflammatory focus—e.g., 
an unresolved pneumonia, which has been acci- 
dentally penetrated by the exploring needle in 
searching for an empyema—will occasionally begin 
to absorb rapidly afterwards. But this has always 
been regarded as a more or less fortuitous result, 
whereas Prof. Robertson Lavalle’s operation is 
deliberately planned. Obviously it would not be 
undertaken lightly, and in any trial of the method 
in this country it is desirable, we think, that the 
work on tuberculosis of bone should be repeated 
before any attempt is made to test the merits of 

lung puncture. . 


CEREBRAL DAMAGE AFTER ANAESTHESIA 


NITROUS oxide is so generally relied on as being the 
least harmful of all inhalation anesthetics that any 
attack on its innocence requires both scrutiny and 
consideration. A case record by Ford, Walsh, and 
Jarvis 1 contains an attack of this kind; for though 
they head it “A case of extensive injury to the 
cerebral cortex following nitrous oxide-ether anss- 
thesia,” it is the nitrous oxide, not the ether, that 
they blame for the disastrous happenings. We 
think, however, that careful examination of the 
report wil] enable readers to differ from their con- 
clusion and to acquit the anzsthetic on this charge. 
The patient was a healthy young man operated on 
for bilateral hernia. The operation was begun under 
spinal anzsthesia, but this did not last long enough 
and nitrous oxide and ether were then given, with a 
quarter of a grain of morphia. Shortly after the 


1 Ford, F. R., Walsh, F. B., and Jarvis, J. A., Bull. Johns 
Hopk. Hosp. October, 1937, p. 246. 


1826 THE LANCET] 


inhalation had started the patient stopped breathing. 
“ Artificial respiration was carried on for about ten 
minutes ’’ after which spontaneous respiration was 
re-established. After returning to the ward the 
patient remained in a state of coma for 36 hours. 
During this time there were several convulsive seizures. 
He seemed fully conscious after three days but 
_ subsequently he suffered from various mental 
symptoms, from visual defects, from aphasia, and 
from apathy. At the end of six months the aphasia 
had gone, but there was still impaired vision and 
ataxia. A detailed account is given of the neuro- 
logical symptoms and their probable explanation, but 
as we have said it does not appear proven that their 
‘origin can justly be attributed to nitrous oxide: 
it seems more likely to lie in the period of “ about 
ten minutes ” during which respiration was being 
re-established. If through failure of respiration the 
cortical cells are deprived of due nourishment for a 
long enough time they will undergo degenerative 
changes which, if the patient survives, will give rise 


to symptoms comparable to those described, and this 


will happen whatever anesthetic has been employed. 
About a year ago ? we referred to four other cases in 
which cerebral damage was put down to the action 
of nitrous oxide gas, and in these also it seemed 
probable that the anesthetic was not responsible for 
the symptoms shown in life or for the post-mortem 
lesions. 


HEROES AND RABBITS 


THE employees of every industrial concern include 
two classes which lie at the opposite extremes of a 
table of sick absences. At one end are those whose 
criterion of fitness to work is their ability to walk, 
while at the other appear the poor things who take 
every opportunity of staying away. Neither. are 
ideal employees. Apart from the risk they them- 
selves run of converting a trivial and transitory into a 
serious and prolonged illness by the lack of reasonable 
care, the heroes are the instigators par excellence of 
epidemics among their fellow workers. On the other 
hand the rabbits are an expensive and troublesome 
luxury in any firm. In both the cause of their attitude 
towards absenting themselves often lies at home. 
Lack of sympathy in his family, pressing financial 
needs, and an over-estimate of his own importance 
spur on the hero, whilst the opposite—over-fussiness 
of wife or mother, a reputation for weakness of the 
chest, plentiful home comforts, good sick-pay, and a 
natural irresponsibility—leads straight to rabbithood. 
The medical certificate is no defence for the employer 
against either type of workman. One never reports 
sick until he is compelled, and it is a brave doctor 
who will order the other to get up and go to work 
when he has a slight infection and says he feels very 
ill, Health education and propaganda may impress 
upon the hero that discretion is the better part of 
valour and that his enthusiasm is misplaced. The 
rabbit must be dealt with by other methods. In a 
paper read last week to a section of the Royal Society 
of Medicine Dr. H. H. Bashford described the treat- 
ment for ‘‘ gutlessness ’’ successfully employed by the 
Post Office. Much depends, said the chief medical 
officer, upon the atmosphere in the psychological 
sense of the office or department, and this is influenced 
largely by the man or woman in charge of it. A 
fretful and unsympathetic supervisor or one who is 
_ himself introspective and given to self-pity can create 
an infection which permeates through those under his 
charge, whilst a healthy, kindly, and competent head 
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can radiate a precisely opposite influence. Apart 
from this a quiet talk to the chronic absentee may be 
effective, with attention to any neglected septic teeth 
or tonsils, but if these measures fail the only thing is 
to accept the sick absences at their face value and let 
it be known that retirement is under consideration. 
In 40 successive cases who, for relatively trivial 
causes, had incurred a total of 6194 days sick absence 
in four years, kindly advice and mention of retirement 
led to a fall in the next six months to a mere 54 days 
absence, a drop in their six-month average from 
19 days per head to 1°3 days. The problem is, 
however, not an easy one. The modern tendency 
is to encourage everyone to take care and perhaps over- 
much care of their health; ‘‘ go to bed at the first 
sign of illness,” we say, and it is unfair to blame or 
threaten with the loss of their job those who take our 
words literally. 


DURATION OF THE MENSTRUAL CYCLE 


CuosELy following the report on physical and 
emotional periodicity in women reviewed in our issue 
of Oct. 30th (p. 1058) comes an analysis of the 
menstrual histories of 852 women belonging to the 
professional classes.1. The data were obtained by 
questionnaire: every woman agreed to post, immedi- 
ately after the beginning of each menstruation, a 
record card giving the date and time of the onset. 
The commonest average intervals between periods 
proved to be 26, 27, and 28 days; only about 2 per 
cent. of the women had average intervals of less 
than 24 days, and only 3 per cent. of 37 days or 
more. The average interval for all the cases (29 days) 
was longer than the average interval of the largest 
classes (26, 27, and 28 days). It is noteworthy that 
not one of the 852 women: proved to be really 
“regular ” ; in the most regular subject the intervals 
varied between 25 days 19 hours, and 28 days 
13 hours. In several women the difference in length 
between the shortest and longest cycles was over 
30 days, while the arithmetic mean deviation was 
greater than + 4 in 13 per cent. Most of the very 
variable women had high average intervals. The 
data did not reveal any significant difference in 
variability between spinsters and married women. 
It also seemed that no value can be attached to a 
description of a woman as being this or that “‘ men- 
strual type,” for she is likely to fall ‘into different 
categories from year to year. Further analysis 
showed that the length of each interval was inde- 


pendent of the length of its predecessor, and that 


there were no large-or consistent differences due to 
occupation within the limited professional group 
studied. On the other hand it was apparent that 
the average interval shortens with increasing age, 
and that there is no significant seasonal change in 


the length of the cycle ; if there are seasonal changes 


in some individuals, there are opposite and equal 
changes in others. Other points of interest that 
emerge from this study are that there is a slight but 
real tendency for menstruation to start in the latter 
part of the week (Thursday to Saturday) and that 
there is no correlation between lunar and menstrual 
cycles. The investigators discuss their findings in 
relation to the view, as expounded by Knaus, that 
women are fertile only during a limited phase in the 
middle of the cycle, and, assuming the correctness of 
Knaus’s general conclusion, they think that the 
safe-period method of contraception should be of 
great value in some cases and of some value in most 


1 Gunn, D. L., Jenkin, P. M., and Gunn, A. L., J. Obsted. 
Gynec. October, 1937, p. 839. 
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cases. In considering the report the possibility arises 
that the women studied do not constitute a true 
random sample of the population. A menstrual 
interval, by definition, is the period intervening 
between two phases of uterine bleeding. A long 
period, however, is regarded as a period of amenorrhea, 
while periods in rapid succession are usually taken to 
indicate excessive bleeding. Women who experience 
either of these conditions would be far more likely to 
consult gynecological clinics than to take part in a 
questionnaire on the menstrual cycle, and their 
exclusion from such a questionnaire must tend to 
restrict the data obtained to the middle of the range. 
It is not unlikely that some'such circumstance is respon- 
sible for the fact that Mr. Gunn and his colleagues find 
rather less variability in the length of the menstrual 
cycle than other recent inquirers have recorded. 

Dr. Zuckerman has summarised the information 
available about the menstrual cycle in monkeys and 
apes,? and his conclusion is that, in monkey as in 
man, approximately four weeks is the most frequently 
recurring interval between successive phases of 
uterine bleeding. Observations of the external 
‘sexual skin” changes seen in some species of 
monkey show that the follicular phase of the cycle is 
generally longer and more variable than the luteal 
phase. This finding may be related to the well- 
established view that the luteal phase in the human 
menstrual cycle is usually less variable than the 
pre-ovulation phase. 


BRAIN AND MIND | 

THE Burden Mental Research Trust was founded 
in 1933 when a period of five years’ work was con- 
templated. We now learn® from the chairman of 
the trust, Dr. R. J. A. Berry, who is also director of 
medical services at Stoke Park Colony, that the 
continuation of these activities as a part of the regular 
work of the colony is under consideration. An 
important line of investigation has been the complete 
ascertainment of the mental capacities of children 
in a cross-section of the normal school population. 
In the city of Bath, 3400 children were tested and 
information is being obtained about the distribution 
of intelligence within the families. Groups of children 
of very low and very high intelligence are being singled 
out for intensive study. A line of investigation, 
which it is hoped to pursue, will be the analysis of the 
physical, mental, and social conditions of the past 
and present patients of the’colony. The results of 
this inquiry are expected to afford a useful comparison 
with those obtained from the normal school population. 

A different kind of. research'is also being carried 
out under the trust. This is the macroscopic and 
microscopic examination of the brains of normal and 
defective persons. Up to the present time a collection 
has been made of the brains of 80 normals and 123 
defectives. The staff is engaged on the examination 
of the size and weight of the brain and on histological 
studies of the cortex. The investigators confidently 
expect that much light will be thrown on the basis 
and genesis of mental deficiency by their work. It 


is open, however, to us to hope that the results of the. 


inquiries into the relation between cerebral structure 
and mental ability will not be interpreted from a too 
rigid epiphenomenalistic viewpoint. The correlation 
between brain size and intelligence is a Joose one: 
cretins, for example, have heads of normal size. Those 
who have had the opportunity of reading Prof. 
Berry’s discussions on the relation of head size to 
intelligence will know that he was one of the first to 


2 Zuckerman, S., Proc. Zool. Soc. Lond. ser. A, 1937, p. 315. 
3 Bristol med.-chir. J. Autumn, 1937, p. 201. 
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point out that head size could be used in the diagnosis. 
of mental defects. The work under the Burden trust 
should make it possible for the advantages and 
limitations of such a method to be exactly determined. 


VACCINATION IN SOVIET RUSSIA 

Prof. Syssine, director of the State Institute of 
Public Health in Moscow, records a striking decline 
of small-pox in Soviet Russia as the result of vacci- 
nation.1 It was not until 1918, after the. Revolution, 
that a law was passed making vaccination compulsory. 
The effect of this measure was that small-pox which 
had hitherto been very prevalent, especially in rural 
districts and in remote parts of the country, at once 
showed a rapid fall in incidence. The number of 
cases, which in 1915 had been 126,518, sank to 
18,514 in 1925, 10,345 in 1928, and 6406 in 1929, 
In the subsequent quinquennium there was a slight 
increase in the incidence of the disease, attributed to 


. the unsystematic manner in which vaccination had 


been carried out in certain areas, but more vigorous. 
measures were then adopted and the number of cases 
fell from 17,327 in 1934 to 3156 in 1935 and 385 in 
1936, while in the first quarter of 1937 not a single 
case was notified. The amount of effort required to 
attain this result is illustrated by the following 
figures: in 1935 there were 47,461,305 vaccinations, 
of which 8,900,209 were primary and the remainder 
revaccinations, and in 1936 there were 39,869,718 
vaccinations, of which 8,426,647 were primary and 
31,443,071 revaccinations. The number of institutes 
in Soviet Russia concerned in the preparation of 
vaccine lymph was 33 in 1937. The vaccinations 
were performed free of charge by the medical staff 


of out-patient departments, school doctors, and a 
. Special staff of vaccinators numbering about 7000. 


Tan EARL oF ATHLONE will open the Bernhard 
Baron laboratories of the Royal College of Surgeons 
of England on Wednesday next, Dec. 8th, at 2.45 p.m. 


WE regret to announce the death on Nov. 30th of 
Dr. DANIEL FREDERICK RAMBAUT, medical superin- 
tendent since 1913 of St. Andrew’s Hospital, North- 
ampton, and a pioneer in the rational treatment of 
mental disease. 


Dr. R. C. RoBERTSON, director of the division of 
pathology and bacteriology at the Lester Institute 
of Medical Research, Shanghai, has been appointed 
as the epidemic commissioner to the English-speaking 
anti-epidemic unit which is to be sent out to China 
by the League of Nations Health Organisation to 
help the Chinese authorities to combat epidemics. 
Dr. Robertson will be visiting England early in 
December in order to complete the team, which will 
require the services of three medical members 
besides the commissioner. 


THe December issue of the Practitioner contains a 
number of articles on the sulphanilamide group of 
drugs, with an editorial introduction. It also con- 
tains a Questionnaire on Puerperal Sepsis, asking 
for particulars of cases of puerperal sepsis (septi- 
cemia, peritonitis, and pelvic cellulitis) encountered 
in practice in the past ten years, together with 
special notes on any that were treated with sulph- 
anilamide compounds. Copies of the questionnaire may 
be had by non-subscribers on application to the 
Practitioner office at 5, Bentinck-street, London, W.1. - 
It is hoped that the pooled experience of practitioners 
may be helpful in assessing the value of the new 
remedies in the streptococcal infections of childbirth. 


1 Syssine, A., Bull. Off. int. Hyg. publ, 1937, 29, 1884. 
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SPECIAL ARTICLES 


STRENGTH TESTS 


OBSERVATIONS ON THE EFFECTS OF 
POSTURE ON STRENGTH OF RULL 


By T. BEDFORD, D.Sc., Ph.D. 
: AND 
C. G. WARNER, B.Sc. 


INVESTIGATORS TO THE INDUSTRIAL HEALTH RESEAROH BOARD 


(From the Department of Industrial Physiology, London 
School of Hygiene and Tropical Medicine) 


An index of general muscular strength which is 
much used in studies of physique is the maximum 
lumbar pull. 
pulls on a spring-balance dynamometer, the handle 
of which is adjustable in height. 

Vernon. (1924) showed that the strength of pull 
in such a test is much influenced by the height 
of the handle. With his subjects there was a well- 
defined optimum height above or below which the 
strength of pull diminished cansiderably. The 
measurement of lumbar pull is one of the tests which 
are being used by several observers for the assessment 
of the state of nutrition. In such studies it is desirable 
that the maximum pull should be measured, particu- 
larly if the results obtained with different groups 
of subjects and by different observers are to be 
compared, and to this end the handle should be 
adjusted to a standard height in relatio to the 
height of the subject. 

In recent investigations such aianei has been 
made, but different standards have been adopted 
by different workers. Cathcart and his colleagues 
(1927, 1935) adjusted the handle to the height 
of the middle finger-tip, while Hill, Magee, and Major 
(1937) after preliminary trials adopted the level of 
the upper border of the patella. There is a distinct 
difference between these two heights, and from 
Vernon’s results it is evident that if the maximum 
pull can be made at one of them it cannot be made 
at the other. (It may be noted that in the observa- 
tions of Hill, Magee, and Major the pull on a dynamo- 
meter was used as the standard exercise in a study 
of pulse-rates. It was not necessary to record the 
maximum pull of which each subject was capable.) 
Further evidence on the need for stringent care with 
regard to the height of the handle of the dynamo- 
meter was obtained by us in a series of observations 
described below. 

Hill, Magee, and Major mention that in their 
experiments the subjects kept the knees straight but 
not rigid. Sargent (1897), describing strength tests 
at the Hemenway Gymnasium at Harvard, referred 
to two dynamometer tests. One of these was the 
measurement of lumbar pull, the legs being kept 
straight at the knees. The other was a leg-lift, the 
body being held erect with the chest thrown forward, 
and "the knees bent at an angle to suit the physical 
peculiarities of the lifter. In making the leg-lift the 
handle-bar was placed upon the thighs and held 
there, firmly grasped by the hands with the fingers 
‘beneath the bar. In the specific case quoted by 
Sargent the subject’s lumbar pull was 100 kg., while 
with the leg-lift he pulled 160 kg. In our observations 
we examined the effects on the strength of pull of 
some variations in posture. 


In performing the test the subject 


METHOD 


The spring-balance dynamometer described by 
Vernon (1924) was used. The balance lies on the 
platform on which the subject stands, and is screwed 
to it. A stout chain is attached to the handle and 
this is connected to the balance by a length of bicycle 
chain which passes over a pulley. 

Observations were made on two subjects. The 
lumbar pull was measured (a) with the heels 
together, and (b) with heels 12 in. apart, the knees 
being kept quite straight. The dynamometer handle 
was short (93 in. long), and the ordinary over- 
hand grip was employed. In other observations the 
heels were kept together, the knees bent, and the 
trunk erect with the shoulders well back. Since 
the handle-bar was short it could be kept clear of 
the thighs when the knees were bent. 

In all cases the arms remained straight; no 
attempt was made to flex the elbows. The pull was 
always a vertical one, care being taken that the 
subject did not lean backwards. Observations were 
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made with the handle at various heights from the 
platform, so as to cover the position at which the 
pull was at a maximum. With the knees bent and 
trunk erect no pulls were made with the handle less 
than 19} in. high, because at less heights the trunk 
could not be kept erect without raising the heels. 

Preliminary trials of these pulls were made for 
three days, until the subjects were practised in pulling 
and their hands had become accustomed to the 
strain, and the results reported below were obtained 
directly afterwards. 

RESULTS 


Observations were made on each of three successive 
days. At each position of the handle two trials 
were made with each type of pull on each day of 
experiment. The points plotted in the Figure each 
therefore represent the mean of six pulls. 

It is clear from the diagram that the lumbar pull 
was practically the same whether the heels were 
closely together or 12 in. apart: one curve fits the 
observation points for both stances. B’s lumbar pull 
was at a maximum when the handle was about 28 in. 
from the platform, and W’s maximum was with the 
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handle about 25 in. high. At lower heights the 
strength of pull diminished rapidly. ° 

B’s height to the middle finger-tip is 27 in., and 
W’s 24 in. The heights to the upper border of the 
patella are 214 in. and 20} in. respectively. These 
heights are marked by arrows below the curves of 
lumbar pull. In both subjects the maximum pull 
was achieved with the handle approximately at the 
height of the middle finger-tip—the uae adopted 
by Cathcart and his colleagues. 

The upper curves in the accompanying Figure 
show the strength of pull with knees bent and trunk 
erect. For this method of pulling the most favour- 
able height was the same as that for the lumbar pull, 
but whereas with the lumbar pull a departure of an 
inch or so from the optimum height made little 
difference, with the knees bent and trunk erect a 
change of 14 in. on either side of the best height 
caused a considerable diminution in the strength of 
pull (about 7 to 10 per cent.). With the trunk erect 
and knees bent a much more powerful maximum pull 
can be exerted than with the back bent and knees 
straight. In the two subjects the difference amounted 
to 105 and 110 pounds, or 26 to 28 per cent. of the 
maximum lumbar pull. 

Some observations were made of the strength of 
pull when, instead of maintaining one of the positions 
described, the subject bent both his knees and his 
back. It was found difficult to repeat such a posture 
with accuracy, a8 with the handle at a given height 
the knees would be bent more and the trunk less on 
one occasion than on another. Consequently the 
pulls made were very variable. 
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It is clear from our data that in dynamometer 
tests such as have been described the handle of the 
instrument should be adjusted to a standard height, 
and that if the maximum pull is to be measured that 
height should be the level of the subject’s middle 
finger-tips. Any appreciable deviation from that 
height is likely to cause a considerable reduction in 
the pull recorded. When, as is generally the case, 
the lumbar pull is being measured care should be 
taken that the knees are kept quite straight. 


SUMMARY 


1. In an increasing number of studies of physique 
the maximum lumbar pull, as measured on a spring- 
balance dynamometer, is being used as an index of 
general muscular strength. 

2. The pull which can be exerted is greatly, influenced 
by the height of the dynamometer handle, the pull 
being at a maximum when the handle is at the height 
of the subject’s middle finger-tip. This is the height 
to which the handle should be adjusted. 

3. In measuring the lumbar pull care should be 
taken that the knees are kept quite straight. 
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Penal Cases Referred by the Dental Board 


THE following dental cases were heard, and in 
each case the name of the dentist was deleted from 
the Register in accordance with the recommendation 
of the Dental Board after its inquiry : Robert Whitton 
Goldie, registered as of 6, East-road, Elgin, ‘‘ Dentists 
Act, 1921,” who had been convicted in the Sheriff 
Court of Aberdeen, Kincardine and Banff of lewd 
and libidinous behaviour towards three little girls ; 
Mihran Haroutune Chirinian, registered as of 57, 


Fasset-road, Kingston-on-Thames,‘‘ Dentists Act, 


1921,” who had been convicted at the Central Criminal 
Court of conspiring to procure miscarriage ; John 
Donaldson, registered as of Orwell Cottage, Dunoon, 
Ar 
bean convicted in Scottish courts of a number of 
offences connected with drunkenness and assault ; 
Albert Stanworth, registered as of 26, High-street, 
Towyn, Merioneth, ‘‘ Dentists Act, 1921,” and David 
Minton, registered as of High-street, Blaina, Mon., 
“ Dentists Act, 1921,” both charged with false certi- 
fication and improperly obtaining or attempting to 
obtain money from approved societies for work not 
done. 


The sixth dental case was that of Leon Shaw, . 


registered as of Midland Bank Chambers, 221,- 
Edgware-road, London, W.2, ‘‘ Dentists Act, 1921. ” 
This case was heard in camera, Mr. Shaw being 
present and defended by Mr. R. F. Levy, K.C., and 
Mr. John Stephenson, counsel, instructed by Mr. 
P. V. Stallon, solicitor. The Council did not see fit 
to order the erasure of Mr. Shaw’s name. 


shire, L.D.S.R.F.P.S. Glasg., 1928, who had 


Charges against Medical Practitioners 


The Council then ‘considered seven charges of 
drunkenness and its consequences adjourned from 
previous sessions, and five new charges of drunkenness, 
without directing the erasure of any name from the 
Register. 

ERASURES FOLLOWING CONVICTIONS 


The Case of Samuel Grahame Connor, registered as 
of 75, Bedford Court Mansions, London, W.C.1, 
M.B., C.M. 1889, U. Edin. Dr. Connor had been sum- 
moned to appear on the charge of having been con- 
victed at the Central Criminal Court in June, 1937, 
of using an instrument with intent to procure the 
miscarriage of seven women, for which crime he had 
been sentenced to twelve months’ imprisonment in 
the second division. He did not appear, and the 
Council’s solicitor said that he was ill and in hospital. 
His name was erased. 


The Oase of Patrick Joseph O’Shaughnessy, regis- 
tered as of Ballitore House, Ballitore, co. Kildare, 
M.B., B.Ch. 1926, N.U. Irel. Dr. O’Shaughnessy was 
summoned because of his conviction twice for drunken- 
ness in the autumn of 1936, and at Liverpool City 
Quarter Sessions on July 29th, 1937, for indecently 
assaulting a married woman, for which offence he 
was sentenced to three months’ imprisonment in the 
second division. He appeared, accompanied by Mr. 
Oswald Hempson, who made a statement in mitiga- 
tion and produced testimonials. The Council directed 
the erasure of respondent’s name, 


A CHARGE OF ADULTERY 


The Case of Frederick Henry Nixey, registered as of 
2, Ospringe-road, London, N.W.5, M.B., Ch.B. 1915, 
U. Edin., who had been summoned to appear before 
the Council on the following charge. 
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That being a registered medical practitioner (1). you 
committed adultery with Mrs. Phyllis May Salzer in or 
about August, 1934, and on numerous occasions there- 
after until August, 1936; (2) you stood in professional 
relationship from February, 1934, until August, 1936, 
with the said Phyllis May Salzer, and with her husband 
Henry Conrad Salzer from March, 1934, until May, 1935. 
And that in relation to the facts so alleged you have been 
guilty of infamous conduct in a professional respect. 


The complainant was Mr. Henry Conrad Salzer, 
who was accompanied by Mr. Charles A. Davis, 
solicitor. 


Dr. Nixey was not present, nor was he represented. 


Mr. Davis read a statement from Dr. Nixey deny- 
ing the charges and stating that the relationship 
had been merely that of landlord and tenant. He 
said that in February, 1934, his clients had taken 
rooms over respondent’s surgery and had both 
become his patients, Mr. Salzer going on his panel. 
Dr. Nixey had first approached Mrs. Salzer one day 
when he was massaging her in the surgery, suggesting 
that she was wasted on her husband. Later, he had 
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left the surgery but had continued the relationship — 


with her, sending for her to his rooms and taking 
her out in his car. The husband had eventually 
learned of the adultery ; Mrs. Salzer and the doctor 
had both at first denied and later admitted it. Letters 
had been addressed to Miss Cooke at the address of 
a friend, Mrs. Cook, and had been passed on to Mrs. 
Salzer; one of these letters was available. It con- 
tainetl expressions which indicated attachment. _ 


Mr. James Charles Gilbert, clerk to the London 
Insurance Committee, testified that Mr. Salzer had 
been on Dr. Nixey’s panel from June 30th, 1934, 
until September, 1935, when Dr. Nixey had resigned 
from the list. | 

Mrs. Phyllis May Salzer related the history of her 
acquaintance with respondent. She had consulted 
him professionally for rheumatism at the end of 
February, 1934, and had seen him almost daily. In 
June, 1934, he had suggested intercourse; at the 
time he had been massaging her neck and back. 
She had repulsed him, and had said she would not 
tell her husband because she did not want to have to 
move out of the flat. Ultimately intercourse had 
taken place in the surgery and had been frequently 
repeated, and continued at the various places where 
respondent had subsequently lived. Dr. Nixey had 
tried to poison her mind against her husband. The 
last date of intercourse and of professional attendance 
had been in August, 1936. She produced an undated 
prescription for indigestion. She had not, she said, 


been attended by any other doctor during the material | 


times. 

Mr. Salzer confirmed the story told by his counsel 
and his wife. Dr. Nixey had, he said, treated him 
for itching of the legs and produced two prescriptions. 
He and the doctor had gone dog-racing together 
almost every night, and had maintained friendship 
up to August, 1936. Anonymous letters had informed 
him of the adultery with his wife. He had not seen 
respondent after this until a fortnight ago, when he 
had visited him. The police had been sent for. 
Witness had told him to keep away from his wife 
and respondent had not made any reply. Witness 
had not paid any fees to the doctor; he had never 
had a bill. The doctor had attended him as a friend 
at least a year after leaving his practice. The last 
attendance had been for the shock produced by a 
half-confession. He knew nothing of any panel 
records. 


Dr. Nixey’s name was erased. 
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UNPROVEN CHARGE OF DRUNKENNESS 


Alexander Ronald Black, registered as of 
105, London-road, Neath, Glam., M.B., Ch.B. 1922, 
U. Glasg., was charged as follows : 

That being a registered medical practitioner, and whilst 
acting as locum tenens for Mr. Manik Ghosh, M.B., a 
registered medical practitioner, you on Jan. llth and 
12th, 1937, were so far under the inftuence of drink that 
you were unfit to attend or treat patients; and that this 
constituted infamous conduct in a professional respect, 


Mr. Black appeared, accompanied by Mr. O. 
Hempson on behalf of the Medical and Dental Defence 
Union of Scotland, members of which withdrew and 
took no part in the hearing. The complainant, Mr. 
Ghosh, was represented by Mr. R. W. Skinner. 
He said in evidence that he had employed Mr. Black 
as a locum tenent in January, 1937, in order that he 
might go to: -a nursing-home for operation, While 
there he had received a telephonic complaint from 
the clerk to the insurance committee that Mr. Black 
was unfit to attend the insured patients, and had 
authorised the clerk to make other arrangements. 
Mr. Black had left the next day and had not com- 
municated with him. He admitted that he had made 
no attempt to ask Mr. Black for an explanation, 
but had lodged his complaint on the word of his 
servants and two patients. On cross-examination, 
he said that he would prefer their estimate of the 
doctor’s condition to that of a medical man or mental 
expert. Two of his maids and two patients testified 
that Mr. Black had been in a ‘ very peculiar ” con- 
dition; one of the maids, aged seventeen, and a 


, woman patient said the doctor had been drunk. 


Mr. Hempson in defence said that Mr. Black had, 
shortly before the material time, seriously fractured 
his jaw and had been suffering from extreme physical 
and nervous exhaustion. 


Dr. John Stanley, police surgeon, and Dr. R. 
Snowie testified that they had examined the respon- 
dent on the evening of which complaint had been 
made and had found him overwrought and over- 
worked, but with no signs whatever of drink. Two 
other doctors sent statutory declarations to the same 
effect. The Council found that the ae had not 
been proved. 


The Pharmacopoeia 


Prof. Davip CAMPBELL, in introducing the report 
of the Pharmacope@ia Committee, said that the 


number of copies of the British Pharmacopoeia, 


1932, sold during the last six months had been 1596, 
and that of the 1936.Addendum 3743 copies had been 
sold. The totals sold since publication had been 
44,872 and 9300 respectively. The work of the 
B.P. Commission, he reported, was proceeding actively. 
Much detailed investigation upon individual sub- 
stances had been .carried out and the results had 
made it possible for the Commission to revise and 
approve provisionally 322 monographs. These would 
be further reviewed before they were included in 
the Pharmacopeia. The Commission proposed to 
invite criticisms and suggestions for improvement 
in the more important of the proposed changes from 
practitioners, pharmacists, and others 
interested. The list of proposed improvements and 
additions which had been sent to medical authorities 
at home and overseas had elicited many valuable 
criticisms and suggestions. When all available 
comments had been collected the Commission pro- 
posed to define the scope of the next Pharmacopoia. 
Close coöperation with the committee of revision 
\ 
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of the U.S. Pharmacopæœia continued. The changes 
effected by the first supplement to the eleventh 
U.S.P. were being carefully considered by the 
Commission. - 


SCOTLAND 
(FROM OUR OWN CORRESPONDENT) 


EDINBURGH UNIVERSITY CHANCELLORSHIP 


Edinburgh University is perhaps best known 


outside Edinburgh for its medical school. It is 


therefore not surprising that many members of the 


medical faculty thought it inappropriate that Lord 
Lothian, who is well known to be a christian scientist 
and an antivivisectionist, should be elected chancellor. 
Lord Lothian was nominated by a committee 
appointed by the General Council of University, 
but at a meeting of the General Council last week 
Lord Tweedsmuir gained a large majority in the vote 
of members present, Dr. Edwin Bramwell supported 
his nomination and said that ‘‘ we feel so strongly 
that Lord Tweedsmuir is an ideal candidate for the 
post that we are prepared to wait the two or three 
years until he retires from his present position. 
Sheriff Neil A. MacLean, K.C., proposed Lord Lothian 
and said that it was true that Lord Lothian was a 
christian scientist, but that he had said that he could 
with a clear conscience, in spite of his views, cap a 
young graduate with the degree of bachelor of 
medicine. The voting for the chancellorship will 
now be carried out by post. 


URINARY REACTIONS IN DISEASE 


In health the urinary reaction, acid or neutral, 
is determined by the proportion of acid and basic 
elements present, which are derived from the food. 
Prof. D. M. Lyon, delivering in Edinburgh the sixth 
Honyman Gillespie lecture, spoke on the reaction 
in disease and on treatment. Diet has an important 
effect on the urine and abnormal products are 
excreted if metabolism is upset. Urinary reaction 
varies during the process of digestion, the well- 
known “alkaline tide” accompanying the out- 
pouring of hydrochloric acid in the stomach. Highly 
acid urine is excreted in acidosis resulting from 
severe starvation, diabetes or liver damage, and in 
pregnancy. Alkalosis is very uncommon but is seen 
in hysterical hyperpnea, and rarely in massive 
alkaline therapy. Prof. Lyon pointed out that the 
estimation of the acidity or alkalinity of the urine 
by titration, used until recently, is fallacious, since 
it does not distinguish strong acids from weak. 
Accurate estimation is now performed by dye 
indicators, which give the pH of the urine. 

When food is burnt in the body, as in a calorimeter, 
“ash” remains which is passed in-the urine, The 
acidity or alkalinity of the ash determines the 
reaction of the urine. Oils and sugars give a neutral 
ash: animal and vegetable foods produce respectively 
acid and alkaline ash. An alkaline-ash diet has been 
used experimentally in the treatment of nephritis 


and has been shown to cause a definite improvement, 


A similar diet has proved useful in the treatment of 
hyperpiesia by relieving the symptoms and Sanson 
claims that it lowers the pressure. 

After discussing the value of a ketogenic diet in 
the treatment of epilepsy, Prof. Lyon said that in 
the urine of patients with ketosis, ammoniacal 
decomposition is delayed; ketogenic diets were 
therefore tried in urinary infections. This treat- 
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ment, however, is unpleasant, and the ketone bodies 
themselves cannot be given by the mouth. He then 
referred to mandelic acid treatment. It is generally 
given as sodium mandelate which is converted into 
the acid in a strongly acid urine, the pH of which 
must be between 5'0 and 5'5. The older urinary 
acidifiers were found to be incapable of producing 
such a degree of acidity, but ammonium chloride is 
effective. This treatment clears up infection with 
greater certainty than the older methods, but 
recurrence unfortunately is just as liable to take 
place, 


IRELAND 


(FROM OUR OWN CORRESPONDENT) 


A RADIOTHERAPEUTIC INSTITUTE FOR IRELAND 


THE Minister for Local Government and Public 
Health of the Irish Free State has accepted in 
principle the recommendation of the Hospitals Com- 
mission to establish a radiotherapeutic institute for 
the treatment of malignant disease. It is proposed 
that the institute should be in or near Dublin, and 
that the training of a suitable personnel should be 
undertaken. It will be under the control of a 
national representative body to be known as the 
Cancer Council. In the first instance a provisional 
cancer council will be formed for the purpose of 
submitting proposals to the Minister for the pro- 
vision, staffing, equipment, and administration of a 
radiotherapeutic institute having regard to existing 
facilities, and in general to report on such aspects 
of the problem as the council thinks fit. It is intended 
that the provisional council should consist of fifteen 
persons—namely, five representatives of the voluntary 
hospitals to be nominated by the Associated Hospitals 
(Sweepstakes) Committee, representatives from the | 
following institutions—University of Dublin, the 
University Colleges of Dublin, Cork, and Galway, 
the Royal Colleges of Physicians and of Surgeons, 
and the Royal Dublin Society, and four persons, 
including the chairman, to be nominated by the 
Minister. 

For some years past the Irish Radium Committee, 
which worked in association with the Royal Dublin 
Society, has been pressing on the Minister and on the 
Hospitals Commission some such ‘development as is 
now foreshadowed. From 1920 to the present the 
control of radium for purposes of research and treat- 
ment in Ireland has been in the hands of the Irish 
Radium Committee, a joint committee of the Royal 
Dublin Society and of the (now extinct) Irish Public 
Health Council. The original stock of radium was 
the property of the Royal Dublin Society to which, 
at the time the committee was formed, was added a 
loan from the Medical Research Council. The com- 
mittee has added to this stock from time to time by 


purchase and by gift. Most radiotherapeutic work in 


Ireland has been done with radon rather than with 
radium itself. It may be worth recalling that the 
hollow needle method of applying radon, now widely 
used, was first developed in Dublin by the late Prof. 


John Joly and the late Mr. Walter Stevenson. 


TYPHOID IN A MENTAL HOSPITAL | 


A serious outbreak of typhoid fever has occurred 
in the Co. Donegal Mental Hospital at Letterkenny. 
The outbreak has now lasted for some three weeks. 
Seventy-one persons have been infected, including 
three members of the staff, and there have been four 
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deaths. The infection is said to have been traced to 
a patient who was a carrier, but the water-supply 
has also come under suspicion. Steps are being taken 
to improve and increase the water-supply. There 
are some seven hundred patients in the hospital. 


VIENNA 
(FROM OUR OWN CORRESPONDENT) 


THE ‘f NORMAL CASE ” IN PANEL PRACTICE 


MEDICAL work in the health insurance societies has 
greatly increased everywhere in the last few years, 
but in Austria there are not yet any accurate and 
differentiated statistics about individual diseases. To 
be valuable there should be figures for the incidence 
of morbidity not causing hospitalisation or a stay in 
bed at home. Reliable statistics are already available 
for industrial accidents among the members of the 
Krankenkassen. The new system of sickness insurance 
in force in Austria has now prompted the workers’ 
krankenkasse to issue a new regulation, allowing of 
the statistical control of the medical work. Each case 
reported will be classified under one of 28 groups, 
according to the disease. This will be very useful 
for calculating the final fees payable to the medical 
attendants on the panel list, for at present only 
60 per cent. of the monthly bill presented by the 
doctor to the krankenkasse is paid at once; the rest 
is held over until the end of the year, when the 
income and expenditure of the kasse are known. 
The doctor will now be asked to state the duration 
of each disease and how many calls or visits it 
requires, so that an average can be worked out for 
every condition. The kasse, with the coöperation of 
representatives of the profession, will. then be in a 
position to fix a certain sum payable at the end of 
the year for. the treatmént of a given disease under 
average conditions. Excessive medication or attend- 
ance exceeding the ‘‘normal’’ will have to be 
explained and may be paid for separately, if justified. 

Meanwhile, privately conducted statistics show that 
on the average a medical man can conveniently look 
after the medical needs of about 1328 members of 
his district. He is needed by these about 1900 times 
in the year, with nearly 5000 calls and visits. Among 
the doctors themselves 9 per cent. were incapacitated 
from work for periods of over three days. Of course 
these figures are open to error, but since the future 
financial status of a large proportion of the younger 
practitioners will depend on the satisfactory working 
of the new system, it is easily understood that all 
information on these subjects is interesting. 


DIFFICULTIES IN THE DRUG LAWS. 


In reply to complaints about the extensive abuse 
of narcotic drugs, the Government some time ago 
issued an order regulating their sale. Among the 
many mentioned were morphia, cocaine, and heroin, 
though codeine was not included. But the wording 
of the order was not clear and unmistakable enough. 
It often happened that medical men came into court 


accused of prescribing narcotics for other purposes. 


than “to cure an otherwise incurable condition in a 
sick person,” as the text of the original draft put it. 
In 1930 the Ministry of Justice and in 1936 the 
Supreme Court decided that the prescription of these 
drugs serves a curative purpose not only when a 
diseased condition is to be combated, but also when 
“the use of such a drug prevents a detriment to 
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health or allays the pains caused by an illness.” The 
Supreme Court’s decision was responsible for the 
dismissal of several actions against: doctors, but the 
existing law was still troublesome to practitioners. 
Now all the Austrian medical bodies have addressed 
a petition to the Ministry of Health asking for a 
strict and unequivocal new Act in which the 
profession would have more ample scope for prescrib- 
ing these remedies. The wording suggested that 
would satisfy all medical requirements was: ‘‘ The 


practitioner is justified in prescribing narcotic drugs 


not only for ‘curative’ but also for ‘ therapeutic’ 
purposes.” 
DEATH OF PROF. GAERTNER 


One of the most original and eminent physicians 
of this city, Prof. Gustav Gaertner, has died here at 


- the ripe age of 83. Born in Bohemia, he soon came 


to Vienna and took up his studies at the university. 
After graduation he accepted an assistantship at the 
newly created institute for experimental pathology 
under the great Stricker. His duties there gave 
him an extensive knowledge of all the problems of 
experimental physiology. Soon he published a series 
of discoveries and innovations and apparatus, which 
included his tonometer for measuring the blood 
pressure, the electric sphygmomanometer, rheostatio 
instruments, and the two-cell bath. Later on he turned 
his attention to prdblems of metabolism, and his 
method of weight reduction for obesity is still used. 
He introduced hypertonic saline for cholera and 
oxygen in circulatory disease, superfatted milk, and 
many other useful therapeutic procedures. On his 
retirement he built up an extensive practice. He 
combined the gifts of a bold and keen experimenter 
with those of a good physician and a splendid 
teacher | 


AUSTRALASIA 
(FROM OUR OWN CORRESPONDENT) 


A STATE MEDICAL SERVICE IN TASMANIA 


THe Government of Tasmania, in accordance with 
a plan for the improvement of public health in that 
State, is appointing ten doctors to the staff of the 
Department of Public Health. The aim of this plan 
is to provide all people, irrespective of the locality 
in which they live or their financial position, with 
the best medical attention and hospital accommo- 
dation where necessary, with adequate supervision 
from a public health point of view. The location of 
each of the ten medical officers will be decided after 
a survey by the Department of Public Health of the 
medical services available in the country districts. 
Their duties will consist mainly in attending the sick 
and injured in their districts. The facilities of the 
existing “ bush nursing ” centres will be placed at the 
disposal of the officers and extended as soon as 
possible. Preventive medicine will be a feature of 
the organisation. The new officers will take over the 
duties of medical officers of health, and the public 
health measures regarding sanitation, dairying, and 
milk-supplies will be enforced by them. Strict 
attention will be given to the isolation and treatment 
of infectious diseases and the control of quarantine. 
Lectures on preventive medicine will be given to 
appropriate organisations, such as parents’ and country 
women’s associations. Arrangements for study leave 
will be included in the terms of appointment. The 
Government wishes to concentrate the major curative 
resources at the base hospitals already established. 
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` Smaller hospitals will be used mainly as clearing and 
casualty stations, and for accommodating minor cases. 
Two bacteriological and pathological laboratories are 
already working, and smaller ones will be established 
in other centres, also a central dispensary with 
depôts in each district will be established. 


POST-GRADUATE TEACHING IN NEW ZEALAND 


There are no permanent arrangements for post- 
graduate study in New Zealand and it is the custom 
for practitioners to go abroad for this purpose. As 
New Zealand is an isolated country there is a move- 
ment to create machinery whereby advantage could 
be taken of the infrequent visits of distinguished 
teachers. Consideration is being given to the develop- 
ment of a large hospital as a post-graduate school, 
independent of the existing undergraduate medical 
school at the University of Otago at Dunedin. There 
is some opposition to this proposal on the ground that 

_Australian experience has shown the value of com- 
bining undergraduate and post-graduate education 
especially in the early stages of the latter. 


‘ COMPANY PHARMACY ” IN AUSTRALIA 

The proposed introduction of a branch of Boots 
the chemists raised a storm of protest from the 
pharmacists of New Zealand and the Australian 
States against the “ trustification’’ of pharmacy. 
Although two of Boots’ shops are already operating 
in New Zealand the Government has prohibited any 
extension of the company’s activities for twelve 
months. The idea is to give New Zealand pharmacists 
time to adjust their practices in order to compete 
with ‘“‘company” pharmacy. An amendment of 
.the Pharmacy Act by the Labour Government of 
Queensland prevents any extension of “company 
pharmacy ” in that State. Any existing company is 
prohibited from opening new branches or changing 
its name. A commission of inquiry on this subject 
is sitting in New South Wales. Tasmania now pro- 
hibits ‘“‘ company pharmacy,” and it is believed that 
no amendment of the Pharmacy Act in that State 
would be accepted. The “ chain-store’’ system of 
trading in pharmacy is opposed by the Premier of 
South Australia. The law in Western Australia is to 
be altered by the Government next session so as to 
exclude any extension of company pharmacy. It is 
evident that the pharmacists of Australia and New 
Zealand possess the backing of Parliament in their 
opposition. In order to maintain this, and to 
guarantee every satisfaction to the public, they are 
endeavouring to still further improve the standard of 
their service. à 


UNITED STATES OF AMERICA 
(FROM AN OCCASIONAL CORRESPONDENT) 


CONTROL OF DRUGS 


Ur to Nov. 11th 73 deaths have been notified as due 
to Elixir of Sulfanilamide, and they are now definitely 
attributed to the diethylene glycol it contains. This 
is the greatest disaster in therapeutics since the 
Lübeck accident with B C G vaccine. No matter at 
whose door public opinion may lay the blame, real 
responsibility lies with the public which continues to 
tolerate inadequate statutes regulating the manu- 
facture, advertising, and sale of proprietary remedies. 
The existing statutes, incorporated in the Food and 
Drugs Act of 1906, are probably administered as 
competently as is legally possible. Before it was 
passed in 1906 this Bill, as a means of effective 
control, was shot to pieces by vested lobbying interests. 
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Its authority is divided between State and federal 
governments—one of the many remnants of State 
autonomy controlling national public interests. Its 
standards for drugs are the standards of the United 
States Pharmacopoia and of the National Formulary 
of the Pharmaceutical Association—i.e., are the 
standards of two independent, autonomous, and 
private bodies. With the existing law in this con- 
dition there is no question of fixing criminal responsi- 
bility for the recent deaths on any person or persons. 

Originally introduced and discussed in committee 
before the Senate, there are now two Bills before the 
Lower House of Congress for further discussion, which 
seek to remedy the existing laws. The Copeland Bill 
aims at consolidating authority in the U.S. Depart- 
ment of Agriculture, of which the present Food and 
Drug Administration is a sub-department. The 
Wheeler-Lea Bill would give to the Federal Trade 
Commission control of the advertising, and to the 
Food and Drug Administration the prevention of 
mislabelling and adulteration of commercial pharma- 
ceuticals. Both Bills in their present forms are 
severely criticised by the American Medical Asso- 
ciation’s department of legal medicine and legislation. 
The Wheeler-Lea Bill is undesirable because it divides 
authority. The Copeland Bill is hopelessly inadequate 
in setting up legal standards for pharmaceuticals. 
With the recent deaths it is hoped that public opinion 
will force legislators to produce effective legislation. 
“ Under the present Food and Drugs Act,” says 
the J.A.M.A., “or even under any of the Food 
and Drugs Bills now before Congress, there seems 
to be no provision which would prevent a repetition 
of this tragedy:”’ 

There is an interesting sidelight in the publicity 
which the general toxicity of the glycols has received. 
Certain brands of cigarettes have enlisted wide 
medical and public approbation on the strength of 
‘“ containing no glycerin or other harmful products.” 
Instead of glycerin ethylene glycol has been the 
hygroscopic agent most widely employed. This so 
affected the sales of the American. glycerin manu- 
facturers that they have financed during the past 
year a nation-wide experiment carried out for them 
by ear, nose, and throat specialists. It was deter- 
mined that glycerin was not harmful to the throat. 
It seems likely that the manufacturers have gone to 
needless lengths, for the public will now prefer to 
smoke glycol-free cigarettes. 


RADIO-ACTIVITY : INSULIN : 
PROPHYLAXIS 

At the meeting of the National Academy of Sciences 
at Rochester University, New York, the Comstock 
prize was given to Ernest Orlando Lawrence for the 
development of the magnetic resonance accelerator 
known as the cyclotron. This instrument, developed 
at Berkeley in California in the last seven years, is 
extending the late Lord Rutherford’s investigations 
into atomic structure. Elements bombarded by the 
high-energy neutrons which this machine is capable of 
producing form radio-active isotopes, with definite 
life-cycles, and almost any element may be made 
radio-active thus. Radio-activity is mensurable, and 
it may prove possible to follow the path in the body 
of atoms “tagged ” by rendering them radio-active. 
This may provide a possible check method of observa- 
tion in the work now in progress on the distribution 
of atoms in the body by the use of tagged atoms of 
heavy hydrogen, heavy nitrogen, &c., developed by 
H. C. Urey and his associates at Columbia University. 
With the results obtained by J. R. Murlin, L. Young, 
and W. A. Phillips the search for oral insulin 


PNEUMONIA 


1334 tHE LANCET] 
progresses a step further. On the theory that the 
absorption of insulin is prevented by the layer of 
= mucin and of fat on the intestinal villi, they find 
that a combination of insulin with alkali and hexyl 
resorcinol is absorbable. The action in dogs whose 
pancreas has been removed is irregular but definite. 
The investigators specifically state that nothing is 
known of the reaction of humans to this combination, 
nor do they estimate its future practicability. 
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A national experiment on a large scale is now in 
progress. During the month of October 300,000 boys 


of the Civilian Conservation Corps received prophy- | 
lactic doses of the antipneumococcal vaccine (types - 


I and II) developed by Dr. Lloyd Felton of the Johns 
Hopkins Medical School. The annual incidence of 
pneumonia in the C.C.C. is about 600 cases, of which 
50 or so are fatal. This year 300 cases, with 10—20 
deaths, are expected. 


PANEL AND CONTRACT PRACTICE 


PUBLIC MEDICAL SERVICES 


Dr. A. McCartuy (Birmingham) took the chair on 
Nov. 24th at a conference of nearly 100 representatives 
of public medical services held at B.M.A. House. 
The B.M.A., he said, were aware of 58 services in 
operation—Dorset, Leeds, Llandudno, Redcar, and 
West Norfolk had started during the year—while 
services were in process of formation at Bradford, 
Berkshire, Bristol, South Shields, and Walsall, and 
being considered by East Somerset, Wiltshire, Stoke- 
on-Trent, and Plymouth. In response to efforts to 
improve the rates of remuneration, in seven services 
the subscription rate had been raised, in four no 
action had been taken for the moment owing to 
economic conditions. The P.M.S. subcommittee had 
secured approval for a model scheme providing a 
medical attendance for persons of moderate income 
above the health insurance limits on the basis that— 

(1) the service will be under the complete control of its 
members ; (2) membership is open to any registered medical 
practitioner in the area; (3) there is free choice of doctor 
by patient and of patient by doctor ; (4) there is provision 
for the patients of non-coéperating practitioners. 


London, it was stated, had extended its scheme so 


as to provide for persons with a total income up to -7 


£550 a year. | 

The subcommittee had laid down the principle 
that the subscription rates should ensure that after 
deduction of expenses of administration and collection 
the practitioners would receive for each person at 
risk a sum not less than that paid under the N.H.I. 
Acts (including the dispensing fee). Should the 
conditions in any area not allow of such a rate being 
paid the approval of the. B.M.A. council was to be 
obtained for a lower rate. At present the rates were 
below these in many areas. 

On the motion of Dr. H. W. Pooter (Chesterfield), 
chairman of the P.M.S. subcommittee, it was resolved 
that those services which have so far not been approved 
by the B.M.A. be urged to seek such approval. 


COORDINATION 


Dr. R. W. DuRAND (secretary of the London and 
Counties Medical Protection Society) said that 
coordination was necessary for effective management. 
Some day no doubt the State would provide a medical 
service which would render public medical services, 
as we know them, unnecessary. The postponement 
of that day did not make our responsibility the less 
or diminish a need which was admitted by anyone 
to whom the scheme was explained. As a London 
representative had aptly put it last year ‘“ There 
is an increasing public which cannot afford to pay 
a doctor in the ordinary way.” But there was a 
wider aspect of public medical service. The Prime 
Minister had said ‘‘ The cardinal rule of health is— 
Ask your doctor, and ask him in time,” But would 
the ordinary person consult his doctor in time (which 
means will he anticipate illness) if there was the barrier 


of payment per item of service? Public medical 
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services could and did provide for those members of the | 
community who could not afford to pay a doctor in | 


the ordinary way. We must see that the services | 


afforded to them were comprehensive, covering all the 
ordinary general practitioner services, and that 
they were made known widely. 
should be a fair remuneration for the family doctor. 
Dr. Durand concluded: “It is obvious that some 
day the State will realise its responsibilities. When 
the State does take over it is most important that the 
profession should have a big say in the control of the 
administration of medical services. 
now, and having a smooth working machine actually 
in operation when the State is ready, we shall have 
gone far to justify our claim that we are capable of 
efficient administration. If services are sporadic and 
entirely individualistic, as they now are, I fear we 
may be accused of being very poor business men.” 
Dr. R. S. V. MarsHaryt (Wolverhampton) moved :— 
“ That this conference considers that public medical 
services cannot satisfactorily be codrdinated and extended 
unless statistical information computed on a uniform 
basis is available, and accordingly requests the P.M.S. 
subcommittee to prepare notes for the guidance of 
secretaries in their completion of an annual return.” 


Dr. S. Wanp (Birmingham) thought the time had 
come when the smaller services should consider 
amalgamation ; in London, on the other hand, the 
unit might well be divided into four—Dr. R. O. 
EAVES (Ipswieh) would like officers of the P.M.S. 
to meet and thrash out a scheme for a common method 
of accounts, reduced costs, uniformity of stationery, 
in following up subscribers, in methods of collection, 
&c. They should form an association similar to that 
of health insurance officials. 

Dr. Wand also obtained consent to a motion recom- 
mending each P,M.S. to approach the M.O.H. of its 
area Offering its help in the establishment of schemes 
whereby the family doctor might take his full share 
in the public health work of the nation. 


PUBLIOITY 


Dr. E. A. GREGG (London) moved that the B.M.A. 
be urged to spend part of its publicity fund on the 
national advertising of public medical services. He 
thought it necessary as they were approaching a new 
ordér of things professionally.—Dr. G. C. ANDERSON 
remarked that Dr. Gregg, as chairman of the Insurance 
Acts Committee, would now be one of the three 
persons responsible for spending the money on 
publicity. Public medical services however existed 
as yet in only a few areas and publicity was a national 
matter. Care would have to be taken in districts 
where there was no public medical service. Steps 
had already been taken to get this conference noticed 
and posters had been prepared, but national advertis- 
ing in the press would be very expensive. 

ae next conference will probably be held in May, 
1938. 


In return there. 


By coördinating 
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GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


FROM A CIVIL SERVANT 
I 


‘©... Lazy Whitehallian fellows sinking into the 
intellectual torpor that an assured—even if modest— 
income begets.” Thus my immediate predecessor in 
these columns. 

“Wel, well... and tell Saunders to send me 
the duelling pistols immediately,’ might I write 
with Mr. Otto Thake. True, my salaried surgical 
friend doesn’t himself agree with this point of view 
but it certainly is widely held among our profession. 
“ Black coffee, after lunch ?} ” said my host. ‘‘ Doesn’t 
it interfere with your afternoon sleep ? ” 

The “ rond-de-cuir,”’ the ‘‘ desk-wallah,”’ these men 
feel, can only be carrying on his dreary task because 
he is unfit to do anything else, because he cannot 
face the fierce competition of practice, where Men 
are Men and a minute means sixty seconds ; and to 
have abandoned the stethoscope for the pen seems 
to them somehow to have betrayed Hippocrates and 
given Galen a kick in the pants. In the same way 
the Government servant, the administrator, may 
disparage at times the clinician, may talk of ‘‘ drifting ”’ 
into general practice and, while admitting that the 
G.P. is the backbone of the profession may suggest 
that the backbone only stiffens at the chink of money. 


* * *, 


Having divided the years since qualification almost 
equally between general practice and official medicine 
I can understand and share both points of view, nor 
am I greatly worried by their divergence. It is, after 
all, only the natural rivalry of two branches of the 
same profession. Listen to the infantryman on the 
gunner, the English on the Americans, or a county 
family on its neighbours ; yet if anything threatens 
their respective mutual interests, all is (temporarily) 
forgotten. This cleavage in our ranks was inevitable 
and necessary owing to the growth of specialisation 
and I see no more sense in suggesting, for example, 
that general practitioners should take part in the 
public health services merely to overcome it, than in 
suggesting that all physicians should do a little 
surgery in order to prevent an occasional rude 
remark about a surgeon by a physician. It has often 
been suggested that general practitioners have thrown 
away their chance of playing a prominent part in the 
public health services by their refusal to take their 
clinics seriously and to ‘consider preventive as 
important as curative medicine. This may be partly 
true but it is also true that preventive medicine had 
become a specialty of which their training as medical 
students had left them lamentably ignorant ; and in 
any case if they did throw their cake away it has 
been handed back to them on a silver salver, since, 
to quote Sir Arthur Newsholme, ‘The disputed 
territory in the main had never been occupied. It 
was opened up by the public authorities and the 
total amount of work coming to the medical profession 
(including private practitioners) has been greatly 
increased by this continuing exploration.” 


* * * 


But even if the general practitioner is not likely to 
play a large part in the actual public health services 


. reaching India or tularemia England ? 


Each contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly index 


that does not mean that he has not an all-important 
place in preventive medicine in its wider sense. 
“ Tout comprendre, cest tout pardonner” and the 
practitioner should at least understand enough of 
what the health services are doing to realise that he 
and they have the same object in view, though 
working by different methods; they are allies not 
competitors. This should be the mainspring of the 
ordinary student’s course in public health—damp, 
drains, and Imhoff tanks should come after—a long 
way after. In this matter most of our London 
schools are behind the provinces and the length of 
time allotted to the public health course is in most 
cases considerably less in London’ than elsewhere. 
First must come mutual understanding and respect 
for the aims and difficulties of the other. The 
student should be made to realise that maternal 
mortality can present just as fascinating a problem 
as a death in childbirth ; that tracking the source of 
an outbreak of enteric may call for as great powers of 
detection as discovering the cause of a P.U.O.; and 
that to some men the successful selection, in writing 
a report, of the one word which exactly fits the case 
may be as satisfactory as the compounding of an 
elegant mixture. Why did plague die out suddenly 
in England? Why did typhus never appear on the 
Western Front, and why has there been no epidemic 
of it in Spain? What are the chances of yellow fever 
What is 
the best and cheapest way of providing isolation 
hospital accommodation in a county ? What should 
be the proper spheres of the International Public 
Health Office in Paris and the Health Organisation 
of the League of Nations at Geneva? When the 
general practitioner realises that it is problems of 
this sort that have attracted some of us into public 
health and not a mere inability to overcome at the 
bedside a congenital attraction between the foot and 
the chamber-pot, there will be as much gained as 
when the public health officer remembers that the 
persistent failure of the G.P. to keep records may be 
because he prefers to neglect his notes rather than 
his patients; that his truculence over the telephone 
may be due to an all-night confinement or to indi- 
gestion from years of bolted meals; and, above all, 
that what Mrs. Snooks said her own doctor said 
about the clinic doctor’s proposal to send Alfie to a 
sanatorium is not necessarily true. 


xk * * 


Our mutual relations, to resume the military 
metaphor, should be those of infantrymen and 
gunners, not military police to potential deserters, 
and fortunately the bad old days are over when a 
retiring M.O.H. could say with pride, ‘‘ Well, I think 
I’ve done my duty. I’ve quarrelled with nearly every 
G.P. in the county !”’ 

After all, every private practitioner has long taken 
a share in the medical services and preventive work 
of the State and the local authorities. Sixteen 
thousand “ panel ” practitioners receive annually six 
million pounds from National Health Insurance funds. 
There are still more than three times as many part- 
time medical officers of health as whole-time appoint- 
ments; police surgeon, public vaccinator, certifying 
medical officer under the Factory Acts, medical 
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officer to the post officer, naval agent—these public 
posts are held in the vast majority of cases by general 
practitioners; and every practitioner has the statutory 
duties of notification and certification laid upon him. 
The private practitioner is the scout of the public 
health services; until he has notified the enemy’s 
presence the services cannot go into action. Unless 
notification is honest, skilled, and prompt, the M.O.H. 
will be fighting blindfold, Again, it is the private 
practitioner who can play the greatest part in health 
education, and even in his clinical work he and the 
preventive medical officer have the same object, 
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though they operate from different directions. Start- 
ing with the sick person, the practitioner tries to get | 
earlier and earlier diagnosis and treatment and to 
push back the point of diagnosis until he can say, 
“ You are just beginning to get so-and-so. Do thus- 
and-thus and no serious harm willcome.” Starting with 
a community, the M.O.H. tries to look forward and say, 
“ Unless such-and-such is done, so-and-so will occur.” 

We are all bound to each other and to the chariot 
of the State—some loosely, some more firmly. 
Instead of quarrelling as to our share in the work, 
should we not all help to pull it along ? 


CORRESPONDENCE 


CONTACT LENSES 
To the Editor of THe LANCET 


Sm,—The question of contact lenses has aroused 
considerable interest since the presentation of a paper 
by Dr. Josef Dallos of Budapest on the subject 
at the Oxford Ophthalmological Congress. That 
correcting lenses worn in contact with the cornea 
offer in theory the best means of correction of certain 
errors of refraction has long been recognised, but the 
practical difficulties of making a glass which is 
optically perfect and at the same time wearable for 
long periods have been usually looked on as 
insuperable. 

As long ago as 1887 Miller succeeded in demonstrat- 
ing that it was certainly possible to make such a 
glass, but the technical difficulties remained great. 
With the introduction of ground contact lenses fresh 
interest in the subject was aroused and a certain 
number of patients benefited. The disadvantages of 
the original ground contact lenses may be summed 
up by saying that since they all have a scleral portion 
ground to a spherical curve they are unsuitable for 
use in cases of scleral astigmatism (which is commoner 
than was formerly thought) and that as they exist 
only in a relatively small range of sizes it is not 
always or indeed often possible to find one that can 
be tolerated. 

Various attempts to overcome these difficulties 
have been made in recent years and the most 
successful as well as the most scientific certainty 
appears to be that advocated and perfected by Dr. 
Dallos. In his method of fitting a mould or cast of 
the anterior segment of the eye is first made and the 
glass is then formed accurately to this. The final 
fitting (which includes removal of pressure on the 
cornea and limbus region where close contact cannot 
be borne) is done by grinding away the glass by 
hand with frequent controlling on the patient, until 
a perfectly even and light pressure is obtained. Such 
glasses can be worn for long periods without dis- 
comfort or harm to the eye and are of inestimable 
benefit in cases of conical cornea, irregular corneal 
astigmatism, aphakia, and high errors of refraction 
generally. They give a retinal image of normal size 
and an increased visual acuity over that obtainable 
by spectacle lenses in such cases, as well as a full 
field of vision. Their use is greatest in cases in which 
full visual acuity cannot be obtained with spectacles, 
but they are also’ indicated for occupational reasons 
—e.g., for stage and film work, and in patients 
exposed to rain and steam where glasses would be 
likely to fog. 

Such contact lenses manufactured by the method 
and under the supervision of Dr. Dallos are now 
obtainable in this country, and a centre is in existence 
in London to which patients can be referred for the 


processes of fitting. - Courses of instruction in the 
technique are also to be held and a section dealing 
with hospital cases has been inaugurated. The 
results obtained so far seem to justify a wider recog- 
nition of the value of Dr. Dallos’s work in this 
direction. 
We are, Sir, yours faithfully, 
A. Ruae-Gunn, 
F. A. WILLIAMSON-NOBLE, 
London, Dee. ist. Ina Mann. 
SUBARACHNOID HZ MORRHAGE SIMULATING 
ACUTE ABDOMEN 


To the Editor of THE LANCET 


Sir,—The case of subarachnoid ` hæmorrhage 
reported in your issue of Nov. 20th presents many 
interesting features. Dr. Thurston takes the view 
that the origin of the hzemorrhage is more likely to 
have been an aneurysm of the circle of Willis than an 
intraspinal hemorrhage and suggests ‘“‘that the 
abdominal pain was due to irritation of the lower 
dorsal nerve-roots by the deposit of fibrin.” I 
appreciate the grounds upon which he bases this 
view—namely, the fact that his patient had at 
various times since 1930 suffered from attacks such 
as are often seen in persons with aneurysms at the 
base of the brain. In spite of this previous history, 
however, it seems to me that such details as are given 
of this particular attack point rather to an intra- 
spinal than an intracranial origin. Thus on Sept. 26th, 
1937, “ she noticed a ‘stitch-like’ pain in her left side ” 
and it is added ‘‘ There was no headache, vomiting, 
or bowel disturbance.” During the next two days 
“she carried out her usual household duties.” On 
the fourth day (Sept. 29th) “ At midday, she was 
seized by a sharp abdominal pain whilst shopping,” 
and it was not until eight hours after this second 
attack of abdominal pain that cerebral symptoms of 
any kind made their appearance. Thus, so far as the 
record goes, if one substitutes “‘side-ache’’ for 
“ back-ache ” this attack seems to conform in every 
particular with the definition of intraspinal hæmor- 
rhage as given by Dr. Thurston: “intraspinal 
hemorrhage begins with severe backache and shows 
neck stiffness and headache as later developments.” 
There is no reference in the record to any symptoms 
during the few days ‘immediately preceding the 
occurrence of pain, such as would indicate the onset 
of the intracranial leak. 

The onset of spontaneous subarachnoid hemorrhage, 
even in the milder cases, is usually so striking and 
so characteristic—namely, sudden severe occipital 
pain, &c.—that it is difficult to imagine a leak from 
a basal aneurysm of sufficient extent to lead to a 
deposit of fibrin halfway: down the cord without 
producing any cranial symptoms whatever until 
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four days after the pain in the spinal region had 
begun. In this' case the question of recumbency 
which Dr. Thurston mentions as a contributory 


factor hardly arises seeing that the patient was 


going about as usual during the attack. Further, if 
recumbency plays any part, a similar sequence of 
events woula probably be more common than it is in 
cases of spontaneous subarachnoid hzemorrhage, 
seeing that the majority of patients go to bed at the 
onset of the attack and remain in the recumbent 
position for several days. Actually, however, severe 
somatic pain in cases of leaking aneurysm is 
rare. I have only seen it once, when it came on 
within twenty-four hours of very sudden and intense 
head symptoms. 

There is one further point connected with Dr. 
Thurston’s case which seems worth bearing in mind. 
The illness only began a few weeks ago (Sept. 26th) 

and although it is stated that there has been steady 
improvement, it is perhaps rather early to assume 
that the trouble is all over. These symptoms may 
possibly be only the precursors of some local organic 
lesion which will declare itself later. I mention 
this possibility because I, have seen a case in which 
this was the unfortunate course of events. 


In November, 1932, I was asked to see a case of what 
appeared to be a typical example of the ‘“‘ lumbosciatic ” 
form of spontaneous subarachnoid hemorrhage. The 
patient (40 years of age) had been seen by various medical 
men, including the late James Collier. Everything pointed 
to a simple subarachnoid hemorrhage with lumbosciatic 
symptoms. Further he improved steadily after lumbar 
puncture and at the end of December, 1932, was con- 
valescent. A few months later, however, symptoms of 
a malignant growth of the spine showed themselves and 
rapidly proved fatal. The spinal meningeal hemorrhage 
was evidently the first symptom of this. 


As regards the site of a subarachnoid hemorrhage, 
there seems no particular reason why it should not 
occur at places other than the circle of Willis. Increas- 
ing knowledge of the arterial defects which give rise 
to aneurysm shows that they are distributed more 
widely than was at first suspected. Wiley Forbus ! 
in his observations on congenital aneurysms and 
defects in the tunica media, whilst dealing primarily 
with those in the circle of Willis, showed that similar 
defects could be demonstrated sometimes in the 
coronary arteries, sometimes in the mesenteric, and 
sometimes in both, as well as at the base of the brain. 
More recently Nevin and Williams ? have recorded two 
cases of associated intracranial and abdominal 
hsemorrhage. In both cases there were congenital 
cerebral aneurysms, and in both there were develop- 
mental defects in the tunica media of the mesenteric 
arteries. I am not aware that any investigations 
have as yet been made as to the occurrence of similar 
defects in spinal vessels, but such a thing does not 
seem unreasonable. 

In conclusion, I may say that as regards the case 
which I recorded? in 1932, to which Dr. Thurston 
kindly refers in his paper, the man remains perfectly 
well and leads an active business life. It is now more 
than seven years since the attack and there has been 
no recurrence of symptoms of any kind. Personally 
I am of opinion that in this case the hemorrhage 
was primarily in the lower spinal region. The data 
given by Dr. Thurston seem to me to point also to a 
local spinal origin in his case. 

I am, Sir, yours faithfully, 

Sheffield, Nov. 26th. ARTHUR J. HALL. 


1 a orbus, W., Johns Hopk. Hosp. Bull. 1930, 47, 239. 
2 Nevin, S + and d Williams, D , Lancet, Oct. 23rd, 1937, p. 955. 
è Hall, A. J., Dua 1932, 1, 1135. 
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ASSESSMENT OF PSYCHIATRIC TREATMENT 
To the Editor of THE LANCET 


Sm,—I fear that my response to Dr. Mary Luff’s 
invitation to join in a codperative inquiry into 
psychiatric treatment, in which I raised possible 
difficulties over differences in terminology, has made 
her class me as a most regrettable specimen of the 
psychiatric backwoodsman. 

It is clear that Dr. Luff would find serious discussion 
difficult, if not impossible, with any psychiatrist who 
was unable to accept the ‘clear conception” of 
narcissism ; and that she believes that this conception 
of narcissism is generally considered to be a valuable 
one by all reasonably up-to-date workers in psycho- 
logical medicine, even if, like herself, they are not 
Freudian psycho- analysts. I think she is mistaken, 
and I hope that this rather exclusive attitude is not 
general in the Tavistock Clinic. Thus Dr. Luff 
would find herself debarred from contact with many 
distinguished psychiatrists whom I have had the 
pleasure and privilege of meeting, or with whom I 
have worked. Many, like Prof. Adolf Meyer, were 
not followers of Freud ; and although it is reasonable 
to suppose that they could, at least up to a point, 
** follow ” his theories, they were unable to find them 
very useful. I have found the beliefs prevalent that 
the conception of narcissism was a Freudian conception, 
dependent upon other Freudian conceptions; that 
it only possessed a legitimate meaning and value 
as an integral part of psycho-analytic theory; and 
that, like all technical terms, it should only be used 
in its technical—in this case Freudian—sense, or not 
at all. If we have different concepts, we should 
employ different terms; for confusion might arise 
if the technical term narcissism was made to vary 
from its original meaning; and this, in so far as a 
departure is made from Freudian views, becomes 
inevitable. 

It is not as if the conception of narcissism has gained 
a general recognition as being a useful one in psycho- 
pathology comparable to that which has been gained 
by the conception of projection. And if Dr. Luff 
doubts this, I can only refer her back to the text- 
book of Henderson and Gillespie, to which she 
has referred me for information. She will there © 
find (these authorities are her own suggestion and 
choice) that the only indexed allusions to narcissism 
are contained (1) in one sentence in the brief exposition 
of Freud’s “special theory of libido of which the 
barest outline follows”; and (2) in the discussion 
of the Freudian conception of paranoia. It would 
therefore seem that these distinguished psychiatrists 
also regard narcissism as a specifically Freudian 
conception, and one moreover only worth a passing 
mention in a ‘“ barest outline.” It is also difficult 
to believe that they find the conception necessary 
or even useful in their psychiatric thought; for 
if they did, then surely they would have demonstrated, 
or at least mentioned, the value of applying it in their 
illustrative case-histories, which they do not do. 

But it is high time that I turned to the two 
questions I am asked: (1) how do I treat neuroses 
apart from psychotherapy, and (2) how do I dis- 
tinguish patients suitable for such methods from 
patients suitable for psychotherapy ? It is, of course, 
impossible to answer such questions in a few sentences. 
I can only say here that as regards (1) the invaluable 
activities of the psychiatric social worker at once 
come to mind, and (2) seems possibly to raise false 
alternatives ; for it is so very seldom a question of 
“ either—or.” | 
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So in my turn may I issue an invitation, and ask 
Dr. Luff to continue our discussion in private over a 
glass of sherry? We shall start with the toast— 
“to the cause of psychiatric treatment”; with the 
help of my (dry) sherry I shall hope to persuade her 
that I try both to understand and to treat my 
patients ; and I do not believe that the fur will fly 
when later we come to consider how some advance 
in psychiatric treatment may best be achieved. 

I am, Sir, yours faithfully, 

Wimpole-street, W.. Nov. 29th. DESMOND CURRAN. 


CARCINOMA OF THE STOMACH 
To the Editor of THE LANCET 


Sm,—Dr. D. Jennings’s reference to British 
medicine and ‘rackets’ in his letter to THE 
LANCET of Nov. 27th is perhaps best ignored. 
But I should like to comment on the paragraph 
beginning with “Let us place on record, now, 
before it is too late, this fact,” in which he 
accepts Gutzeit’s observations through a gastroscope 
as facts and Prof. Stewart’s microscopical examina- 
tions of fresh specimens removed at operation as 
fiction. As he apparently has little faith in any 
work of British or American origin, I would refer 
him to the investigations of such distinguished 
German authorities as Korbsch and Henning, both 
gastroscopists with experience at least as great as 
that of Gutzeit, Konjetzny, Orator, Hauser, Boas, 
and von Bergmann, all of whom agree with Prof. 
Stewart’s and my views on the origin of gastric 
carcinoma. So far as I know, Gutzeit is the only 
German physician or pathologist of standing who 
does not believe, as we do, that carcinoma is a sequel 
of malignant degeneration of a chronically inflamed 
or ulcerated gastric mucosa. 

I am, Sir, yours faithfully, 
ARTHUR F. Horst. 

New Lodge Clinic, Windsor Forest, Nov. 29th. 


GASTROMEGALY DUE TO 
ARTERIO-MESENTERIGC OBSTRUCTION OF 
THE DUODENUM 


To the Editor of THE LANCET 


Sir,—In his interesting case of chronic duodenal 
ileus (Nov.. 20th, p. 1190) in a boy of two years old, 
Dr. Seton Campbell was doubtless satisfied that treat- 
ment by means of gastro-jejunostomy was desirable ; 
but it is a pity that, with his three months’ experience 
of a single case, he should hint that this operation 
is likely to be the correct treatment for this condition 
in childhood. He writes that ‘‘the alternative is 
that these people must live with the possibility of 
obstruction hanging, like the sword of Damocles, 
over their heads.” If this is a picture of the perils of 
acute duodenal ileus with paralytic distension of the 
stomach, I can only repeat that this condition does 
not appear to arise in childhood even after anesthetics. 
From the disappointing results obtamed in two cases 
I would go very far to avoid this operation in these 
children, and the following considerations may appeal 
to Dr. Campbell’s rather particular sense of what is 
‘* irrational ” :— l 

First, the degree of persistent obstruction in 
duodenal ileus is comparatively slight, and the 
more serious obstructive vomiting only arises when 
the compression of the duodenum is increased by 
gastric distension. The prevention of this by gastric 
lavage and careful dieting enables slow but satis- 
factory progress to be made. 

Secondly, the operation is theoretically unsound as 
it leaves the flow of bile still obstructed, and there 
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may arise later troublesome vomiting of bile necessitat- 
ing the persistent use of a low fat diet. In adult cases, 
in so far as operation is still undertaken, gastro- 
jejunostomy has been replaced by duodeno. 
jejunostomy, but this alternative is not available 
except in the very rare examples of gross mega- 
duodenum. 

Lastly, to advocate operative treatment leaves 
out of consideration all the slighter cases which really 
constitute the most interesting aspect of chronic 
duodenal ileus as it occurs in early life. Such cases 


' masquerade as examples of congenital anorexia: 


the gastric stasis and catarrh lead to such habitual 
refusal of food that often vomiting is little seen until 
the child is old enough to be pressed to take more food 
than it wants. The recognition of an obstructive 
factor in this group may be difficult, but the progress 
made under medical treatment is very satisfactory. 

With regard to the minor point of using a weak 
alkaline solution instead of normal saline for gastric 
lavage in order to remove the mucus from the stomach 
more efficiently, I wrote that “‘ in spite of the criticisms 
by biochemists ” I had never seen any harm from its 
employment. May I suggest to Dr. Campbell that 
a judgment based upon clinical experience, though 
possibly erroneous, is not “irrational ” ? 

I am, Sir, yours faithfully, 
Harley-street, W., Nov. 25th. REGINALD MILLER. 


THE MEDICAL PROFESSION IN NATIONAL 
EMERGENCY 


To the Editor of THE LANCET 


Sm,—The British Medical Association has recently 
circularised its branches asking each to appoint an 
emergency officer whose business will be to find out 
the intentions of all members of the medical profes- 
sion in their area, in any future national emergency. 
The Committee of Imperial Defence has requested 
the Association to obtain this information for them, 
and doctors will be requested to notify their inten- 
tions under one of the following heads: (1) those 
willing to accept whole-time service at home or 
abroad ; (2) those willing to accept part-time service 
at home; and (3) those willing to offer emergency 
service for the medical care of civilian casualties 
following air raids, &c., (a) in any part of the country 
to meet local emergency, or (b) in their own areas. 

The preliminary arrangements for this attempt to 
organise the doctors on military lines in peace-time 
have been carried out under conditions of the utmost 
secrecy. The medical profession generally has not 
been consulted, nor, indeed, have the individual 
members—or even, as far as we aré aware, the branches 
of the British Medical Association. Moreover, until 
the work of the emergency officers had actually 
commenced, there had been practically no comments 
or discussion in either the medical or lay press. 

It is perfectly true that in the form that is sent 
out by some emergency officers the doctors are bei 
told that “ any statement of intention will be regarded 
as confidential unless an emergency arises.” What 
they are not told, however, is what may be con- 
sidered to constitute an emergency, and what will 
be done with the information then. Is an extensive 
withdrawal of labour a national emergency? Or a 
war of aggression such as is being carried out by 
Italy against Abyssinia, or Japan in China ? 

Surely, in spite of its harmless appearance, this 
census of the profession is really an attempt to get 
the doctors blindly behind the present Government 
in any catastrophe that may result from its present 
class-biased policy, or in any war that may be forced 
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i upon it as the result of its vacillating policy or aban- 


l. 


 donment of pooled security through the League of 


j 


” Nations. Is it not possible also that the Government 


may be desirous of persuading the public as to the 


' practicability of its air-raid and anti-gas precautions 
` by demonstrating the large proportion of the medical 
profession that is willing to accept service in case of 


| need ? 


Most doctors have commitments and responsibili- 
' ties to their panel and other patients, as well as, in 


many cases, contracts with public or private organi- 


sations, institutions, and hospitals. How can they 
possibly say whether they are justified in disregarding 


these until they have some idea of the nature and 
extent of the national emergency in question ? 


We are, Sir, yours faithfully, 


SOMERVILLE HASTINGS, 


President, Nare Medical Association 
f Great Britain. 


| ee BROOK, 

Nov. 27th. Hon. Secretary. 

*,* The Government has decided that this country 
should now prepare itself efficiently against possible 
war, and the B.M.A. inquiry is a natural and neces- 
sary consequence of this decision. Our correspondents 
are no doubt right in thinking that the Government’s 
hand would be strengthened by a cordial response 
from the medical profession, and that those who 
answer favourably will habituate themselves to the 
idea of war service on whatever occasion it may be 
demanded of them. In replying to the questions, 
however, it is open to medical men and women to 
make any declaration or reservation they think fit ; 
and Dr. Anderson, as medical secretary of the British 
Medical Association, has announced that they will 
have an opportunity every year of restating their 
wishes. Any form of pressure exerted by emergency 
officers would be strongly, and ee resented. 
—Ep. L. 


TRENDS OF HOSPITAL POLICY 
To the Editor of THE LANCET 


‘Sm ,—May I presume to say how much I have 
admired Grains and Scruples IV “From a Salaried 
Surgeon ” in your last issue. It seems to me to sum 
up exactly the present most lamentable trends of 
official medical policy and, what is more important, 
to suggest the remedies. What to my mind is so 
unfortunate is that these trends seem almost certain 
to become, or indeed have become, the settled hospital 
policy of most local government authorities. There 
are of course a few striking exceptions. - 
help thinking that as a result the science and practice 
of medicine will deteriorate, at first perhaps slowly, 
but later with great rapidity in this country. 

- Iam, Bir, yours faithfully, 
Plymouth, Nov. 29th. Eric WORDLEY. 


PROTEIN AND GOUT 
To the Editor of THe LANCET 


Smr,—If I have not mis-read him, your generous 
and genial reviewer of the seventh edition of my 
Minor Maladies (Lancet, Nov. 20th, p. 1197) is of 
opinion that inasmuch as gout has decreased, and 
the consumption of protein has increased over a large 
given period, the two stand in no causal relationship 
to one another. As to the facts there can be no 
doubt whatever; but the deduction is not so certain. 
Gout is such an elusive entity; its geographical 
distribution, the passing of the big toe variety, its 
capricious variations in the same person, and other 
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baffling features, all render it a very unsafe basis for 
dogmatism. And in truth I did not mean to be dog- 
matic—only provocative. I nevertheless do most 
firmly believe with Chittenden and Hindhede that 
protein even in what would seem to be reasonable 
quantities fosters the gout rather than frustrates it, 
and I am quite convinced that our forefathers were 
correct in attributing the majority of cases to an 
excess of protein in the form of flesh foods. Moreover, 
the plot thickens. There are already two forms of 
protein, the “ good” and the “ not-so-good,” and it 
is fairly safe to prophesy that there will soon be as 
many forms of protein as there are of gout. What 
combination of them, if any, will prove to be the 
villain ? I ; ; 

l am, Sir, yours faithfully, 


London, W., Nov. 25th. LEONARD WILLIAMS. 


PRESCRIPTIONS BY DRUGGISTS 
To the Editor of THE LANCET 


S1r,—The old-fashioned chemist, whose willingness 
to oblige “respectably dressed females ” at a charge 
of 3s. 9d. apiece, to whom you referred in a foot- 
note to a letter signed Ph.C. last week, lived in a 
bygone age. Counter prescribing has been superseded 
by newspaper prescribing and most people who go 
into a chemist’s shop know exactly what they want 
and insist on having it. The prescribing chemist is 
a rare bird to- day ; ; education tends to make a man 
capable of recognising the difference between meum 
and tuum. As evidence of this I submit the following 
advertisement which the members of a North of 
England pharmacists’ association have prepared for 
insertion in a local newspaper :— 


“There are doctors and pharmacists. The doctor 
should always be called in when any member of the 
family shows symptoms which perplex the household ; 
it is best to do it at once and learn for certain whether 
there is, or is not, anything really the matter. The 
doctor is a member of a profession which is closed to 
those who have not been specifically trained and educated 
to enable them to satisfy boards of examiners, that they 
are fit and proper persons to practise as doctors, or, in 
other words to advise and care for people who are not 
up to the mark and require medical advice and attention. 

" Then there are the pharmacists; this is also a closed 
craft; that is to say closed to all but those who have 
served an apprenticeship, attended classes and lectures 
and received laboratory training and instruction in 
accordance with a long curriculum of study laid down, by 
Act of Parliament and have finally passed tests of a most 
severe kind, to prove to the satisfaction of the Privy 
Council and the Pharmaceutical Society of Great Britain 
that they are well qualified to dispense medicines and deal 
generally in drugs and all the accessories to health which 
are sold by retail. 

“Just as nobody in his proper senses would expect an 
unqualified person to attend him on a bed of sickness, 
but would send for his doctor, so it is unwise and illogical 
to buy drugs and medicines from any place other than a 
chemist’s shop.” 

But of course there will always be Tom Tiddler’s 
ground. I am, Sir, yours faithfully, 


F. C. GOODALL. 


Whitehall-place, S.W., Nov. 27th. 


WESTMINSTER CHILD WELFARE CENTRE. — On 
Nov. 25th the Queen opened the new maternity and child 
welfare centre in Bessborough-street, erected by the 
Westminster city council at a cost of over £50,000. 
The welfare centre, which is administered by the council, 
uses the ground fioor of the house, while on the upper 
floors there is a day nursery equipped and managed by 
the City of Westminster Day Nursery Association. 
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Notification of Pregnancy 


THE question of notifying pregnancy has been 
raised on many occasions since the late war, but 
except in Huddersfield, where Dr. S. G. Moore, then 
medical officer of health, introduced a system of 
voluntary notification fourteen years ago, the pro- 
position has obtained little support. It will probably 
come up again shortly in connexion with the Govern- 
ment’s concern over the threatened fall in the popu- 
lation, and before it becomes a political issue it should 
be reconsidered in its administrative and medical 
aspects. Now that we have the aid of biological tests 
the diagnosis of pregnancy, at all events after the 
third month, presents no difficulty ; as this notifica- 
tion interferes no more with the private relationship 
of doctor and. patient than does notification of 
disease, with which private practitioners have no 
quarrel, the strictly medical objections are negligible. 
The administrative difficulties are many and serious. 
When it was suggested that notification of pregnancy 
might help us to overcome the menace of factitious 
abortion it was pointed out that those women likely 
to interfere would keep out of the light—-which they 
could do easily, for abortion is seldom practised 
after the woman’s condition is obvious. The scheme 
in Huddersfield, introduced by Dr. Moore and: con- 
tinued by his successor, Dr. John M. Gibson to the 
present day, aimed at reducing the high maternal 
mortality of that town, the argument being that if 
women notified their condition early in pregnancy 
they could be kept under observation and many 
dangers thereby arrested. This has apparently been 
successful, for according to Dr. Gibson’s report for 
1936, of 11,417 pregnancies notified in the past 
fourteen years the fatality was 2°97 per thousand, 
whereas amongst 10,539 deliveries in which pregnancy 
had not been notified the fatality was 9°2. The two 
séries are not strictly comparable, but the difference 
in their fatalities is striking. 

It is perhaps unlikely that compulsory notification 
of pregnancy would be introduced nationally unless 
some benefit were to be made contingent upon it, 
providing an inducement which if it was substantial 
would assure the notification of all pregnancies except 
in women not needing the benefits, or those in whom 
the secrecy of their condition overrode the benefits 
promised. The latter would include those intending 
to commit abortion. Moreover, as notification would 
not be required until pregnancy was well established 
it would not help us either in criminal, or natural 
abortion. Whether it would reduce mortality and 
morbidity by allowing more continuous and active 
antenatal supervision than is obtained by other 
means is doubtful. The opponents of the Hudders- 
field scheme point out that even amongst the notified 
pregnancies the fatality-rate is not very good and is 
inferior to that of districts where notification is not 
in practice. It might well be that in districts where 
the maternal mortality is persistently high and in 
those where the midwifery service is poorly developed, 
notification of pregnancy would lead to improvement, 
and that in those with persistently good records no 
appreciable benefit would result. If some benefit 
such as a subsidy were dependent upon it, notification 
might raise the birth-rate, but unless the benefit was 
great it would hardly do so amongst that class of the 
population in which it is most desired. So far, the 
minor reliefs, such as reduction of income-tax on 
behalf of children, have produced no obvious increase 
in the birth-rate and it seems doubtful if any offer 


of the State at present would be an inducement to 
produce children except amongst the poorest section 
of the community. 


` Typhoid in Our Generation 


The decline in the death-rate from typhoid and 
paratyphoid fevers that has taken place in this 
country in the course of a lifetime (shown in the 
accompanying diagram) is too well known to require 
more than the briefest of references. In 1871-75 
the standardised death-rate was 371 per million living, 
or 74 times as high as the corresponding figure of 
5 per million recorded in 1931-35. This tremendous 
change took place, the diagram shows clearly, in two 
phases. Between 1871-75 and 1886-90, a space of 
fifteen years, the death-rate was halved. In the next 
ten years no further change took place; there was a 
distinct pause between 1886-90 and 1896-1900. 
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A second rapid phase of improvement then set in, 
which the quinquennial figures show to have con- 
tinued without check to the latest date. Quite 
possibly even this heavy fall is an understatement, 
since typhoid would be more frequently diagnosed as 
a cause of death to-day than in the past. 

The first phase of improvement in mortality may 
well be attributed to the improvement in the water- 
supplies and the drainage systems of the country. 
“ After 1875 something had to be done, sooner or 
later, even by the most thick-skinned local authorities, 
in areas where sewage was used for drinking pur- 
poses.” 2 Such action on a wide scale was followed 
by a period of stagnation. Then there came recog- 
nition of the problem of the carrier—the importance 
of personal as well as communal hygiene—and a 
renewed downward course, assisted no doubt by an 
increasing and stricter attention to the water-supplies 
in T backward areas. 

What is, perhaps, not so generally recognised i 
that the extremely low dealt rate today. lowe that 
is in relation to a large and highly urbanised popula- 
tion, is not incompatible with an absolutely large 
number of cases occurring annually. In the ten 
years 1927-36 a total of nearly 25,000 cases were 
notified and 2821 deaths registered. During this 
period, however, the incidence has varied consider- 


a ea ra aE ER arp tale 
1 Greenwood, M., Epidemics and Crowd Diseases. London, 19335. 
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ably (see Table I), From some 3500 cases in 1927 
and 1928 the level fell, somewhat irregularly, to only 
1200 cases in 1934. Since then a distinct increase 
has occurred, the relatively high figure for 1936 being, 


‘TABLE I—OCASES OF ENTERIC FEVER NOTIFIED IN ENGLAND 
AND WALES (including non-civilians and cases in port 
sanitary districts) 

71927 1928 1929 1930 1981 19382 1933 1934 1936 1936 

3546 3541 2870 2964 2290 2544 1758 1213 1750 2490 


of course, partly due to the large epidemic in Bourne- 
mouth and its adjacent areas. In 1937 there have 
been recorded 1812 cases up to the week ending 
Nov. 20th. In the main these large absolute figures 
are derived from isolated cases or from very small 
groups of cases. For instance, if the administrative 
areas be taken as units, we find, in each of the years 
1935 and 1936, that cases were notified, largely in 
ones or twos, from about one-third of the rural areas 
and one-third of the smaller urban areas, and from 
nearly all the big centres of population, the county 
and metropolitan boroughs. Relative to the popula- 
tion at risk the incidence, and mortality, has been 
slightly higher in the small towns than elsewhere 
and lowest in the large urban aggregates (see Table IT). 


TABLE II--aTTACK-RATES FROM ENTERIC FEVER PER 
MILLION OF POPULATION IN 1932-36 


Area. Rate. Area. Rate. 
England and Wales -. 48 South-West .. -- 63 
Greater London .., oo 47 Wales ee .. 26 
Remainder of South-East 55 -—— 
North ss ss .. 49 County boroughs .. 37 
Midland .. Ha .. 38 Other urban districts 55 
East is ae .. 60 Rural districts .. 53 


There have been also considerable geographical 
differences in reported incidence, the rates for Wales 
and the Midlands being noticeably low in recent 
years. 


e . 
TABLE ILII—NUMBER OF CASES NOTIFIED IN TEN AREAS 


IN 1932-36 
Area.. 1932. | 1933. | 1934. | 1935. | 1936. 
Ryton U.D. (Durham) .. 39 1 0 6 0 


Malton U.D. (North 
Riding) .. ee ee 


-249 1 1 0 0 

Denby and Cumberworth 
UD. (West Riding) .. 65 1 0 0 0 
Northampton R.D. we 10 82 2 3 2 

Ashington U.D. (North- 
umberland) bce Fi 1 53 3 5 0 
Lanchester R.D. (Durham) 0 1 91 19 0 
Ipswich C.B. 5 0 2 52 3 
Lowestoft M.B. 4 6 1 98 8 
Poole M.B. 3 1 2 6 206 
Bournemouth C.B. 3 3 0 4 289 


These local rates for a short period of years are, 
naturally, influenced to some extent by localised 
epidemics, and such exacerbations of incidence are, 
perhaps, a little more frequent, even to-day, than is 
generally realised. Table III shows ten of the more 
striking departures from the normal annual figures 
for the areas concerned that took place in 1932 
to 1936. The task of the public health officer is, of 
course, to prevent such epidemic extensions from the 
still absolutely large number of isolated cases spread 


throughout the country. In the last five years 169 
of the 1070 deaths from enteric, or 15°8 per cent., 
have been attributed to paratyphoid. In the same 
five years the deaths per million living have been 
2°7 at ages under 15, 6°3 at ages 15-34, 5°8 at 35-64, 


and 6'0 at 55 and over. The mortality is low in 


childhood but differs little at later ages. In childhood 
and at ages over 55 there is also little difference 
between the mortality-rates of the two sexes. In 
adolescence and middle life the mortality of males is 
about 1 per million higher than the mortality of 
females. 

The normal seasonal curve for England and Wales 
shows a low and fairly stable level from January to 
May (some 20-30 cases weekly), a slow irregular rise 
from June onwards, and a peak usually in September 
or October (some 60—80 cases weekly), followed by a 
fairly rapid fall to the end of the year. 


The Typhoid Outbreak in Croydon 


This outbreak is abating. Since Wednesday of 
last week when seventeen fresh cases were reported, 
the numbers have diminished from day to day and 
the new cases have been milder in onset. In the 
twenty-four hours up to noon last Wednesday only 
& cases were reported, bringing the total number 
of cases known or suspected during the present 
outbreak up to 248, while the number of deaths 
remains at 10. What the principal Croydon 
weekly has called “an attack of mass hysteria” 
is also abating within the area affected, although the 
outlying districts seem to have been living in daily 
fear of infection. After the practitioners’ meeting 
on Nov. 24th, Dr. S. A. Forbes, the secretary of the 
B.M.A. branch, spoke of needless alarm among the 
public which has meant a very trying time for 
the medical profession. This alarm was countered by 
a banquet at the Greyhound Hotel to which press 
representatives were invited, when a photograph 
was taken of the Mayor, the president of the Chamber 
of Commerce, and the local Member of Parliament 
eating watercress. A welcome action on the part of 
the local authority has been to throw open free all 
public lavatories so that people can wash their hands 
without charge. Will this privilege, once given, 
ever be withdrawn? We hope not. As already 
announced, the public inquiry into the outbreak 
will open at Croydon Town Hall on Monday next 
at 11 A.M. 


A Case of Small-pox 


A notification of small-pox at Hyde, Cheshire, 
appears in the Registrar-General’s weekly return, 
the first after an interval of twelve months. The 
patient, we learn from Dr. F. W. Campbell Brown, 
was a man of 77 who took to his bed with fever on 
Nov. 6th and had a rash on the 10th, but no doctor 
was called in until the 13th when Dr. Brown saw him 
in consultation with the family practitioner. Two 
days later the rash was becoming pustular and there 
was no doubt of the diagnosis of variola major of 
the discrete type semi-confluent on the face. The 
origin of the infection is in doubt; the patient seems 
however to have visited an open market in a neigh- 
bouring town on Oct. 25th, the probable date of 
contact. No secondary cases have come to light, 
the only direct contacts being the nine occupants 
of the house, as the man, being old and feeble, had 
remained in bed from the onset. Al the contacts 
but one bore vaccination scars either from infancy or 
during the war period. Seven of them were revac- | 
cinated at their request. The patient himself had 


. been vaccinated in infancy. 
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OBITUARY 


ALEXANDER HILL GRIFFITH, M.D. Aberd., 
F.R.C.S. Edin. 


_ Dr. Hill Griffith, who died at Woking on Nov. 24th, 

had retired there many years ago after a very full 
life as ophthalmic surgeon in Manchester. Born in 
1858, the seventh son of Charles Fox Griffith, J.P., 
of Aberdeen, he passed easily through grammar 
school and university and had taken the qualifying 
examination before he came of age. Having 
taken his M.B., C.M. Aberd. in 1880 he went 
to Manchester as house surgeon at the Royal Eye 
Hospital, working under David Little, and soon 
acquired the interest in the physics of the eye which 
remained the major interest of his life. Some of his 
work on the field of vision has remained classical. 
On leaving the hospital he started practice on his own 
as ophthalmic surgeon, and although successful as a 
consultant his hospital work still came first whether 
at the Royal Infirmary or the Eye Hospital. He 
was an inspiring teacher and his post-graduate classes 
at the Eye Hospital were always well attended, while 
as a believer in individual teaching he felt obliged to 
restrict the number admitted to any one class. Writing 
no book of his own he contributed freely to the trans- 
actions of the Ophthalmological Society and to various 
systems on diseases of the eye, especially those of the 
choroid, vitreous, and lacrymal apparatus ; for some 
time hardly a year passed without some publication 
on intra-ocular growths. Outside his professional 
work his chief, but subsidiary, interests were golf 
and music. Some time ago he developed bronchitic 
trouble from a kind of influenzal infection but, it 
seemed, recovered fully after a cruise to the Canaries. 
His younger brother, Prof. T. Wardrop Griffith 
of Leeds, survives him. | 


THE LATE PROF. H. C. JACOBAEUS 


Prof. Jacobaeus, to whose death a brief reference 
has already been made in these columns, was born 
in Sweden in 1879. His early scholastic career was 
not particularly distinguished, but he was no more 
than 25 when his thesis for the doctorate, on Paget’s 
disease of the nipple, attracted considerable attention. 
In 1914 he was put in charge of the Maria Hospital 
in Stockholm, and in 1916 he became professor of 
medicine at the Karolinska Institut. Since 1925 he 
was chairman of the Nobel committee of this body. 
He was also chairman of the Swedish Medical Society 
in 1933 and 1934, and since the former year he has 
been a corresponding member of the Royal Society 
-of Medicine. Last summer he undertook a course of 
lectures in America, and last autumn he was one of 
the principal speakers at the International Tuber- 
culosis Conference in Lisbon. For about a year he 
had been subject to heart attacks which he himself 
suspected were anginal, but his death on Oct. 29th 
was preceded by illness lasting less than 24 hours. 

Important as were the earlier histological and sero- 
logical researches undertaken by Jacobaeus, they 
came to be overshadowed by the international fame 


which his clinical work brought him. From 1910, 


onwards he concentrated on diagnostic and thera- 
peutic researches with special reference to diseases 
of the lungs. It was in 1910 that he published his 
first work in this field, a treatise on the visual examina- 
tion of serous cavities. From thoracoscopy he pro- 
ceeded to the cauterisation of pleural adhesions 
preventing the collapse of lungs during artificial 
pneumothorax treatment. In 1914, with Dr. H. 


Tidestrém, he published his first account of this 
procedure. Such cauterisation had already bean 


-attempted under X ray control, but the superiority 


of cauterisation under direct visual control soon 
became evident, and for the rest of his life Jacobaew 
devoted much of his time and energies to perfecting 
his system, which, as one of his biographers, Prof. 
Israel Holmgren, has pointed out, is of such tran- 
scending importance that “one can now say that an 
institution for the treatment of pulmonary tuber- 
culosis unequipped for the cauterisation of adhesions 
according to the Jacobaeus method cannot, in fact, 
fulfil its mission.” 


Dr. F. B. GRINNELL, who died at Beaulieu, Hants, 
on Nov. 17th, had just retired to the New Forest 
after relinquishing his post at Harvard. Born in 
1887 he graduated with honours at Harvard medical 
school in 1913, and stayed on in the department of 
preventive medicine and hygiene. In 1915 he served 
with the Red Cross sanitary commission in Serbia, 
and two years later was transferred to the Harvard 
surgical unit attached to General Hospital No. 22, 
B.E.F., with a temporary commission in the R.A.M.C. 
Later he was bacteriologist to Mobile Laboratory 
No. 1, and remained at Cologne with the Army of 
Occupation, being awarded the M.C. He the 
returned to Harvard as assistant. professor of bacterio- 


logy and immunology. | e 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEBE ENDED 
Nov. 20TH, 1937 


Nottfications.—The following cases of infectious 
disease were notified during the week: Small-pox, 1 
(Hyde M.B., Cheshire); scarlet fever, 2590; diph- 
theria, 1634; enteric fever, 97 (31 ‘‘ expected”); 
pneumonia (primary or influenzal), 781; puerperal 
pyrexia, 146;  cerebro-spinal fever, 16; acute 
poliomyelitis, 28; acute polio-encephalitis, 2; 
encephalitis lethargica, 2; typhus fever, 1 
(Bristol); relapsing fever, 1 (Llandilo U.D. 
Carmarthen); dysentery, 228; opa Dalmia neons- 
torum, 87. No case of cholera or plague was notified 
during the week. | 

Of the cases of dysentery 69 were reported from 17 London 
metropolitan borough born 16, 

Shoreditch and OE TOn enol ss 43. foam Ti ar on eal 


districts in Surrey (Carshalton 13, Wimbledon. 9); 15 from 
Middlesex (scattered); 12 each from Luton and Birmingham; 
6 from Bilston. 

The number of cases in the Infectious Ponpa of the London 
County Council on Nov. 26th was 3935, which included : Scarlet 
fever, 987; diphtheria 1557 (diphtheria carriers, 19); measles, 
155; whoot gh, 298 ; puerperal fever, 17 mothers (plus 9 
b encephalitis lethargica, 285; poliomyelitis 
At St. Margaret’s Hospital there were 22 babies (plus 6 mothers) 
with ophthalmia neonatorum. 


Deaths.—In 125 great towns,! including London, 
there was no death from small-pox, 4 (2) from enterio 
fever, 14 (0) from measles, 2 (0) from scarlet fever, 
18 (3) from whooping-cough, 38 (8) from diphtheria, 


-43 (14) from diarrhoea and enteritis under two years, 


and 42 (10)frominfluenza. The figures in parentheses 

are those for London itself. 
London and Croydon each reported 2 deaths from enteric 
fever. Liverpool had 8 fatal cases of measles, Ne rt 3. 
ming- 


Diphtheria was fatal in 19 great towns, Liverpool ‘and B 
ham each reporting 5 deaths, Manchester 3. 


The number of stillbirths notified during the week 
was 260 (corresponding to a rate of 42 per 1000 
total births), including 45 in London. 


1 Crosby (Lancs) with 55,550 inhabitants was crea a 
municipal borough on Nov. Sth, 1937. toa 
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PARLIAMENTARY INTELLIGENCE 


POPULATION ' 


On Nov. 29th in the House of Commons Sir 
KINGSLEY Woop, Minister of Health, moved the 
second reading of the Population (Statistics) Bill. 
It was generally agreed, he said, that the population 
problem was not one which could be left to look after 
itself. It was one which considerably affected our 
social and economic policy, as well as our national 
destiny. Anxiety as to the future trend of population 
was growing in many nations in Europe to-day. So 
far as our own country was concerned, until recently 
the trend had been unmistakable, and if certain 
assumptions were accepted our population would 
fall in 30 years to 35 millions, and in 100 years to 


5 millions. In 1871 our birth-rate was 35 per 1000 
of the population ; in 1901 it had dropped to 28; 


by 1921 it had further declined to 22; and in 1933 
it had reached the low figure of 14. In the immediate 
future our population would contain a much larger 
proportion of old people. On‘the other hand, it was 
true that since our birth-rate reached its lowest level 
in 1933 it had, during the last three complete years, 
remained without further decline and with a slight 
upward tendency. Too much must not be built 
upon this, but the more the check in the decline was 
prolonged the more hope was offered that continued 
decline was not irresistible or inevitable. (Cheers.) 
If as a people we could get further facts and informa- 
tion it might show that forces existed having an 
upward tendency, and which when identified might 
well provide a basis for constructive policy. Much 
more information on the whole subject was required 
before policy could be considered. We had delayed 
in this matter too long and were behind other nations 
in the collection of population data. It had been 
suggested in certain quarters that under this measure 
a new dictatorship would be established and that 
inquiries of a certain nature were designed to ascertain 
private secrets and that there would be a general 
resentment and .refusal in respect of those questions. 
The position actually was that fertility inquiries 
were not new, and all but three of the matters specified 
in the schedule of this Bill had previously been the 
su bject of question and answer by many millions of 
men and women, and there had been no resentment, 
but rather a proper appreciation of the reasons for 
such questions and a general and full compliance 
with the requirements approved by Parliament. 
There was no ground for the suggestion that the 
answers so made would not be treated with complete 
secrecy, or not respected as wholly confidential. 
He believed that this Bill would enable the Govern- 
ment to obtain essential information in a matter 
which was vital to the future well-being of the nation, 
and later on, when they were in a position to proceed 
with a proper investigation of the causes of our birth- 
rate problems, the provisions of this Bill would enable 
bhe necessary information to be compiled with 
proper regard to confidence and also fully preserving 
the rights of Parliament. | 
Mr. PETHICK-LAWRENCE moved :— 


That this House, while recognising that the collection 
of some additional facts regarding the population may be 
desirable, cannot assent to the second reading of a Bill 
which instructs the registrars to elicit confidential and 
intimate information not urgently required for statistical 


purposes., 


The Bil, he said, did a great deal more than was 
really required. The people who really desired 
statistical information about the vital facts of life 
had urged on the Government repeatedly that they 
should have a quinquennial census which would 
pive an up-to-date picture from time to time through- 
out the whole period. 

Sir FRANCIS FREMANTLE said that several com- 
missions had produced voluminous reports on this 
problem, but the difficulty of making their conclusions 


operative over the country at large was that they were 
not broadly based on statistics, and were not 
sufficiently comprehensive. Those who first thought 
of this problem thought of it simply in terms of 
contraceptives, but they had to get beyond that. 
That was the means to the end. One thing we-did 
not know, and which was the most difficult, was 
whether there was some vital factor in modern 
civilisation—not a voluntary factor, but some 
involuntary unconscious factor—that was under- 
mining the fertility of the people generally in either 
sex. The only way in which the question could 
really be tested was by taking figures over the whole 
nations, as far as they could get them, over a series of 
years beginning at one year and con timing for every 
birth that occurred. They must include the whole 


- range of fertility and get as many figures as possible. 


They must not try to circumscribe the facts that 
were to be obtained. They must face up to the fact 
that there would be misrepresentation and realise 
the intense gravity of the subject. He hoped that 
hon. Members would not obstruct the second reading 


‘of such an essential Bill as this, but leave questions 


of criticism for the Committee stage. 

After further debate, in the course of which the 
Bill was subjected to considerable criticism from 
various quarters of the House, Mr. BERNAYS, 
Parliamentary Secretary to the Ministry of Health, 
said this small Bill was brought forward as a means of 
obtaining information upon which large-scale action 
might in the future be taken. They were not attempt- 
ing to create a new statistical intelligence system, but 
merely to stop a small gap, though a vitally important 
one, in the existing information. The argument that 
investigation should precede action was reinforced 
by what was happening in Germany and Italy, where 
very drastic action has been taken. He could assure 
the House that there was no plot to turn the Registrar- 
General into a sort of Paul Pry. The Minister would 
look into all the matters raised in the debate and 
would try to remove apprehensions as far as he could. 

The motion for rejection was negatived by 197 votes 
to 125 and the Bill was read a second time. 


A DEBATE ON MALNUTRITION 


IN the House of Commons on Nov. 24th Mr. 
LEONARD moved: 


That this House has noted with concern the convincing 
evidence of widespread malnutrition which is being 
intensified by rising prices, and regrets the continued 
failure of His Majesty’s Government to take effective 
steps to deal with this grave and urgent problem of 
hunger and want in the midst of plenty. 


He said that he was particularly pleased with the 
work of the Children’s Minimum Council, but their 
report made very dismal reading. It was stated that 
13 per cent. of the population lived in families where 
the income was ten shillings or less per head; these 
families included 23-5 per cent. of the country’s 
children. He could not find much evidence of con- 
trolled group investigation on the pre-school child. 
One doctor had compared 125 school-children from a 
poor district with 124 from a well-to-do district. Of 
the poor children, 36 had evidence of malnutrition and 
50 per cent. were below the standard of weight and 
height, whereas the well-to-do children showed no 
malnutrition ; only 5 per cent. were below height and 
only 13 per cent. below weight. Only 20 per cent. 
of the poor, but all the better-class, children passed 
the test for anemia. After quoting the statement of 
Sir John Orr that well-to-do infants had a death-rate 
of 30 per 1000 live births, while that in poorer 
districts was 100-150 per 1000, Mr.- Leonard com- 
plained of the differences in the doctors’ conception 
of malnutrition, which made him doubt their diag- 
nosis. The report of the Committee on Malnutrition 
indicated the great advantage that could be gained 
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from curative diets in schools in the place of medicine. 
He claimed that this had been tried with success in 
Russia, The experiment known as the Oslo break- 
fast—in which the defects in the normal daily dietary 
in a household were made up in the form of a 
breakfast given to poor and rich alike—had reduced 
an infant death-rate of 46 per 1000 in 1931 to 30 
in 1936. He pleaded for an extension of the experi- 
ment here, especially as London now had an infant 
mortality of 67- per 1000, Newcastle 84, and 
Glasgow 98. He asked what the Government were 
going to do with the information supplied to them 
by the Children’s Minimum Council last July, drawing 
attention to the need for cheap milk for expectant 
or nursing mothers and children under five. It was 
not to be wondered at that a physical fitness cam- 
paign was necessary, seeing that in 1934, 1935, and 
1936 over 60 per cent. of Service recruits were 
rejected as unfit. Workers were not receiving 
sufficient in wages and benefits to ensure a standard 
of nutrition that would make them able to fight for 
their country! Dr. Fraser, medical officer for 
Cumberland, who had been paying attention to the 
junior instruction centres, had reported that ‘‘ many 
_ of the boys coming to the centre are too unfit even to 
want to play football.” 
report on nutrition made it quite clear that the 
corrected death-rate in depressed areas exceeded 
that of a well-to-do area by 166 per cent.—and 
4,000,000 people in this country were living in 
depressed areas. The Government knew what was 
required, because the Advisory Committee on Nutri- 
tion had stated that the consumption of fresh fruit, 
vegetables, and milk was just over half of what it 
. ought to be. The League of Nations report indicated 
that the lowering of diets from 1914 to 1918 brought 
alarming results. He contended that the Govern- 
ment could help in this matter by realising that 
abundance was the order of the day ; the only things 
in which there was scarcity were thought and 
willingness, 

Mr. GEORGE GRIFFITHS, seconding the motion, said 
that a committee on dietetics set up by the Ministry 
of Health in 1932 had stated that the cost of main- 
taining children in an institution of not less than 
200 inmates, and buying wholesale, was 4s. 64d. per 
head. Owing to the rise in prices that meant 6s. 
to-day. If it cost 6s. a week to keep a child in an 
institution on those lines, how much more would it 
cost where the mother had to buy the food retail in 
pennyworths? Yet the children were getting only 
3s. per week at the present time, and then they 
wondered why there was so much malnutrition. The 
people who were suffering to-day were first those on 
poor relief, secondly, the old-age pensioners, and 
thirdly, those who were living on compensation 
allowances. 

ar HAMILTON KERR moved the following amend- 
ment : 


That this House has noted with satisfaction the action 
taken and proposed to be taken to improve nutrition, 
and approves the continuous and successful efforts of 
His Majesty’s Government to promote better health and 
social conditions in this country. 


He said that the cost-of-living index figure in 1930, 
a year of gradually deepening depression and rising 
unemployment, when goods from abroad were flooding 
the home market, was 138. In 1937, a year of record 
employment and high levels of production, the 
figure was 145, or a rise of 33 per cent. Wages since 
1930 had risen by 4 per cent., which cancelled out the 
rise in prices. He went on to quote the statement of 
the Advisory Committee on Nutrition that the con- 
sumption of milk in this country was only half what 
it ought to be and said that all parties were anxious 
to see a more vigorous milk policy. It was an 
interesting fact that whereas 92 per cent. of the 
schools were included under the milk scheme, not 
more than 50 per cent. of the children availed them- 
selves of the milk supplied ; there was certainly need 
for more vigorous propaganda t bring home the 
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value of milk, especially to growing children. <A great 
deal could be done in regard to further research into- 
nutrition, and he welcomed the inquiries that wer | 
being made into income distribution and household 
budgets. He hoped that the House would have an 
authoritative pronouncement on food values, and 
that after the investigation into the whole question 
of nutrition had been completed every local authority, 
in conjunction with the Ministry of Health, would 
be able to circulate into every home specialised 
knowledge on the values of food. If this were done 
puni health would immediately improve and disease 

ecline, - 4 

Sir ARNOLD WILSON, who seconded the amendment, 
said that during the past ten years deaths from 
diseases directly or indirectly due to malnutrition 
had dropped for the most part by half—rickets by 
half, intestinal tuberculosis by half, infantile con- 
vulsions by a third, diarrhoea and enteritis by half, 
diseases of pregnancy by 10 per cent. Deaths under 
one year had dropped from 70 to 56 per 1000, 
and the Chief Medical Officer had indicated that the 
public health had been thoroughly well maintained. 
Malnutrition due to insufficient means did exist, but 
it was to a relatively small extent among families of 
unskilled wage-earners in regular employment. There 
was no evidence as yet that the rates fixed by the | 
Unemployment Assistance Board were inadequate | 
compared with the figures and cost of living for 1929. 
He admitted that the problem of long-continued 
unemployment was serious, but it was being tackled 
with success. After a thorough inquiry into adultera- 
tion the Minister of Health hoped shortly to introduce 
new legislation. The Government were continuing 
their campaign for improved health and nutrition 
and were going ahead on a broad front with the 
assistance of a great number of persons of goodwill 
outside Parliament. 

Viscountess ASTOR said that as the Government 
had done so splendidly in regard to the slums she 
hoped that the House of Commons would not let 
them go to sleep about nutrition. She pressed for a 
national policy on the subject. 


Mr. BERNAYS, Parliamentary Secretary to the 
Ministry of Health, said that the figures in the latest 
annual report of the Chief Medical Officer of the 
Board of Education showed that out of 1,680,000 
school-children examined only 0:7 per cent. were 
suffering from bad nutrition, and Sir John Orr, who 
was so often quoted on this matter, had never sug- 
gested that there was real hunger. It was irrefutable 
that every man, woman, and child in this country 
was enabled to obtain at any rate the minimum 
necessary for subsistence. The first report of the 
Advisory Committee on Nutrition certainly gave no 
support to the alarmist views held in certain quarters. 
The Committee pointed out that the consumption 
per head of most foodstuffs had increased since before 
the late war, the largest proportionate increases 
having been in condensed milk, fruit, butter, vege- 
tables (other than potatoes), eggs, tea, margarine, 
and cheese. One disquieting sentence in the report 
was that the consumption of milk in all forms per 
head of the population was too low. The Govern- 
ment were giving unremittmg attention to the 
problem of making good that deficiency. The number 
of children who were not taking advantage of the 
milk-in-the-schools scheme was giving considerable 
concern to the Board of Education, aad an important 
item in the Government’s health campaign was 
publicity in schools about the health value of milk. 
As examples of what the Government are doing to 
promote nutrition among other classes of the com- 
munity Mr. Bernays instanced the supplies of milk 
and other foods to expectant and nursing mothers 
and children under school age. Those powers, he 
said, were now being exercised universally. Followi 
the report of the Nutrition Committee, gen 
circulars were issued by the Minister of Health and 
the Secretary for Scotland asking authorities to 
review their arrangements for the supply of meals, 
to remove any undesirable restrictions on the supply, 
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- and to make sure that the income scales adopted for 
. free or cheap supplies did not make it difficult for 
any mother to take advantage of the arrangement. 
' The response had been very satisfactory ; nearly all 
-= the welfare authorities—402 out of the 412 to whom 
the circular was addressed—had replied. indicating 
-= that the importance of the question was realised and 
that where the arrangements had fallen short they 
were doing their best to improve them ; 98 authorities 
had increased the period during which milk was 
supplied, 62 had _ increased the quantity of milk 
supplied, and 42 had adopted a more liberal scale. 
He claimed that the present Government had done 
more than any other Government to bring to the 
attention of the nation the importance of nutrition, 
and not merely of this nation but of all nations. As 
regards the question of the rise in prices, in both 
unemployment assistance and public assistance, the 
Ministers responsible had recommended that in giving 
assistance the cost of living should be taken into 
account. The nation was better fed and was healthier 
and happier than when the National Government 
came into power. Two diseases especially associated 
with malnutrition were tuberculosis and rickets. 
Mortality from tuberculosis was now only half what 
it was 25 years ago, and less than a quarter of what 
it was 50 years ago. Deaths from rickets were only 
half of what they were five years ago, and each year 
fewer people suffered from those diseases. He asked 
the House to reject the motion as a distortion and a 
caricature of the position of England as it existed 
to-day. | 
The motion was negatived by 202 votes to 140. 


NOTES ON CURRENT TOPICS 
Blindness in Scotland 


In the House of Commons on Nov. 30th leave was 
given to Mr. CHAPMAN to introduce the Prevention 
and Treatment of Blindness (Scotland) Bill, a measure 
to enable local authorities in Scotland to make 
arrangements for prevention and treatment of blind- 
ness. There were, he said, 8738 blind persons of all 
ages in Scotland, and about £3000 was spent annually 
on their care. The Bill would give local authorities 
the same powers as were possessed by similar bodies 
in England and Wales. Those powers would be 
permissive, 


In the House of Commons on Nov. 23rd the 
National Health Insurance (Juvenile Contributors 
and Young Persons) Bill was read the third time. 
On Nov. 30th the Bill was read a second time in 
the House of Lords. 


QUESTION TIME 
WEDNESDAY, NOV. 24TH 
Nursing in Sanatoria 


Sir JOSEPH Lams asked the Minister of Health if, in the 
appointments he had made to the interdepartmental 
committee on nursing, he had given any representation 
to the interests of sanatoria for tuberculosis; and, if not, 
would he make an additional appointment of at least one 
person with special knowledge of this class of institution 
and the persons engaged in nursing there.—Mr, BERNAYS 
replied : My right hon. friend is satisfied that the experience 
represented on the committee is sufficiently wide to enable 
it to deal fully and competently with questions particularly 
affecting nursing in sanatoria. 


Mechanical Ventilation in Gas-proofed Rooms 


Mr. Groves asked the Home Secretary whether, in 
connexion with air-raid precautions and the measures 
now being adopted, he was considering the necessity for 
the installation of poison-gas filtration apparatus for the 
introduction of purified air into gas-proofed rooms or 
chambers or decontamination centres for the general 
protection of the occupants, and particularly for the 
protection against poison gas of the aged, invalids, children, 
and foodstuffs, and for the protection of governmental, 
civil, and council servants whilst engaged in their duties 
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during air-raids, the execution of which might be hampered 
by the wearing of gas masks; and whether any such 
suitable apparatus had been brought to the notice of the 
department concerned and was being considered.—Mr. 
GEOFFREY LLOYD, Under Secretary, Home Offce, replied : 
The installation of mechanical ventilation in gas-proofed 
accommodation is normally only considered necessary 
(a) where the number of persons accommodated is greater 
than will permit of an allowance of 75 sq. ft. of surface 
area (floor, ceiling, and walls) per person; and (b) where 
the exacting nature of the work which is being carried on 
makes special ventilation essential. Except in these 
circumstances the usual methods of gas proofing without 
mechanical ventilation are considered to afford adequate 
protection against gas. A procedure exists whereby 
private manufacturers may be licensed to affix to filtra- 
tion plants of their own design a Home Office mark 
certifying that the apparatus has been tested and conforms 
to a standard specification of performance. Two such 
designs are under investigation. 


Prisoner’s Treatment in Scottish Gaol 


Mr. McGovern asked the Secretary of State for Scot- 
land whether he was aware that Francis Healy, who was 
a prisoner at Barlinnie Prison, Glasgow, was recently 
assaulted by six warders in his cell and rendered uncon- 
scious, was dragged to a padded cell, stripped naked, and 
again set upon by these warders, and left in a dangerous 
condition; that he was later in the same day certified 
by the doctor at Barlinnie as insane and removed to 
Gartloch Asylum; that this man was quite sane, and 
that he (Mr. McGovern) interviewed this man at Gartloch 
Asylum and examined his body, which was bruised from 
head to foot; if the right hon. gentleman would order an 
inquiry into this assault ; was he further aware that the 
prisoner who first conveyed information to Francis Healy’s 
parents and himself (Mr, McGovern) was again a prisoner at 
Barlinnie, and had been threatened by these warders because 
he conveyed the information ; and what steps he intended 
to take to protect this prisoner.—Mr. Error: I am 
informed that on Sept. 10th this prisoner, who had been 
for some days in a depressed mood, suddenly became 
violent in his cell, where he broke 21 panes of glass and 
smashed furniture. Four warders entered the cell and 
found him in an aggressive condition, armed with a heavy 
piece of crockery and a piece of wood. A warder attempted 
to reason with him, but Healy threw the crockery at him 
causing severe bruising and cutting of the bridge of the 
nose, and in defence the warder struck him twice on the 
head with a baton. Healy, who was struggling and 
fighting violently, was then taken to a padded cell where 
he could not injure himself or destroy prison furniture, 
and his clothing was removed and searched in case he had 
in his possession broken glass or other articles dangerous 
to himself or to other persons. He was not rendered 
unconscious or left in a dangerous condition at any stage 
of the occurrence. On the same day he was certified 
insane by the prison assistant medical officer and another 
doctor and was removed under sheriff’s warrant to Gartloch 
Asylum, where he is still. I do not consider that the 
circumstances of this particular case necessitate further 
inquiry. I am arranging that in any further case of out- 
break of violence by a prisoner whose sanity is in any 
way in doubt the prisoner will be visited in the first 
instance by the prison medical officer, or if he is not 
available, by the governor. As regards the last part of 
the question, I am informed that there has been no 
threat of the kind referred to. 

Mr. McGovern: Is the right hon. gentleman aware 
that Dr. Dryden, medical officer in the asylum, states in 
his report that this man has shown no signs of insanity 
in the institution and also that the man suffered from 
two fresh gashes on the scalp, with stitches, bruising on 
both shoulders, on right considerable swelling; bruising 
very extensive, badly discoloured, bruising on the right 
thigh and leg, deeply discoloured and swollen, also left 
hand discoloured and swollen ? Is the right hon. gentle- 
man further aware that there is evidence from prisoners 
that these warders set upon him and violently assaulted 
him ? Is he prepared to set up an impartial inquiry when 
I will place the full evidence before him and also the 
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statement of the medical officer that the man was not 
insane ?—Mr. Exxior: I have looked carefully into the 
papers on this case. Firstly the man has been certified 
insane by two doctors. That stands. Secondly the 
description of his injuries on the occasion in question are 
quite consistent with the account which I have given of 
the struggle in the cells. I do not think there is any case 
here for further inquiry. 
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THURSDAY, NOV. 25TH 
Thefts of Drugs from Motor-cars 


Mr. De La Bre asked the Home Secretary whether, 
in view of the frequent occurrences of neglect by medical 
practitioners and chemists to exercise care over the 
poisons and drugs which they had in their possession, he 
would draw the attention of the General Medical Council, 
the Medical Research Council, and similar bodies to the 
necessity for increased vigilance in these matters.—Sir 
S. Hoarz replied: I presume the hon. Member has 
particularly in mind the thefts of drugs or poisons from 
motor-cars which have been left unattended by medical 
practitioners. I should have expected that the publicity 
now ,given to these cases by broadcast warnings and 
otherwise would have been sufficient to call attention to 
the need for the exercise of the utmost care; but I will 
consider the hon. Member’s suggestion.Mr. H. G. 
Wiu1ams: Will the right hon. gentleman take great 
care that the interests of agriculture are not prejudiced 
by any undue interference with the distribution of weed- 
killer containing arsenic ?—No answer was given. 


The Definition of Silicosis 


Mr. De La BÈRE asked the Chancellor of the Duchy of 
Lancaster, as representing the Lord President of the 
Council, when the report from the Medical Research 
Council dealing with the question of the definition of 


silicosis as affecting miners in this country, as distinct. 


from the definition ruling in South Africa, would be made 
available to the public.—Capt. WATERHOUSE (Comp- 
troller of the Household) replied :: The investigation 
organised by the Medical Research Council into silicosis 
and allied conditions among coal-miners involves the 
clinical and radiological examination ofa large number of 
workers, inquiry into their occupational histories, and 
parallel studies of the geological and other physical con- 
ditions of the pits. This work will necessarily take some 
time, and it is too soon to say when it will be possible 
to make a report. . 

Mr. Dr La BÈRE: Is my hon. friend aware that many 
men suffering from this lung disability are absolutely 
prevented from getting any redress; and are we bound 
to be governed by a definition from South Africa as to 
whether the thing is certifiable or not; and will he try 
to make some progress ?—Capt. WATERHOUSE: I will 
convey my hon. friend’s remarks to my noble friend, but 
may I point out that the conference in South Africa was 
an international conference held there, and was not in 
any way a South African conference. 


Imported Butter and Public Health 


Mr. LAMBERT asked the Minister of Health whether | 


imported butter made from the milk of tuberculous or 
diseased cows abroad could be detected by analysis at 
the ports of entry into Great Britain Sir KINGSLEY 
Woop replied: Yes, Sir, if the milk had. not been 
pasteurised and, in the case of tuberculosis, if the cows 
were actually yielding milk containing tubercle bacilli. 
I am advised that practically all milk and cream used 
for making imported butter is pasteurised. 


Croydon Typhoid Outbreak 


Mr. Day asked the Minister of Health whether, in view 
of the increasing anxiety occasioned by the Croydon 
typhoid outbreak, he would state when the public inquiry 
to be held into the cause would commence and whether 
members of the public who might desire to give evidence 
at the inquiry would be allowed to do so.—Sir KINGSLEY 
Woop replied: I understand that Mr. Harold Murphy, 
K.C., and the two assessors are holding an informal meeting 
this afternoon and I hope to be able to announce the 
date of the opening of the inquiry to-morrow or the next 
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| 
day. It will be appreciated that the time of the officers 
of the Croydon Corporation is at present very fully | 
occupied with urgent executive duties in dealing with the 
outbreak and I am sure it will be generally recognised that 
the performance of these duties must. be a first call for 
the present. I am advised that the fact that a short 
time must necessarily elapse before the opening of the 
formal investigation can be inno way prejudicial to the 
public health. As I have already stated, all possible 
effective steps have been taken by the corporation, 
acting in collaboration with officers of my Department, to 
safeguard the purity of the water-supply, and I am glad 
to have this opportunity of giving an assurance that, on 
the advice available to me, the public need have no 
further fear of infection from that source. As regards the 
second part of the question, the conduct of the inqui 
will be in the hands of Mr. Murphy, but I have no doubt 
that members of the public will be given the fullest oppor. 
tunity of tendering all relevant evidence that may be in 
their possession. 


Preventive Inoculation 


Mr. Warem RosBerts asked the Minister of Health 
whether, in view of the successful suppression of an out- 
break of typhoid at the Basque children’s camp at East- 
leigh in the summer by means of inoculation, it was pro- 
posed to recommend inoculation as a preventive measure 
in the Croydon area.—Sir KInesLEY Woop replied : The 
circumstances of the two outbreaks are different, and I 
am advised that general antityphoid inoculation in 
Croydon would not be beneficial. The protection by 
inoculation or otherwise of individuals resident in house 
in which cases of typhoid are being nursed is a matter for 
consideration by the medical practitioner in attendance in 
the light of the special circumstances of each case. 


Medical Collaboration and Epidemics 


Lieut.-Commander FLETCHER asked the Minister of 
Health if he was aware of the lack of collaboration between 
doctors in private practice and the public health services, 
and its possible bearing on recent epidemics at Bourne- 
mouth and Croydon.; and if he would set up a committee 
to investigate this subject.—Sir Kıngsısy Woop replied: 
In so far as the question relates to events connected with 
the outbreak of typhoid at Croydon, I cannot anticipate 
the results of the inquiry. Every opportunity is taken 
by my department to emphasise the need for collaboration 
between the various branches of the medical profeasion 
and I am glad to say that there is increasing recognition 
of this need on the part of local authorities. 

Commander FLETCHER: Is there in existence an Advisory 
Committee on Collaboration ?—Sir Kinestzy Woon: I 
do not think that there is any need for an Advisory 
Committee on Collaboration. What we want to do is to 
get the medical men in a district more closely in contact 
with the local authority’s officers.— Commander FLETCHER: 
Is the report of the Consultative Council on Medical and 
Allied Services of 1920 being reprinted and made available 
to Members? I understand that it is out of print.—Sir 
KINGSLEY Woop: Perhaps the hon. Member will allow 
me to look at that question. 


Milk Licences 


Brig.-General CLIFTON Brown asked the Minister of 
Agriculture what was the total number of licences issued 
to producers of milk, and the number of these licences 
issued to owners of attested herds, tuberculin-tested herds, 
and accredited herds, respectively.—Mr. MORRISON : The 
following is the reply :— 

Producers registered under the Milk Marketing 


Scheme ee ae ee ee ee 146,898 
Registered producers whose herds are attested 540 
Registered producers who hold licences to sell 

tuberculin-tested milk os os oe 1,927 
Registered producers who hold licences 

to sell accredited milk ai es -» 21,083 


These figures relate to England and Wales only, and 
give the position as at Oct. 31st, 1937. 
The Cost of Free Milk 


Mr, ANDERSON asked the Minister of Health if he would 
state the estimated cost of providing free milk to al 


< 


čohildren under school age and to expectant mothers.— 
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' Sir Kmwasrey Woop replied: The estimated cost of 


a 


supplying one pint of milk free daily to all such persons 


tin England and Wales is about 18 million pounds per 
‘annum, 


i 


Dental Mechanics’ Wages 
Mr. Cruse asked the Minister of Health whether he 


would take steps to bring dental mechanics as employees 
. under the National Insurance Acts under the operation 
of the fair-wages clause.—Sir KincsLEY Woop replied : 
_I see considerable practical difficulties in the way of the 
' adoption of the hon. Member’s suggestion, but I will give 
the matter my consideration. 


of typhoid infection ; 


MONDAY, NOV. 29TH 


Watercress and Infection 


Mr. Donner asked the Minister of Health whether he 
was aware of the serious plight of growers of watercress 
in north-west Hampshire and elsewhere resulting from the 
refusal of retailers to buy, in consequence of public fear 
and whether he could give an 


assurance that there was no evidence to show that water- 


cress was responsible for the present outbreak and that 
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the public incurred no danger by eating watercress, 
particularly when grown, as in Hampshire, a great distance 
from any known centre of infection.—Mr. BERNAYS 
replied: Yes, Sir, the attention of my right hon. friend 
has been drawn to press statements on this matter. While 
he could not properly express an opinion as to the cause 
of the present outbreak, pending the result of the forth- 
coming public inquiry, my right hon. friend may say 
that he has no evidence to suggest that it is in any way 
connected with the eating of watercress. 


Post Office Employees and Inoculation Tests 


Mr. Leace asked the Postmaster-General how many 
employees were undergoing the inoculation tests sanc- 
tioned by him; where the tests took place; how many 
hours off work had been involved to those undergoing the 
test; and why the results were not to be communicated 
to his department.—Major Tryon replied : 307 members 
of the staff have undergone the tests. The tests have 
taken place in a room on official premises, and have 
involved less than an hour’s absence in each case from 
official work. At the request of the staff associations the 
results are not communicated to the Department, and 
this request is in my opinion a reasonable one. 


MEDICAL NEWS 


University of Gambridge 


On Nov. 27th the following degrees were conferred :— 


M.D.—S. K. Sen, J. L. Lovibond, and L. P. Marshall. 
M.B., B.Chir—*D. H. Davies, *W. H. R. Jeremy, J. 
Owen, 6. H. T. Bond, L. R. King, G. G. Ludgater, and D. 


°M.B.—*J. F. L. Walley, *E. J. Neill, *T. C. Stamp, F. O. 
Maddox, and A. H. Lankester. 

* By proxy. 

Sir Patrick Laidlaw, F.R.S., has been appointed Rede 
lecturer for 1938. The place and the subject of the lecture 
will be announced later. 

Dr. G. S. Graham-Smith, Dr. G. H. Orton, 


R. 
D. 


ngcon 


Dr. Efrangcon — 
Roberts, Dr, F, G. Spear, Dr. Raymond Williamson, 
- E. P. Cumberbatch, Dr. Peter Kerley, Dr. W. P. 


Philip, Dr. R. J. Reynolds, and Prof. Sidney Russ, D.Sc., 
have been appointed members of the committee for 
medical radiology and electrology for 1938. 


University of London 

At recent examinations A was successful 
in obtaining the diploma in psychological medicine with 
special knowledge of mental diseases. Hilda M. S. David- 
son and S. H. Lubner passed in Part A of the examination. 


Welsh National School of Medicine 

At recent examinations the following candidates were 
successful :— , 

Obstetrics and Gynecology.—O. D. Beresford, D. C. Brown, 
and Enid Powell. 

Pathology and Bacteriology.—J. M. Bowen, Mary W. Bowen, 

. E. peer H. R. Hudd, H. V. Jones, C. W. D. Lewis, 
G. O. Lewis, rgaret Morgan and Margaret Parry. 

Diseases Dipioma.—Francis Gunaratna, Ahmed 

Abdul Hakeem, and Ahmed Said. 
British Medical Association 

Middlemore Prize.—The council of the B.M.A. will 
consider an award of this prize in 1939 for the best essay 
on the underlying causes of glaucoma, including notes 
on the lines of inquiry which have been pursued, with 
suggestions as to future research in clinic and laboratory. 
Further information may be had from the secretary of 
the association, B.M.A. House, Tavistock-square, London, 


Royal Society of Edinburgh 

A David Anderson-Berry gold medal, together with a 
sum of about £100, will be awarded in July, 1938, by this 
society for the best work on the nature of X rays in their 
therapeutical effect on human diseases. A similar award 
will be made every three years. Applications for the prize 
may be based on both published and unpublished work, 
and should be accompanied by copies of the relevant 
papers. They should reach the general secretary of the 
society, 22, George-street, Edinburgh, 2, by June Ist, 
1938. 


King’s College Hospital f 

On Wednesday, Dec. 8th, at 8 P.m., Sir Joseph Barcroft, 
F.R.S., will address the Listerian Society on fetal 
respiration. e 


Presentation to Dr. Worth 

At a meeting of the Royal Medico-Psychological Asso- 
ciation (reported on p. 1311) a presentation was made 
to Dr. Reginald Worth, who has retired from the post of 
hon. secretary after fifteen years’ service. 


British Institute of Philosophy 

An address on the limits of science will be given by 
Prof. John Macmurray on Tuesday, Dec. 14th, at 8.15 P.M., 
at University College, Gower-street, W.C. Cards of 
admission may be obtained from the Director of Studies 
at University Hall, 14, Gordon-square, London, W.C.1. 


Spanish Relief Work 

The British Red Cross Society’s contribution to this 
work, transmitted to the International Red Cross Com- 
mittee, in money, medical and surgical supplies, and 
material, has amounted to nearly £1400. 


National Health Gampaign | 

Sir Kingsley Wood and Mr. Arthur Greenwood will be 
the principal speakers at the Colston Hall, Bristol, on 
Dec. 16th, at a meeting in support of the national health 
campaign. Mr. Geoffrey Shakespeare and Mr. C. G. 
Ammon, M.P., will speak at Stockport on Dec. 7th; 
Mr. Leslio Burgin and Lord Addison at Coventry on 
Dec. 10th; and Mr. Robert Bernays and Alderman W. T. 
Kelly, M.P., at Grimsby on Dec. 15th. 


International Congress of Surgery 

As we have already announced (Nov. 6th, p. 1113) the 
International Society of Surgery intends to hold its next 
annual congress in Vienna from Sept. 19th to 22nd, 1938. 
Dr. L. Mayer, the general secretary, informs us that the 
members of the British national committee are Prof. 
Grey Turner (convener), Sir Thomas Dunhill, Mr. J. E. H. 
Roberts, Prof. Lambert Rogers, and Prof. Archibald 
Young. 


Course on Hospital Administration 

A course of lectures and demonstrations on clinical 
practice and in hospital administration will be given at 
the North-Western Hospital, Lawn-road, London, 
N.W., by Dr. William Gunn on Tuesdays and Fridays at 
10.45 a.m. and on alternate Saturdays at a time to be 
arranged. The course will begin on Jan. 18th, and 
further information may be had from the medical officer 
of health, London County Council, Public Health 
Department (Special Hospitals), County Hall, 8.E.1. 


š 
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THE STUDY OF CANCER 


THE British Empire Cancer Campaign presented 
at the annual meeting held at the House of Lords 
on Nov. 30th a report which follows the same pattern 
as last year but is shorter by some 80 pages. Space 
has been saved by the omission of tables showing the 
results of treatment at various centres. The bulk 
and cost of the volume could be further reduced 
another year, without affecting its admirable format, 
by the reduction of white space, notably between the 
reports from various centres and in the lists of names 
of those running them. We set out below a few of 
the features of the report. | 

Dr, Alexander Haddow, working at the research 
institute of the Royal Cancer Hospital (Free) directed 
by Prof. E. L. Kennaway, F.R.S., has carried a step 
further his previous observation on the influence of 
carcinogenic hydrocarbons. He has shown, that in 
a small proportion of the spontaneous tumours of the 
mouse, as well as in grafted tumours, growth may be 
inhibited and the tumour may even regress. The 
chemical carcinogenic agents are of course the subject 
of many of the reports submitted. The various 
groups are being keenly investigated and their linkage 
analysed. A point of special interest is the possibility 
of the production of carcinogenic agents by chemical 
change which may occur in the living body. 

Last year Mr. L. H. Gray, Ph.D., reported from the 
physics department of the Mount Vernon Hospital 
that an apparatus for the production of neutron was 
to be constructed. This work has now been completed 
and the biological effects of neutron radiation will 
now be studied. Reports from America make it 
' essential to determine whether this will prove another 
and powerful weapon against tumours or whether 
its dangers are too great for practical therapy. 

On the clinical side there is an interesting account 
of the new 4-gramme radium teletherapy unit at the 
Westminster Hospital. The output of the apparatus 
has been carefully measured and a platinum collar 
has been incorporated in the container providing a 
narrow field which will be used for cross-firing lesions 
in the mouth and upper air-passages. A large field 
of irradiation is also made possible by the use of two 
different containers, the radium being carried from 
one to the other by electrical apparatus worked from 
some distance away. The large aperture is being 
used for the treatment of osteogenic sarcoma. Sixty- 
three cases in all have been treated, seven by the new 
method designed to give uniformity of dosage. 

A number of centres are now using the contact 
radiation method of Chaoul for superficial growths 
and figures should soon be available to show the 
comparative value of this form of treatment. 

Dr. Percy Stocks, medical statistical officer at the 
General Register Office, London, has continued his 
analysis of the distribution in England and Wales 
of cancer of various organs. The maps supplied this 
year give some idea of the distribution of mortality 
in England and Wales from cancer of the tongue, 
mouth and tonsil, jaw, larynx, and bladder and 
prostate. 

A noteworthy piece of work has been carried out 
at Newcastle under the direction of Mr. Frank 
Dickens, D.Sc., and Prof. W. E. Curtis, F.R.S. 
The effect of short wireless waves in the treatment of 
Jensen rat sarcoma and other animal tumours was 
the disappearance of a good proportion of tumours 
provided that a critical temperature was reached. 
The conclusion drawn was that no action of short 
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waves that could not be attributed to heat had been 
disclosed, but that the effects of ‘heating are in some 
ways analogous to those of radiation. 


therapy, but at present the effect is a local one. 
Its application to deep-seated tumours must be 
difficult. The results obtained by Dr. Thomas 
Lumsden and his associates on the serum treatment of 
spontaneous cancer of the breast in mice will dis- 


It is possible | 
that the method may become practicable for cancer ' 


appoint those who hope that this will ultimately | 
prove to be a method applicable to the disease in the | 


human subject. Of 500 mice treated for spontaneous 
cancer of the breast only 10 per cent. were cured. 
With the consent of Dr. Lumsden one of his assistants, 
Mr. H. J. Phelps, D.Phil., is to repeat the work on 
cancer sera at the Imperial Cancer Research Labora- 
tories. This work will be under the direction of 
Dr. W. E. Gye and of Prof. James McIntosh. 

The Duke of Gloucester, the president, who took 
the chair at the meeting to which this report was 
presented, drew attention to the value of the periodic 
conferences between laboratory and clinical workers 
for the Campaign. £43,000 would be provided for 
the support of cancer research during 1938, of which 
£6000 would be ‘devoted to the coérdination of clinical 
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research. Lord Horder in submitting the report 
said that the plans for this coérdination had reached | 


a stage where they should soon yield fruitful results. 
The investigations would cover in London alone some 
17,000 fresh cases each- year. 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 


An Order in Council dated Nov. 23rd provides that 
surgeon lieutenant-commanders who fail to pass the 
examination for surgeon commander are nevertheless 
to be promoted, at Admiralty discretion, if they are 
otherwise qualified for promotion. 

Previously it has been necessary for them to take 
the examination again, and failure at the second 
attempt has meant compulsory retirement. 

Surg. Rear-Admiral G. L. Buckeridge, O.B., O.B.E., 
has relinquished the post of medical officer in c 
of the R.N. Hospital, Haslar, and will be succeeded 
by Surg. Rear-Admiral Thomas Creaser, promoted 
in July last after being senior medical officer at the 
R.N. Barracks, Chatham. Admiral Buckeridge has 
completed 34 years’ service in the Navy. From 1930 
to 1935 he served at the Admiralty as deputy medical 
‘director-general. 

Surg. Comdr. A. G. Bee has been placed on the 
retired list at his own request. 


ARMY MEDICAL SERVICES 


Col. W. B. Purdon, D.S.O., O.B.E., M.C., 
of hygiene, Royal Army Medical College, has been 
promoted major-general. He is appointed comman- 
dant and director of studies at the College, from 
March Ist, in succession to Major-Gen. W. P. 
MacArthur, who assumes the appointment of director- 
general, Army Medical Services, on that date. The 
new professor of hygiene is Lt.-Col. D. T. Richardson, 
who is at present assistant director of hygiene at the 
War Office. | 


rofessor 


——aaes ae 


RoyvaL Socrety oF MEDIcINn.—The house and 
library of this society will be closed from Dec. 24th to 
27th, both days inclusive. 


A BADGE FOR MEDICAL AUXILIARIES.—The Board 
of Registration of Medical Auxiliaries (B.M.A. House, 
Tavistock-square, London, W.C.1) propose to issue a 
badge to be worn by persons on their register. They 
offer a prize for the best design. 


l 


| 
| 
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Medical Diary 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear ìf it reaches 
us later than the first post on Wednesday morning. 


December 6th to December 11th 


SOCIETIES 


ROTA SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
UESDA 
Pathology. ‘8. 15 for 8.30 P.M. 
Communications and Demonstrations. 
Or Opa Mice. 8.30 P.M 
H. : Lesions of the Supraspinatus. Mr. W. 
Hoe Gervis: 


Footwear and the Foot. Miss Maud 
Forrester-Brown : The Lorenz Bifurcation Osteotomy for- 


Co tal Dislocation of the Hip. Mr. T. T. Stamm: A 
pas oa of Grafting Long Bones. 
pA Trg. 30 P.M. (Cases a pe 30 P.M.) 
Mr. Duncan m of the Popliteal 


tzwilliam Aneurys 
Artery, Operated on and the Vessels Injected. Dr. R. W.B. 
ont: eee Palatal Paralysis. % Nuclear Agenesis. 
mo 
Clinical Meeting at ‘the Western Ophthalmological Hospital, 
Marylebone-road, N.W. 
ROYAL SOCIETY OF TROPICAL MEDICINE AND 
HYGIENE, Manson House, 26, om and place, W. 
THURSDAY.—8.15 P M., Dr. Ernest Muir: Epidemiology and 
out of Leprosy. Dr. William Hughes : : Tuberculoid 
eprosy. 
BRITISH oe OF RADIOLOGY. 
EDNESDAY, THURSDAY, and FRIDAY, Annual Gongress at 
the Central Hal, Westminster. 
HARVEIAN SOCIETY. 

FRIDAY.—8.30 P.M. (Manson House, 26, Portland-place, W.), 

Mr. R. T. Payne: Phlebitis (Buckston Browne prize essay). 
HUNTERIAN SOCIETY. 

MONDAY.—7.15 P.M. (Sim oor s Restaurant, Bird-in-Hand 
court, 76, Cheapside), E. T. D. Fletcher and Dr. K. 
McFadyean : The Chronic Cough. 

SOUTH-WEST LONDON MEDICAL SOCIETY 

WEDNESDAY.—9 P. m (Poling oroz Hospital, 
Common, S.W.), D . Purdon Martin : Recovery in the 
Spinal Cord. 

WEST KENT MEDICO-CHIRURGICAL SOCIETY. 

FRIDAY.—8.45 P.M. (Miller General Hospital, Greenwich) 
Sir Maurice Cassidy : Doctorand Patient. (Purvis oration. 

MEDICAL SOCIETY OF INDIVIDUAL PSYCHOLOGY. 

THURSDAY.—8.30 P.M. (11, Chandos-street, W.), Dr. O. H. 

Woodcock: The Relation of the Sexes. 
BIOCHEMICAL SOCIETY. 

FRIDAY.——3 P.M. (Department of Industrial Fermentation, 

University, Birmingham), Short Revers: 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


UNIVERSITY OF LONDON. 
MONDAY.—5 P.M. (London School of Hygiene, Keppel-street, 
W.C.), Prof. F. W. Twort, F.R.S.: A Comparative Study 
o: Fllter-paseing | Bacteria and Viruses. (First of five 
CHADWICK LECTURE. 
TUESDAY.—5.15 P.M. (London School of Hygiene, Keppel- 
street, W.C.), Dr. William Butler: The Thames Estuary 
and the Probiem of Sewage Disposal of Greater London. 


BRITISH POSTGRADUATE MEDICAL SCHOOL 

TUESDAY.—4.30 P.M., Dr. Hinds Howell: Syphilis of the 
Nervous System. 

WEDNESDAY.—Noon, clinical and - pechologice? conference 
m medical). 2 P.M., Dr. Janet Vaughan: Hæmopoiesis and 
he Gastro-intestinal Tract (2). ‘> P.M., clinical and patho- 
logical conference (surgical). 4.30 P. M., Dr. S. R. Gloyne : 
The Pathology of Tuberculosis. 

THURSDAY. —2.15 P.M., Dr. Duncan White: 
demonstration. 3.30 P. M., Mr. G. F. 


Gibberd : Toxee 
of Pregnancy. 


FRIDAY.—2 P.M., clinical and eee Ee y conference (obstet-4 


rice and gynecology). 2.30 Naunton Morgan : 

Diseases of the Rectum. 

Daily, 10 a.m. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gynecological clinics and 
operations. 

“TAVISTOCK CLINIC, Malot placo, W.C. 

THURSDAY.—8.30 P.M., Dr. W. Russell Brain: Psychological 
Manifestations of N eurological Disorders. 
-CENTRAL LONDON THROAT, NOSE, AND EAR HOS- 
PITAL, Gray’s Inn-road W.C. 
FRIDAY. —~4 P.M., Mr. Harold 1 Kisch: Inflammations of the 
onsils 
FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ee ae! 1, Wimpole-street, W. 
RROMI TON HOspPrraL, S. —All-day course in thoracic 
surgery. — HOSPITAL ron DISEASES OF THE SKIN, Black- 
friars-road, S.E., afternoon course in dermatology.— 
WEST HOSPITAL FOR NERVOUS DISEASES, Welbeck- 
street, W., afternoon course in neurology. —Courses are 
open only ‘to members. 


” Wandsworth . 


radiologica? 


PONTTAL FOR SICK CHILDREN, Great Ormond-street, 


WEDNESDAY.—2 P.M., Dr. D. N. Nabarro: 
Congenital Syphilis. . 
THURSDAY.—2 P.M., Dr. E. A - Cockayne : Causes of Hepato- 
megaly. 3P.M., Mr. Eric Lloyd : The Diagnosis ofa Limp. 
Out-patient clinics daity at 10 A.M. and ward visits at 2 P.M. 
ST. GEORGE’S HOSPITAL MEDICAL SCHOOL, S.W. 
THURSDAY.—5 P.M., Dr. Anthony Feiling: neurological 
demonstration. 
NATIONAL HOSPITAL, Queen-square, W.C. 


_ MONDAY.—3.30 P.M., Dr. Macdonald Critchley : Aphasia. 
TUESDAY.—3.30 P.M., Dr. E. A. Carmichael : The Autonomic 
Nervous System. 
Clinical 


WEDNESDAY.—3.30 P.M., Dr. F. M. R. Walshe: 
Demonstration. 
THURSDAY.—-3.30 P.M., Dr. Gordon Holmes, F.R.S.: Visual 
Symptoms of Cerebral Origin 
FRIDAY.—3.30 P.M., Dr. E. 
Nervous System. 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 
WEDNESDAY.—4 P.M. (St. James’ Hospital, Ouseley-road, 
S.W.), Mr. V. Z. Cope: Appendicitis. 
ST. JOHN CLINIC AND INSTITUTE OF PHYSICAL MEDI- 
CINE, Ranelagh-road, S.W. 
FRIDAY.—4.30 P.M., Dr. W. J. O’Donovan : Physical Medicine 
in Diseases of the Skin. 
LEEDS GENERAL INFIRMARY. 
TUESDAY.—3.30 P.M., Dr. O. W. Vining: Asthma and the 
Chronic Chest Affections of Children. 
LEEDS PUBLIC DISPENSARY AND HOSPITAL. 
WEDNESDAY.—4 P.M., Dr. R. E. Tunbridge: Current Views 
on the Treatment of Diabetes Melitus. 
MANCHESTER ROYAL INFIRMARY. 
FRIDAY.—4.15 P.M., Dr. J. Wharton: Ophthalmic Cases. 
GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 


WEDNESDAY.—4.15 P.M. Victoria Infirmary), Mr. James 
Russell: Orthopædic and other Surgical Cases. 


Treatment of 


A. A; Cariiichael The Autonomic 


V acancies 


¢ 


For further information refer to the advertisement columns 


Ashion-under-Lyne District Infirmary.—Surgeon in charge of 
Fractures. Also H.S., at rate of £150. 

Bangor, Caernarvonshire and Anglesey Infirmary.—Sen. H.S.,£170. 

Battersea General Hosp., S.W.—Res. H.S., and H.P. and Res. 
Cas. O., at rate of £130 and £120 respectively. 

Birmingham City Mental Hosp.—Jun. Asst. M.O., £350. 

Birmingham Maternity Hosp.—H.S., at rate of £75. 

Board of Control. —Commissioner, £850. 

Bradford Children’s Bom. —H.S., £150. ; 

for Women.—Hon. Med. Clin. 

rat ane Outpatients. Also H.P. and H.S., each at rate 
o 


Bristol General Hosp.—Cas. H.S., at rate of £100. Also H.P.’s, 
H.S.’s, and Res. Obstet. O., "each at rate of £80. 

British Postgraduate Medical School, Hammersmith Hosp., W.— 
H.S.’s in Surgical Unit, each at rate of £105. ‘Also’ Obstet. 
H.S., at rate of £105. 

British Red ioe Society Clinic for Rheumatism, Peto-place, 
Marylebone, N —Hon. Asst. Laryngologist. 

Burnley County Borough. —Asst. M.O., £850. 

Cambridge, Addenbrooke’s Hosp.—Asst. Radiologist, £500. 

Cardi if, Welsh National School of Medicine——Asst.’ Leoturer in 

ept. of Materia Medica and Pharmacology, £500. 

Central London Throat, Nose, and Ear Hosp., Gray’s Inn-road, 
W.C.—Third Res. H. S., at rate of £75. 

Cheltenham General and Eye Hosps.—H.P., and two H:S.’s to 

Spec. ages each at rate of £150. 

Chester Roy Tafirmary E Surgeon for Orthopedic Dept., eo. 

.—Res. 


Brighton, New Suss Hosp. 


Ohien t s a Hampstead, 30, College-crescent, N. 
.O., at rate of £150. 
City of London Man Hosp., City-road, E.C.—Asst. Res. 


; merero yw rus Wnr Tovur mkuu; uwor al Luut UL wee 

Derbyshire Royal Infirmary.—H.S., £150. 

Dorking, Surrey County Hosp —Res. Asst. M.O., at rate of £375. 

Dread ht Hosp., Greenwich, S.E. —Receiving Room Officer, 

at rate of £100. 

Durham County and Sunderland Eye Infirmary.—H.S., £350. 

Ealing Borough.—Res. Asst. M.O., £ 

East Ham Memorial Hosp., Shrewsbury-road, E. m S. to Spec. 
Depts. and Cas. O., at rate of £120. 

Egeter City Mental Hosp. —Asst. M.O., £400. 

shar ect Royal Victoria Hosp.—J un. Res. M. O., at rate of 


Gordon Hosp. for Rectal Diseases, Vauzhall Bridge-road, S.wW— 
Res. Surg. O., at rate of £150. 

Grimsby Corporation Hosp.— Asst. M. O.H. 

Hastings, Royal East S S 5 vat rate of £200. 


t. Res. 


‘ussex Hosp.—Sen. Hs 
sana es ee Sussex County Mental Hosp.—Juan. Ass 


Hounslow Hosp.—Cas. O., £100. 

Ilford, King George Hosp. AH. S., at rate of £100. 
Inverness County Council. —Asst. M. 

. Ipswich, East Suffolk and Ipswich Hosp H. S., "£144. 
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Koni one Canterbury Hosp.—H.S. to Spec. Depts., at rate of 


125. 
Kent Education Committee —Dental Surgeon, £500. 
King Edward Memorial Hosp., Ealing, W.—Second Cons. 
Laryngologist. 
King’s College Hosp., Denmark Hill, S.E.—Surg. Reg 
Kingom, Surrey County Hosp. —Res. Asst. M. O., Ti rate of 


Lancashire County Council.—Asst. County M. O., £800. 

Leeds, Menston Mental Hosp.—Fifth Asst. M.O., £350. 
Leiceste A ae Mental Hosp., Humberstone. —Third Asst. Res. 
Lincoln Tiria Hosp.—Jun. H.S., £150-£200. 

aus Hd County Menjal Hosp., "Rainhill.—Second Asst. M. O., 


Liverpool Hahnemann Hosp.—Res. M.O., at rate of £120. 
Liverpool, Mill-road Infirmary.—Res. Surg. O., £350. 
Liverpool, Waterloo and District General Hosp. —Hon. Surgeon. 
London Homeopathic Hosp., Great Ormond-street, W.C.—Hon. 
cae ors Physician. 
Education Commitiee.—Cons. Aural Surgeon, £2 12s. 6d. 


Luton 

per session. 

Manchester, Ancoats Hosp.—Asst. Pathologist, £350. Also 
Radiological Officer, £300. 

wich Mental Hosp.—Locum Tenent M.O., 

eas per wee 


K. 
Manchester al Children’s Hosp., Pendlebury.—Res. H.S., at 
rate of £100. 
M r Royal Infirmary.—Res. M. O., £200. 
Manchester, St. Mary’s Hosps.—H.S.’s, each at rate of £50. 
Manchester, Victoria Memorial Jewish Hosp., Cheetham.—Jun. 
H.S. and Cas. O., at rate of £125. 
Middlesex County Council. —Visi ting Dental Surgeons, each 
2 guineas per session. 


Middlesex County Hosp., Bushey.—Res. Asst. M.O., £400. 
National Temperance Hosp. -.- Hampstead-road N.W.—Hon. 


Ophth. Surgeon. Also H.S., at rate of £100. 
Norwich, Jenny Lind Hosp. for Children. —Res. M. we £120. 
Norwich, Norfolk and Norwich Hosp.—Cas. O., £120 
Nottingham General Hosp.—H.S., at =~ of £150. 
Pontefract General Tn Armar. —Second ‘Res. M. O., at rate of £150. 
Preston and County of Lancaster Royal Infirmary. — Res. Aneos- 
thetist, £200-£300 
Royal Cancer Ho ” Fulham- road, S.W.—H.S. to Radium Dept. 
Royal Naval D al Service. —Dental Officers 
St. Bartholomew’s Hosp., E.C. Physician to Psychological 


Dept. 
St. John's Hosp., Lewisham, S.H.—H.S., at rate of £100. 
St. L eonards-on-Sea, Buchanan Hosp —Hon. Surgeon. 
St. Peter’s Hosp. for Stone, Henrietia-street, W.C.—Clin. Assts. 
to Hon. Staff. 
Salon Royal pea —H.S., at rate of £125. 
heffield, Jessop Hosp. for Women.—Sen. Res. M.O. and H.S.’s, 
at rate of ipi 50 and £100 respectively. 
Shoreham-by-Sea, Sou Hosp.—Res. Asst. M.O., £300. 
Southend-on-Sea ral Hosp.— Res. Ansesthetist, at rate of £125. 
Taunton and Somerset Hosp.—H.S., at rate of £100. 
Trans-J. Women’s H: ‘Amman.—Res. M. O., £200. 
, Victoria Central osp. — Res. H.S., 8150. 
rict Peace Memorial Hosp. =H. S., at rate of 


West Umdón Hosp. Hammersmith-road, W .—Med. Reg., £250. 
, H.P. and two H.S.’ 8, each at rate of £100. Also P ysician 
for Medical Diseases of Children 


Whipps Cross Hosp. z a a E.—Res. i O., 8350. 
Wi -road N.W .—Oas +» & 
Also Hon. Clin. 


General H arlesden 
rate of £100, Med. PP Ron wat rate of £50. 
Assts. to Out-patient Ue ept. 
Wolverhampton and Midland Counties Eye Inirmary.—H.S., £150. 
Wolverhampton Royal Hosp.— H.S. and H.S. for Orthopsedic and 
, each at rate of £100.. 
Woolwich and District War Memorial Hosp., Shooters Hill, S.E.— 
Hon. Laryngologist. Also Res. Surg. O., £176. 
Worcester Royal Infirmary.—H.P., and H.S. ‘to Gyneecological 
Dept., at rate of £160 and £140 respectively. 


Births, Marriages, and Deaths 


BIRTHS 
BuoKk.—On Nov. 27th, at Leicester, the wife of Dr. K. O. Buck— 
l son. 


ELLMAN.—On Nov. 25th, at Weymouth-street, W., 
of Dr. Philip Ellman—a son. 

GARDNER.—On Nov. 28th, at Nuffield House, London, the wife 

` of Dr. W. J. Gardner, of Irchester, Northants—a daughter. 

LowE.—On Nov. 25th, at Tiverton, Devon, the wife of Mr. George 
Lowe, F.R.C.S. Edin.—a, so 

OSBORNE.—On Nov. 23rd, at Saltash, the wife of Surg.-Comdr. 
(D) L. B. yeild B R.N.—a 

PERROTYr.—On Nov. 22nd, at Stanmore: the wife of Dr. G. F. 
Donaldson Perrott—a son 

aera: no 28th, at Worcester, the wife of Dr. J. O. Terry— 
a da 

Twiaa. Oni Nov. 27th, at Salisbury, the wife of Major T. H. 
Twigg, R.A.M.C.—a daughter. 


MARRIAGES 


GRANT—STEPHANY.—On Nov. 22nd, at the New West End 
Synagogue, Basil S. Grant, M.B., B.S. Lond., to Evelyn, 
oul daughter of Mr. Lionel Stephany, of Queen’ s-gate, 


_ and infirmaries are almost invariably made. 


DEATHS 


BARTLETT. —On Nov. 26th, cae 


Eastty Bartlett, of 
Tintern, late R.A 


Drxon.—On Nov. 26th, 1937, Joseph Francis Dixon, M » M.D. 
T.O.D:), of Littlethorpe House, Narborough late te Medini 
Superintendent of the Oity Mental Hospital, Humberstone, 
eicester 
DOWNER.—On Nov. 28th, in Birmingham, Reginald L. E. 
Downer M.D. Lond., M.0.0.G., of Shrewsbury, in his 
year 


GRIFFITH.—On Nov. 24th, at wore: “A. Hill Griffith, M.D. 
Anert POT Eàin, ag 


R. Colone 
MoCARTHY.—Ön Nov. Ag a at St. Bartholomew’s Hospital, 
- : Marsham à Beckett McCarthy, F.R.C.S. 
Peacock —On Nov. 26th, at Church Stretton, James Peacock, 
aE rh a : 
.—On Nov. 30th, at St. Andrews, Pa a gang 
Daniel Frederick Ramb baut, M.D. Dubl., in his 73rd 
TRIPP.—On Nov. 28th, at Fishbourne, Chichester, Basil abert 
> Howard Tripp, M.R Eng., aged 62. 


N.B.—4A fee of 18, 6d, "te oha ed for the insertion o Notices o 
Jee of ro To e J f 


Marriages, 
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December 2nd, 1837, p. 345. 
From a leading article. 


In the number of this Journal for last week, we drew 
a brief, but, we believe, an accurate parallel between the 


existing institutions of France and those of this country, 


for the reception of persons of the poorer classes when 
afflicted with disease, or labouring under the effects of 
injuries. We referred to a large number of charitable 
establishments, on this side of the channel, instituted 
for purposes of public good, but so mismanaged by a 
small number of private and incompetent individuals, 
as, in a great measure, to defeat the humane and beneficent 
motives which originally gave them birth. We exposed, 
in a few words, the selfish, corrupt, and interested principles 
under which the medical appointments to our hospitals 
We called 
to mind the fact of the offices of dresser and house-surgeon 
being unblushingly sold in nearly all the metropolitan 
hospitals; we could, indeed, have cited a well-known 
case, in which the still more important and responsible 
office of “surgeon ” to an hospital was disposed of for 
the sum of £500; and we demonstrated the very significant 
fact, that the 14 public hospitals of Paris were supported 
by nearly the same amount of income as is required to 
meet the expenses of only two similar, though much 
inferior, institutions in London. The parallel alluded 
to has not been made with any invidious desire of lessening 
the value of our own hospitals and medical charities, 
nor through any unnational admiration for foreign 
establishments. We love what is English, and it is a sincere 
wish to see the medical, as well as all other institutions, 
of the British empire, freed from the abuses by which 
they are at present disgraced, that induces us to call 
attention to their mode of government as compared with 
that of analogous continental charities. ... Nothing, 
in fact, produces a more baneful effect on any public 
institution than a vicious mode of administrating its 
affairs, while- nothing’ is more calculated to extend and 
perpetuate the benefits of public establishments than an 
uniform, well directed, and (if we may use the phrase) 
virtuous method of government. It has already been 
emonstrated, “usque ad nauseam ”, that appointments 


‘to the hospitals, and other charitable medical institutions, 
“of Great Britain, are either directly sold for money, or 


distributed among a few individuals, who, either through 
local circumstances, intrigue, family connection, or some 
other equally unworthy influence, have obtained a certain 
degree of “‘ interest ” with the governing bodies... . It 
is notorious that no man, unconnected with a certain 
clique, has the slightest chance of becoming physician or 
surgeon to any of our metropolitan hospitals, no matter 
how distinguished he may be for talent, learning, or 
professional skill. Were DUPUYTREN himself. alive, and 
did circumstances admit of his becoming a candidate for 
the office of surgeon to Guy’s Hospital, we have no doubt 
that King Harrison would dismiss him, as an “ unrecogni 
able ” and impudent intruder. The same fate would 
certainly await him at St. Thomas's, at St. Bartholomew’s, 
at St. George’s, and at the Middlesex Hospitals. . . . 
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NOTES, COMMENTS, AND ABSTRACTS 


BEAM THERAPY AT BIRMINGHAM 


On Nov. 26th Sir Cuthbert Wallace, P.R.C.S., 
opened a department of radium beam therapy 
research at the General Hospital, Birmingham. This 
is the latest development in a programme of extension 
and modernisation of the department of radiation 
therapy, begun in 1934. 

The unit at present contains two grammes of 
radium, of which one gramme has been presented to 
the hospital by Lord Austin, while the second has 
been lent by the National Radium Commission, 
which has also promised to lend a further gramme in 


six months’ time. The apparatus has been designed in , 


collaboration withthe Radium Beam Therapy Research 
in London, and incorporates the result of their 
experiences together with some improvements, 
particularly in methods of distance control, which 
are said to make it one of the best in the country. 
Special attention has been given to the safety of the 
patients and the staff, and allowance has been made, 
in this respect, for a possible increase to 20 grammes 
in two units at a later date. This aspect of the 


design was made easier by the fact that a bungalow 


type of ward, separate from the main hospital, was 
made available for the installation of the unit. | 

The radium itself, when not in use, is housed in a 
lead safe, with walls 10 in. thick, and is conveyed to 
the container, after it has been suitably adjusted to 
the patient, by air pressure; it is returned to the 
safe, automatically by vacuum, on the completion 
of the treatment period. The “beam ” is produced 
by means of an opening in the lead container, to which 
is fitted an applicator made from special tungsten 
alloy, developed as a result of research by the General 
Electrical Company in their laboratories at Wembley. 
This alloy, while possessing a very high protective 
value, has substantial advantages in price over 
platinum and gold (it costs roughly twenty shillings 
& pound), and is found much superior to lead in 
toughness and density ; this makes it valuable where 
protection without bulk is required, as for example 
In designing an applicator to approach any concave 
surface such as the root of the neck or the posterior 
part of the submental region. It is thought that 
this alloy, by providing for more strict localisation 
of the beam, with less bulk than has hitherto been 
possible, and without very great expense, may 
represent a distinct advance in the design of beam- 
therapy apparatus. : 

Three movements of the beam are possible, as in the 
Stockholm and Radium Beam Therapy Research 
units. The amount of radium available will make 
it possible to work with a radium-surface distance of 
ee cm. It is of course important that this distance 
should be as great as is compatible with a treatment- 
time which the patient can tolerate, so as to improve 
the relationship between the surface and deep 
intensities—i.e., to improve the tumour dose, as 
compared with the dose to overlying skin. 


IMPROVING THE MINER’S LOT 


THE latest report of the Miners’ Welfare Com- 
mittee 1 assuredly cannot be regarded as a ‘“ blue 
book ” in the sense in which that term is still too 


royalties. ‘the present report snuws Lite vura 
receipts from 1921 as £15,976,342 and the income 
for 1936 as $729,225. These are arresting figures as 


1 Miner’s Welfare Fund. Fifteenth Annual Report of the 


derived from and applied to a single industry, but 
they fall into proportion when it is realised that 
more than three-quarters of a million men are 
employed in coal-mining. 

Many of the varied schemes that have been 
developed bear directly and indirectly on the health 
of the mining community. The heaviest item of 
expenditure in 1936 was for pithead baths, consti- 
tuting 58°1 per cent. of the total, while the total 
expenditure since 1921 has been $4,250,282. In the 
earlier days pithead baths were not viewed with 
favour, but. with experience the attitude has rapidly 
changed and by the end of 1936 the Central Committee 
had provided 225 installations catering for 328,904 
workers. This means a radical amelioration of the 
miner’s lot—how radical can be réalised when one 
envisages the miner travelling home, often for a con- 
siderable distance, with the grime of the pit and in 
wet pit clothes, and also the domestic labour and 
turmoil involved in preparing a tub bath in front of 
the kitchen fire. Now there is not. only the well- 
equipped bath, but the pit clothes are left behind and 
dried, and a man can travel in normal attire and 
comfort. The cost to the participant in most instal- 
lations is not more than 6d. a week, a small sum in 
relation to the saving of domestic costs and the 
increase of comfort. _ 

A more direct health measure is. the provision of 
convalescent homes or of facilities for admission to 
such. Since 1921 the sum expended on convalescent 
homes has been £2,033,531, and on grants for ticket 
funds £659,464. Other grants have been for hospitals, 
ambulance services, for special medical treatment 
and appliances, and for nursing services; of indirect 
benefit to health are the grants for recreation grounds, 
tennis and bowls, children’s playgrounds, and camps 
for boys. The report graphically illustrates these 
various activities, and shows that forethought and 
imagination have been applied to the planning. 

Such developments as these, and the new villages 
built around the later-opened mines, indicate how 
far we have travelled from the old indifference to the 


human needs of industry, since the social conscience 


was quickened in this respect in the middle of last 
century. Disraeli draws in ‘“‘ Sybil ” a vivid picture 
of the conditions of the mining community at that 


- time (1845): 


“The plain is covered with the swarming multitude : 
bands of stalwart men, broad chested and muscular, wet 
with toil and black as the children of the tropics. .. . 
Naked to the waist, an iron chain fastened to a belt of 
leather runs between their legs clad in canvas trousers, 


`~ 


while on hands and knees an English girl for twelve, 


sometimes for sixteen hours a day, hauls and hurries tubs 
of coal up subterranean roads, dark, precipitous, and 
plashy.... See, too, these emerge from the bowels of the 
earth ! Infants of four and five years of age, many of them 
girls, pretty and still soft and timid.” 


It is a different picture that the present report 
conveys. If there is still no room for complacency, 
there is certainly room for congratulation. 


SUPPLEMENTS TO THE DIET OF CHILDREN 


EXTENDING previous work,! Mr. Eric Wood and 
Mr. T. Wake Simpson have made further observations 


on the effects of giving elementary school-children 
` various forms of nourishment in addition to what 


. they get at home. 


Miners’ Welfare Committee for the year 1936. H.M. Stationery 


Office. 1937. Pp. 114. 1s. 6d. 


t 


Six schools have coöperated in 
their new experiments,? five in a depressed area and 
one in a London borough, with a total of 864 children. 
With an elaborate experimental scheme the effects 
were tested of daily supplements to the home diet of 
(a) a third of a pint of milk, (b) two large teaspoonfuls 
of Virol, and (c) two large teaspoonfuls of malt 


' Med. Offr, 1935, 53, 125 and 135; see Lancet, 1935, 1, 1064 
an è 
2 Med. Pr. and Circular, Oct. 27th, 1937, p. 370. 


1352 


extract and cod-liver oil B.P:—the calorie equivalent - 
being the same for each supplement. The effects 
were measured in changes in height and weight. 

Taking the observations as a whole it is found that 
the children with milk or with malt and cod-liver oil 
increased their weight by about a third of an ounce 
per week per child more than the children on the 
unsupplemented home diet, and their height by one- -~ 
tenth of an inch per year per child; whereas the 
corresponding figures for Virol were three-quarters 
of an ounce and two-tenths of an inch. There is a 
certain amount of variability in these results when 
comparisons are made by term, by area, and by sex, 
but in general they support the authors’ conclusion 
that all three supplements increased the rate of 
growth but that Virol gave a better result than the 
other two. The result with Virol was especially 
better in the summer term—a finding which Wood 
and Simpson attribute to its greater palatability 
under summer conditions. 

The paper does not discuss the relative cost of 
the three supplements. From the administrative 
_ point of view it would of course be useful to know 

whether a rather larger amount of milk—the supple- 
ment was a third of a pint per day—would give as 
good a result as Virol at a lower cost. 


THB LANOBT] 


UNDULANT FEVER 


Dr. H. J. Harris maintains (N.Y. St. J. Med. 
1937, 37, 1295) that brucellosis is to be suspected in 
any obscure or chronic illness ; for asin his experience 
it has simulated (or caused) anæmia, arthritis, ulcera- 
tive colitis, cholecystitis, appendicitis, toxæmia 
of pregnancy, syphilis, typhoid fever, nephritis, 
pyelitis, cystitis, neuritis, tuberculosis, osteomyelitis, 
peptic ulcer, psychoneurosis, bronchial asthma, 
fibrinous bronchitis, abortion, salpingitis, infective 
mononucleosis, perforation of abdominal viscus, 
unresolved pneumonia, low back pain, spondylitis, 
prolonged hyperidrosis, pain in the chest suggesting 


disease of the heart or lungs, epistaxis, hyper- 


glycemia and glycosuria resembling diabetes, and 
various skin conditions and ‘‘run down states.” 
He attributes the failure to recognise brucellosis to 
ignoring blood-agglutination titres or to neglect to 
perform either the intradermal or cytophagic tests. 
Good results, he holds, may be obtained from vaccine 
therapy, for he is able to report that among 132 cases 
in which Brucella abortus vaccine was used there were 
no deaths, 42 per cent. were definitely cured, 36 per 
cent. much improved, and 18 per cent. showed some 
improvement; only 3 per cent. showed no definite 
improvement. ‘Of 39 untreated cases, on the other 
hand, 32 continued to have recurring symptoms ‘of 
brucellosis. 


HERBALS 


A RECENT notice in this column of Mrs. Leyel’s 
monograph on tisanes and electuaries entitled ‘‘ Herbal 
Delights ” was headed ‘‘ A Modern Herball’’ by way 
of calling attention to its being a modern equivalent 
of the famous Gerard’s Herball. It so happens this 
is actually the title (without the double 1) of an 
elaborate compilation by Mrs. M. Grieve, F.R.H.S., 
covering the medicinal, culinary, cosmetic, and 
economic properties of all groups of the vegetable 
kingdom, along with much about their folklore an^ 
cultivation. This book can be obtained from th 
author at Whin’s Cottage, Chalfont St. Peter, Buck. 
(2 vols. with 96 plates post free £2 3s.). 


[INHALATION THERAPY 


THE ASMALATOR has been demonstrated to us by- 
Relegen Ltd. (60, High Holborn, London, W.C.1), 


makers and distributors of respiratory appliances — 


and medicaments. It is a machine, weighing 9 lb. 
and worked by an electric motor, which delivers a 
very fine ‘‘ dry ’’ vapour into a light mask fitting over 
nose and mouth. Its use is recommended for all 
inflammatory states of the respiratory tract (e.g., 
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bronchitis, colds, hay-fever), but especially for the, 
relief of asthma. The advantage claimed for the dry ' 
vapour is that it penetrates to the bronchioles and 
alveoli. The manufacturers supply an Asmalos 
Asthma Solution—stated to contain adrenaline, 
pituitary extract, chlorbutol, papaverine, Eumydrin 
(atropine methyl nitrate), and procaine in a glycerin- 
water base—and an Asmalos Catarrh Solution. 
They also make various forms of inhaler worked by 
hand and not by electricity. The Asmalator, which 
costs 18 guineas, is supplied for alternating or direct 
current, and the voltage is universal. 


PRODUCE FROM BOURNVILLE.—-Nobody has ever 
been able to find a really good excuse for smoking, 


-and probably nobody ever will. But chocolate is one 


of the pleasant things that are generally allowed to 
be ‘‘ good for us,’”’ and the cacao bean has come to 
play as important a part in modern life as the 
tobacco leaf. It has become difficult to imagine a 
world without their products; certainly it would be 
a world where Christmas presents would be a worse 
problem than they are to-day. We have received 
from Messrs, Cadbury Brothers a selection of their 
wares, including boxes of their ‘‘ Vogue ” chocolates 
which should make particularly welcome gifts, while 
tins of cocoa, drinking chocolate, and Bourn-vita 
‘will find a temporary place in the store-cupboard. 


HEPARINISING THE DONOR IN BLOOD TRANS- 
FUSIONS: CORRIGENDUM.—In Dr. Hedenius’s paper 
as printed in our issue of Nov. 20th one figure was 
omitted and one given wrongly. The fifth sentence 
under the heading ‘‘ use of heparin ” should read: 
“ Transfusions were effected in 20 per cent. of the 
cases because of post-operative complications (hsamor- 
rhage sometimes combined with septic conditions) 
especially after cancer operations, in 5 per cent. 
because of bleeding stomach ulcers, in 7 per cent. 
because of chronic septic conditions, and in 15 per 
cent. because of serious ansmia of pernicious or 
chronic secondary type.”’ 
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at Addenbrooke’s Hospital, Cambridge. 
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Council. 
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Blackburn. 
ELLORS, T. Houmss, D.M., M.Ch. Oxon., F.R.C.S. Eng., 
Additional Surgeon to the London Chest Hospital. 
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ADDRESSES AND ORIGINAL ARTICLES 


OBSERVATIONS ON THE 
LIFE-HISTORY OF CHRONIC PEPTIC 
ULCER 


By Danu T. Davies, M.D. Wales, F.R.C.P. Lond. 


PHYSICIAN TO THE ROYAL FREE HOSPITAL, 
LONDON ; AND 


A. T. MacsetH WItson, B.Sc., M.B. Glasg. 


ASSISTANT PHYSICIAN TO THE TAVISTOCK CLINIC, AND 
CLINICAL ASSISTANT TO THE ROYAL FREE HOSPITAL 


For many years clinicians have observed that 
nervous disturbances play some part in the life- 
history of patients with chronic peptic ulcer. Hurst 
and Ryle in this country, and Alvarez, Rivers, and 
Draper in America have drawn attention to this 
association. But we have never readily accepted 
the idea of Rokitansky (1849) that gastric changes 
may be local manifestations of a disturbed nervous 
system, though we are prepared to admit that dys- 
pepsia in a nervous woman, showing no organic 
structural change, may be solely of nervous origin ; 
our training makes us reluctant to believe that 
disturbance in the nervous system is capable of 
producing structural change in an organ apparently 
so remote as the stomach. 

The furthest point of agreement in this direction 
is the belief that men and women of a definite con- 
stitutional type, the distinctive features of which 
are already well-recognised, are prone to develop 
ulcer. There is also general agreement on the follow- 
ing facts: that peptic ulcer is a common form of 
dyspepsia; that the lesser curve of the stomach and 
the first part of the duodenum are by far the most 
common sites; that the ulcer is situated only where 
there is active HCl and that its presence depends 
essentially on an active secretion of HCl; that it is 
@ recurrent disorder in which the ulcer heals only to 


break down again and that it seldom becomes 


malignant. 
Certain clinical and experimental findings tend to 
support a neurogenic origin. Peptic ulcer is on the 
increase ; it is common in cities and highly civilised 
communities ; it is found in the young and vigorous 
and mainly in those who are dynamic in outlook. 
The restless active man of spare build and angular 
features is the typical patient, and as age advances 
the condition grows rarer. Moreover, Beattie (1932) 
and Sheehan (1934) and their associates have shown 
that a peptic ulcer can be produced in animals by 
stimulating. the hypothalamic region, and Cushing 
(1932) has demonstrated the nervous connexions 
between the irritative lesions in the brain-stem and 
the local erosions in the stomach which may bleed 
or perforate. . 
For some years past we have been impressed with 
the frequency with which external events have 
preceded the symptoms of peptic ulcer (Davies 1936), 
and this paper records an attempt we have made to 
ascertain what proportion of a large series of un- 
selected ulcer. patients experienced some disturbance 
jn their lives before the onset of symptoms; and in 
those -who had recurrences, the proportion of like 
disturbances which preceded these. We also studied 
the individual’s reaction to his work and environment. 
As a control series we collected 100 cases of hernia— 
a ‘‘mechanical”’ disorder unrelated to emotional 
disturbance—matched as to age and sex and of the 
5963 : 


same class and drawn from the same sources as the | 
ulcer patients. 

Our observations were made on 205 ulcer patients 
under our personal care. The onset of dyspepsia, 
the date of its recurrence, and the time of any event 
of disturbing significance in the life of the patient 
were noted, the method of obtaining the history 
bemg worked out on persons of the same class as 
those to be investigated—30 unemployed men and 
60 employees in a large manufacturing concern. We 


' realised the importance of indirect questioning: not 


only would it be incorrect to ask, “Did anything 
happen to you just before your indigestion began ? ” 
but the information gained would be less likely to 
be true than that obtained by indirect. questioning, 
for the ulcer patient often fails (and is disinclined) to 
notice any connexion between a series of events and 
the attacks of indigestion that follow.them. The 
inquiry into events was made independently 
(A.T. M.W.), without the clinical data. 

For the second object, that of recording ‘‘ what 
manner of man ” we were dealing with, we adopted a 
modification of the standards of Culpin (1930) to 
classify the material into numbered groups. Patients 
classed as 0 were those who might be described as 
placid and well adapted to their environment and 
able to bear any stress well; while the other groups, 
Classes 1 to 4, depicted, in increasing measure, 
chronic emotional stress and maladaption. Class 5 
was reserved for the frank psychotic and this con- 
tained only one, a hernia control. 

It must be remembered that figures derived from 
such standards are arbitrary, and only gross dif- 
ferences between the group under investigation and 
the controls would be significant. The differences we 
obtained were so conspicuous in certain directions 
that we feel little hesitation in their presentation. 

@ 


THE ONSET OF DYSPEPSIA 


In our inquiry we found that the “events” preceding 
dyspepsia divided themselves into three main cate- 
gories—changes in work, financial difficulties, and 
illness or misfortune in a member of the family. 
Other events were grouped in a fourth division. The 
details obtained were often highly personal, and it 
was necessary to tread delicately, for to the patient 
who comes to hospital for stomach-ache any such 
probing into his. affairs appears unnecessary and a 
waste of time. 

In Table I the records of 205 ulcer patients are 
analysed in relation to their respective age-groups,: 
and it can be seen that of this total 172 (84 per cent.) 
gave accounts of some event which preceded the 
first symptom of dyspepsia. In both males and 
females financial difficulties accounted for the bigger 
proportion—65 out of 205 (32 per cent.)—while 
changes at. work accounted for another 63 (30 per 
cent.). Of. those with “ positive’”’ findings under 
twenty-five years, in 48 per cent. of the males and 
48 per cent. of the females some change in work 
preceded the dyspepsia, while over twenty-five 
years, 43 per cent. of the males and 48 per cent. of 
the females experienced money troubles before their 
dyspepsia began. . 

. In these “ positive” records the events occurred 

shortly—commonly 5-6 days—before the onset of 

the dyspepsia. The higher incidence of illness of 

another member of the family, usually of the bread- 

winner, as a precursor in the female, especially between. 

the ages of forty-five and fifty-five, was noteworthy. 
AA 
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In 33 out of the 205 (16 per cent.) no events preceding 
dyspepsia were discovered and these are classed as 
“ negatives.” 


Tasim I—AGE AT ONSET OF SYMPTOMS, AND TYPE OF 
i “ RELATED EVENTS ” (10-YEAR GROUPS) 


Males 
Age. + | Work.| Money.] Illness. | Other. | Xega- | Total. 
Under 15 4 0 1 0. 1 6 
15-25 17 8 3 | 4 38 
25-35 .| 7 | 12 o 2 7 28 
35—45 6 9 3 0 2 20 
45-55 o| 4 2 o | 4 15 
Over55 ..| 0 2 0 0 6 
= 38 | 38 11 6 | 20 | 113 
Females | 
Under 15 .. 1 (E 1 1 2 5 
15-25 20 |, 6 4 3 4 37 
25-35 3 6 2 1 1 13 
35-45 0 5 2 2 4 |° 13 
45-55 0 6 1 2 1 16 
Over 55 1 4 1 1 1 8. 
= 25 | 27 17 10 13 92 


TABLE II—ONSET OF DYSPEPSIA IN RELATION TO “ EVENTS”? . 
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_ MEN (113 Cases) 


Work Change 
Firstjob . f 4 
Senior job . s i 7 
New jo ee .. 14 
From y A .. ll 
Loss of use of arm. i 2 
38 
Mona Change 
Unemployed is car 9 
Stee ttim ime .. an «ee ; 
Devcndeat relatives 
through death or illness 6 
Unwanted recueney «> 8 
Failing bus 4 
Stopped k professional boxing A 
Letthometo to evade police. . e. | 
| 38 
Tiiness or Other ` 
Sen at noes Pe 
Severe illness - ‘Father .. 
or death of- Wife. . 
Other. 
Left drunk parents 
Quarrels with wife 
Wife’s menopause—no child 
Examination failure . is 
Bombing exploit . ee (ee 
17 


Illness or 
death of 


bat at ed et DO BO DODO CE 


WOMEN: (92 Cases). 


Work Change 


Firstjob .. s . 6 
Senior job .. dern 
New job... aus 

e , 


Money Change 
Unemployment of brea’d- 
‘winner 


Husbandin France or Army 
Husband left or dead Suk 
Short time . 

Family contributions down 
Mawanted p pregnancy ee 


Business failing `. i 


s| 
-3 tat G9 He ngi DO G9 CO 


*2 Wegt: 


Illness or Other 
[gae 


Father . 
Sister .. 
Children 
Menopause... .. 
F y quarrel .. 
Ran away from nome l 
Ran away .. . ` sie 
Fire. . 
Discovery "of daughte r’s 


‘gexuality.. es 
Husband insane .. 
Husband unfaithful i 
Diagnosis of cancer sè 
Piagnosin ge syphilis ee 

Tegitima d ee ee 
Ua ana Pregnancy -s 


Table II gives the various events in more. detail: 
The events are similar in women and. here again 
work and money play prominent and often over- 


lapping parts. Some of 


the stories extracted are 


almost incredible in demonstrating the real hardness 
of life to some of these patients ; thus one man began 


v 
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to suffer dyspepsia when .he found he was unable to 
repay an agreed 2s. per week to his firm towards 
money borrowed from them to prepare for the comune 
child. 

Three obvious points are demonstrated by these 
tables. First, the events are real and not imaginary. 
Secondly, they are largely concerned with responsi- 
bility, security, and independence. Thirdly, the most 
frequent is some change of job—often a more respon- 
sible post—in persons under twenty-five, whereas 
over twenty-five income changes predominate. Sexual 
problems.are conspicuous by their: relative absence 


‘and are only present when they relate to income and 


expenditure. 


We interrogated the hernia series in the eae 


fashion, and found that in a certain proportion there 
was an event which preceded or coincided with the 


“ onset” of the hernia—but this proportion. (22 per. 


cent.) is in marked contrast to the figure (84 per 


cent.) obtained on similar lines in ulcer (Table IIT). 


TABLE IL—*“ EVENTS ” COINCIDING WITH s$ ONSET 9. (OF 


HERNIA (CONTROLS) — l | 
Males | 7 E 


Totals .. 


Age. Work.| Money. Illness, Other. |: PIE 
Under 15 .. 0 0 2 
15-25 ..] 1 0 12 
25-35 1 '2 20 
35-45 ..| 3 ee 28 
45-55 œ| 0 1 7 
Over 55 0 0 6 

= 5 4 75 

Females 

Under 15 .. 0 0 | 0 0 

15-25 œ| 0 0 0 0 

25-35 n|. 2 0 1 0 

35-45 | 1 0 0 0 

45-55 TE -28 0 1 0 
Over 55 1 0 0 o 

— 6 | o | 2 | 0 

11 | 4 | 7 | 0 


Too much stress need not be laid on the ulcer cases 
in which no preceding event was found—16 per cent. 
is not an unduly high figure to allow for poor memory 
and unwillingness to reopen old wounds. The~dis- 
turbing change is not always in the environment. 
but may be in the person himself, as a result, for 
example, of the growing physical difficulties of old 
age. This is especially true of the manual labourer, 
who finds himself at sixty or óver unable to do what 
he used to do without effort. 

The points we have noted are best shown in a 
few of the case-histories. 

Case 1.—A woman of 57 with a five weeks’ history of. 
dyspepsia which she had never had before. She showed 
an enormous ulcer crater on the lesser curve of the stomach 
(Fig. 1), so large that we doubted its benign origin. The 
ulcer healed under treatment, she gained weight, and has 
remained free of all symptoms since with no signs of 
recurrence on radiography. Her story is as follows: “I 
wasn’t well in myself for some time before I had the pain, 
not eating either. I began to notiee the stairs a bit more— 


my kitchen’s downstairs and Tve two sons and a husband 


‘ with a six months’ history of dyspepsia. 
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to look after besides my great-aunt. She’d been with. us” 


about a year at the time. She’s- elderly now but not a lot 
of work really, -She’s not bed-ridden of course. I’ve 
nranaged to keep going and do all my own AN 
The pain was very severe five days before I came to 
pital. -It was then (that day) we knew for.certain t at 
my groat - - aunt 
couldn’t pay us 
any longer. Td 
been wondering 
` about `'it for 
, ome time. 
~ This was in 
|€ March, 1934., 
: If mental 


nificance in the 


chronic peptic 


o 


FIG. 1 (Case ‘1).— Large ulcer abate on the — 


digestion 


„lesser curve in a woman of 57 with a `- f th 
"five weeks’ history. (The radiogram was after 6 
taken hile f th parion prone; au ase l attack of. dys- 
lower part o e stomach is no ed.) pepsia’ ahó ul d 


‘show an 
sqaaiy clear-cut period of iental stress preceding 
the symptoms, and the- upset should haye occurred. 
in the patient’s life on this one occasion only. The 
two following cases are of this kind :— 


Case 2.—A woman of 39 with dyspepsia. of two months’ 
duration; she had never had indigestion before. Her 
stools were black and her hemoglobin was 48 per cent. 
Radiograms showed a large lesser curve ulcer (Fig. 24). 
Treatment dispelled symptoms, and the crater disappeared 
in two months (Fig. 23) ; ; it has never recurred. - Her 
story was: ‘One night in October (1931) as I was by 
myself at home just going to put the children (age 11 and 9) 
to.bed, I smelt smoke and went upstairs. I went into the 
room to open the window but it was full of smoke. I 
had to come out and collapsed on the landing. The next 
morning I felt very queer and my tummy was topsy- 
turvy. I became terribly ‘nervy and could not stop 
brooding over the fire. I brought up wind all the time. 
In a few days I had a feeling of a lump in the bottom of 
my chest, which drove me to the doctor and he eventually 
sent me here (January, 1932). We were insured over 
the fire but it upset my nerves all the same.’ 


CasE 3.—A man of 29 first attended in April, 1935, 
He showed a large 
ulcer crater on the lesser curve of the stomach. Treat- 


ment was commenced but after a few attendances he’ 


` disappeared. 

His own story of this is as follows: “‘ I lost the use of 
my arm in 1930. It was in 1932 I took on the shop and 
I got married in February, 1933. . We just took chances 
about having a baby but it upset me a bit when I knew 
my wife was pregnant (September, 1934). It was some 
weeks afterwards that the pain started. The shop was 
not in a good state then—it’s a general store. I run it 


myself. It’s open from 7 in the morning until 9.30 at — 


night, and seven days a week. I took it in a bad state 
hoping to make something of. it. 


seven months’ pregnant. Apparently he did fairly well 
for his absence after one or two visits suggests a rer‘ission 
had set in.’ | 

His second appearance was in December, 1935; whan his 


condition was obviously serious, He was’ very pale and 
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stress is of sig- 
_ production of - 


ulcer it follows - 


that a person — ten days later showed a lesser-curve ulcer. 


who has a. 
well - marked 
ulcer crater 
and an equally’ 
well - defined ' 
short history 
with perfect 


‘before and: 


I get a living out of it | 
` now (1937) but it’s taken me five years to doit.” : 
His first appearance with:us was at a time his wife was. 


t 


(bio. 1, 1937 1355 


had for two ‘days vomited dark blood. ‘He was admitted. 
to: the wards with a. hemoglobin of 40 per. cent. anda 
large ulcer was again demonstrable on the lesser curve. 
A gastric analysis showed a prolonged hypersecretion and 
hyperacidity. During three months in hospital there was 
a rise in the hemoglobin to 76 per cent. and complete 
disappearance of the ulcer crater ; ‘his welgne rose from 
8 st. 11 lb. to 10 st. 4 lb. . 


‘This is his history: ‘In November: (1935) baby was 
5-months old at that time and I’d had to take a lot of time — 
from the shop to look after it. My wife’s feet got: swollen 
and she’d pain in her back. She’s attending hospital’ now 
with it. I had a private doctor for the confinement. 
My business is all credit and.I’ve got.to get money in or 
I can’t'go on. I’m not insured either, and the confine- 
ment cost me a lot too. I got.a summons at that time for 
selling things out of hours. They fined me 15s.” 


After his discharge from hospital he attended the clinic 


regularly and complained of ino symptoms, Repeated ` | 


X. ray examinations were also negative. In April, 1937, 
he complained of a return of symptoms and radiography 
On his way 
home after the X ray examination he vomited blood and 
he' was again admitted to hospital. Again he gives a 
similar story. ‘‘ They caught me again, selling a pound of 


sugar on & Thursday afternoon. That’s what brought it 


on. T took no notice of the summons really, but things 
go wrong inside you and you get morbid—can’t give your | 
mind to anything. The pain was a day or so coming on, | 
but it’s not the pain, you get used to that. I was in 
hospital when the summons was oo 80 it had to be 
postponed.’ at : 


If a person had no indigestion until: the age ot 60, 
and environment plays any part, we should find some 
stirring. event ox misfortune which has not been 
previously experienced. Here is an example. 


Case 4.—A woman of 65, previously in good health, 
with indigestion of twelve months’ duration, increasing in 
severity and frequency during the preceding three months, 
Radiological examination showed a duodenal ulcer, 

. This patient had lived happily with her husband and 
three children, mainly abroad. Her children are now 
married and live abroad. Tlie husband and wife returned 
to England three years ago. Suddenly ‘the husband left 
for. the Continent with another woman. The patient’s 
grief is coupled with an intense anxiety over her future 
means of support, since she depends.on a monthly allowance 
which comes without information and which may cease 
at.any time. She has no money in reserve and is 65. 
Indigestion bogan after the PE of the husband. 


a A. l B. 


10.11.33 24.v.33 


FIG. 2 (Case 2). E EE ulcer in a woman of 39' with a 
two months’ history. Healed on three months’ treatment. 
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., A person who has enjoyed security in business may 
suddenly be plunged into an anxiety of uncertainty, 
and if dyspepsia follows closely on this anxiety it 
must be regarded as of some significance. . 


CasE 5.—A butcher, aged 53, showed a well-marked 


duodenal ulcer in March, 1935, and had suffered from 
dyspepsia for the preceding 

three months. The event which ` 7 A 
preceded his dyspepsia is best 
given in his own words: “ In 

` the beginning of January, 1935,” 
he said, ‘“ I looked out of the 
‘window of my shop one day 
and right opposite me was — 
opposition. Some of my trade 
went away and it was hard to 
see it go. But I kept on and 
it all came back again. They 
closed down in six months ! ” 

The patient made an excel- 
lent response to treatment and. 
there has been no recurrence 
during the past two years. 
One isolated event which 
threatened his very living was 
followed by dyspepsia and 
. the signs of duodenal ulcer. 


. hese five cases have a common factor in some 
some unusual occurrence which threatened the even 
tenor of their lives. Three of the patients . were 
over fifty—a time of life when security is the more 


FIG. 3 
of a gastric ulcer (A). 


valued since resource, adaptability, and strength are 


beginning to fail. 


RECURRENCES AND RELATED “ EVENTS ” 


In addition to recording the presence or absence 
of some: external event before. the onset of the 
dyspepsia, close inquiry was made into subsequent 
‘events ” and their relation to any return of gastric 
symptoms. If a number of ulcer patients are 
followed for any length of time it is soon realised that 
though relapses are frequent actual recurrent ulcer 
craters are far less common. There is probably little 
difference in the mechanism involved, the ulcer 
crater being no more than a further stage in one 
process, but we have included only those relapses 
in which an actual recurrent ulcer crater was again 
demonstrable, after definite proof that the original 


for treatment a week or two later his attention ‘is 


engaged on his digestion and on the relief expected ; 
indeed, he may be amused ‘at the thought that the 
external event and the internal pain possess {$ aily 
cohnexion. 

These 33 people had 52 recurrences within’ five 


B a y 0- C. 


k 


3 (Case 6).—In ee 1935, the patient had signs of a duodenal ulcer but ‘no ‘signs 
esser-curve 
the first month of treatment (B), but had dean poatod in three weeks. 


ulcer deyeloped at a time. of emotional stress in 


years, In 10 of the - recurrences no event affecting 
their work, finance, or family could. be found asso- 
ciated with the return of symptoms, but in 42 (85 per 
cent.) there had been some such disturbing event. 


TABLE IV—RECURRENCES AND RELATED EVENTS 
No of Patients .. 33 Recurrences .. 52 


Events. ‘Work. | Money. | Illness, | Negative. 
10 6 
$ 4 
18 10 


This high percentage (Table IV) again suggests that 
these events are not accidental but probably of 
fundamental significance. It will be seen that 11 
recurrences were associated with some change or 
stoppage of work, 18 were connected with money 
difficulties, and 13 with some. illness of another 


a 


f 
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FIG. 4 
and finally by disappearance of crater (F). 


‘ulcer had healed. “With such criteria, we can survey 
‘33 cases, some of which showed more than one 
recurrence. 

‘Usually a patient is more. ready ‘to. attribute his 
return of symptoms to some article of food than to 
a recent stress. The onset of the symptoms is usually 
some 3-5 days after an “ event,” and when he comes 


0x. -- Oax. 


6.x. 


(Case 12). —Radiograms showing continuous im rovement (A—D) followed by relapse (E), coincident with emotional stress, 
ane sha low shown in (F) . little below. the site of the former ulcer is paces 


member of the family, while in 10 no sory of any. 
such event was obtainable. 
Here are some examples :— ; 


Case 6.—An engineer of 51 Sapasi of dyspepsia 
of some ten years’ standing. The attacks were periodic 
with six-month intervals of freedom. The signs of a 


chronic duodenal ulcer were. well-marked. Treatment 
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was begun, the patient remaining at work, and after a 
month he was free of pain. A month later a barium meal 
showed the duodenal ulcer crater to be still present, but 
the patient had no symptoms. In the fourth month of 
treatment a routine barium meal showed a well-marked 
lesser curve ulcer in addition to the duodenal lesion 
(Fig. 3 a-c). Questioning elicited that this new finding 
followed an important event in the patient’s life. Seven 
days previously the patient while reading the Financial 
Times had been astonished to find a notice of the amalga- 
mation of his firm with a larger concern. As he had repre- 
sented his own (and smaller) firm for twenty years and 
had not been informed of this important fusion he came 
to the conclusion that he was for the “high jump ” and 
that as he was now over fifty he would soon be without 
any means of support. He returned to his home to brood 
over the serious news the whole of the week-end. The 
thought that his two daughters’ education would suffer 
caused him much concern. Three days later his pain had 
returned and it persisted for another four days until the 
day of his barium meal when he had a letter from his 
director expressing regret at the premature announce- 
ment and assuring him that he among three others would 
remain in the same capacity in the new firm as in the old. 
It was on this day that the barium meal showed a lesser- 
curve ulcer, and it was on this day that he lost his pain. 
Three weeks later another barium meal showed no sign of 
the lesser-curve ulcer, and he has since enjoyed freedom 
from all symptoms. ` 


CasE 7.—A woman of 31 who had always suffered from 
indigestion, which had been much worse during the period 
1929-31, the brief lifetime of her only child, an imbecile.. 
In 1931 her gall-bladder was removed. and stones were 
found, but her dyspepsia returned. In 1933 X ray exami- 
nation showed a stomach of poor tone and some delay in 
emptying. No crater was then demonstrable. Treatment 
was followed by some improvement and she gained weight. 
Symptoms were in abeyance until April, 1935, when she 
complained of indigestion, and radiography showed a 
duodenal ulcer crater. The indigestion had come on a 
few days after her husband had met with an accident at 
work. Symptoms again abated and a further radiogram 
in August, 1935, showed no ulcer crater. She remained 
well until October of the same year when her symptoms 
returned a week after the sudden death of her brother, 
the ulcer crater being again demonstrable in November. 
The patient has since remained well and no ulcer crater 
has since been demonstrated. 


CasE 8.—In October, 1932, an unmarried man of 28, 
living with his parents, complained of severe dyspepsia 
of six weeks’ duration. A large ulcer crater was demon- 
strable on the lesser curve, which disappeared in six weeks. 
The symptoms came on a fortnight after taking up a new 
appointment out of London—which necessitated his 
living away from home, This patient has been observed 
closely since 1932, and five recurrences have been clearly 
demonstrated. In three of them the symptoms started 
within a fortnight of leaving home to take. on a new 
appointment ; in the fourth they followed a heated dis- 
cussion. at home over his mode of living, and in the fifth 
no related event was elicited. 


Case 9.—A labourer of 37, with five children, com- 
plained in July, 1933, of seven weeks’ dyspepsia. His 
indigestion had really begun i in the summer of 1931 when 
his wife had become ill after the discovery on awaking 
one morning that the baby which had been asleep in her 
arms was dead. His wife’s illness depleted his financial 
resources. A new baby had just been born, and his main | 
anxiety when he first attended us was whether there would ` 
be a repetition of these events—a dead baby, the illness 
of the wife, and financial embarrassment. He had a large 
ulcer crater on the lesser curve of the stomach By 
September, 1933, this had disappeared and he had lost 
all symptoms. There was a return of symptoms in January, 
1937, after an accident to his eldest boy, but on X ray 
examination no ulcer was seen, At the end of April, 
however, when there was a further recurrence, a well- 
marked ulcer crater was demonstrable. . This followed a 
further breakdown in his wife’s health. He was: admitted 
to hospital and in June, 1937, the ulcer had healed. 


This case shows a close relationship between the peaks 
of domestic stress and the development of ulcer. ‘‘ It’s 
when I’m upset,” he said, ‘‘ that it comes on.” 


Similar events appear to precede symptoms in 
patients who have been operated on. 


CasE 10.—A married man of 50 had periodic dyspepsia 
for some years and in 1928 a gastro enterostomy was per- 
formed for “ gastric ulcer.” He was free of symptoms 
until the autumn of 1934, when they returned. This 
occurred after his wife was in hospital for an operation 
and he had to do a very hard day’s work and the house- 
work as well. From 6 a.m. till midnight he was anxiously 
occupied. After five days’ dyspepsia he had a hæmat- 
emesis at work, and X ray examination showed a jejunal 
ulcer. This healed well. In May, 1936, a small lesser- 
curve ulcer appeared, not following any ascertainable 
event, and healed in two months. His freedom from 
symptoms for the last 18 months has comelced with 

‘ peace ’’ at home. 


CasE 11.—A married woman of 30 with two children. 
In April, 1935, she gave a history of dyspepsia of eighteen ~ 
months’ duration. Her mother had died when she was 
20, and she had been largely responsible for care of her 
5 younger brothers and sisters. An X ray examination 
showed a well-marked duodenal ulcer. In two months 
this had disappeared and she was symptomless. In 
January, 1936, there was a recurrence of symptoms but 
radiography showed no return of the crater. She was 
then free from symptoms until September (1936) when 
she had severe pain and vomiting. An X ray examination 
showed all the signs of an active duodenal ulcer. Seven 
days before this recurrence one of her two children was 
“rushed to hospital ” with appendicitis, and the other 
“broke her arm” in an accident. Radiography in 
December, 1936, showed no crater and the subsequent 
history has been without event. 


In this patient, who has been under fairly constant 
observation since April, 1935, the only radiological 
recurrence was preceded by an acute anxiety engen- 
dered by the admission of her two children to hospital. 


CasE 12.—A married man aged 40. He became a bus 
driver in 1922 on his discharge from the army and his 
indigestion began at that time, but the attacks were infre- 
quent and soon relieved by medicine. His symptoms were 
worse in May, 1936, with the new summer schedules and 
the “speed up” of buses. Insomnia was troublesome 
and the pain was severe at night. When he came to our 
clinic in August, 1936, he weighed 8 st., and radiography 
showed a large ulcer crater on the lesser curve of the 
stomach (Fig. 44). He was admitted to hospital, his 
symptoms disappeared, and weekly radiological examina- 
tions showed progressive diminution in the size of the crater 
(Fig. 44—p). In the 6th week (Fig. 4D) the ulcer was a mere 
tented projection, but a return of symptoms was com- 
plained of and in the 7th week the ulcer crater increased 
in size (Fig. 4E). It appeared that this unexpected exacer- 
bation had followed a visit from his wife, who had told 
him that he seemed fit enough to be at home, and a remark 
by another patient that ulcers often turned to cancer, 
and that the repeated examinations were “ because they 
don’t know what’s wrong with you.” With reassurance 
his symptoms disappeared and his ulcer had healed by 
the 10th week (Fig. 4F), since when he has remained well. 


These last seven examples demonstrate the rela- 
tion of a recurrence to anxiety. The uncertainty 
of a living, the anxiety engendered by the accident 
to the breadwinner, the departure from home, the 
illness of the wife and its financial difficulty, the 
anxiety of the mother about her two children, are 
real everyday occurrences. Coinciding with or 


. following these events new ulcer craters were demon- 


strable in stomachs already proved free of ulcer. 


THE ULCER TYPE 


- It is not enough to show that symptonis of ulcér 
are often preceded by emotional disturbances, for 


` in the front line of life’s activities. 
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these events are common to all living people, whereas 
severe dyspepsia is found in relatively few. The 
seed must be implanted in the soil. Can we assume 
that the ulcer patient is of distinct type or frame ? 
Attempts to answer this question have been made by 
Hurst and Ryle in this country, Alexander, Rivers, 
Draper, Emery, and Munro in America, and von 
Bergmann in Germany. Clinical work with peptic 
ulcer patients leads inevitably to the conclusion that 
there is a predominant type whose outstanding 
characteristics are to be found in their facial expres- 
sion, their intense mental and physical activity, and 
their reaction to illness. 

In both men and women the long thin face, the 

sharpened nose, the angular jaw, the absence of spare 
fat, and the deep lines from alæ nasi to the angles of 
the mouth make together a typical facies. There is 
also a rather aggressive alertness and readiness to 
tackle any job or problem—‘“‘an alert watchful 
expression which conveys a suggestion of continual 
apprehension mixed with defiance” (Draper and 
Touraine 1932). A serene contented facies is never 
seen. 
. Another significant feature of those of the ulcer 
type is their weight. An ulcer patient seldom weighs 
as much as 13 st. Even men, when symptoms are 
present, often weigh only 9 st. This again points 
to that ceaseless energy and restlessness, which has 
been described by Culpim as “drive.” Robinson 
(1935) aptly said that the ulcer patients are always 
They display 
enthusiasm at any project in hand, and execute their 
task -with zeal and sometimes with intense excita- 
bility. They also show pride in their labours and an 
equal disappointment and anxiety when they fail in 
whatever they attempt. Through their keenness 
they expose themselves to affronts, failures, and dis- 
appointments more frequently than their placid 
neighbours. Some of these characteristics seem 
capable of rough numerical assessment, and hence of 
comparison with a matched group of average people. 
For this comparison we have used. the hernia patients, 
previously used as controls. 

To assess the whole man as an individual is diff- 
cult, and it is still more difficult to record this assess- 
ment. We have adopted for this purpose Culpin’s 
system of group scoring (Culpin 1935)—in our opinion 
the most practical method. In assessing the emo- 
tional status, inquiry was made into work, hobbies, 
and mode of life. The relationship of interest to 
activity, and the limitation of interest by other 
factors were closely observed. 

The first field of investigation is the presence or 
absence in any sphere of interest of fears or anxieties 
which are unreasonable in nature or degree. For 
instance one man described how he was forced to 
refuse a good job as a salesman because he knew he 
could not be at ease with people; another that he 
has always avoided crowds because he becomes panic- 
stricken in them. 

The second main field of inquiry was that of need- 


less activities—unavoidable repetition of tasks or 


duties, inability to rest—a common form of dis- 
guised anxiety—and abnormally fixed habits of life 
with unusual degrees of anger or anxiety when these 
habits are forcibly changed. Thirdly, inquiry was 
made as to the frequency and nature of swings of 
mood. The commonest symptom of current anxiety 
is what patients describe as “good and bad days,” 
passmg morning depressions, often with headache. 
These work off during the day and appear and dis- 
appear quite unreasonably from one day to another, 
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The ulcer patients and the control group of hernias 
were divided by this assessment into five sub-groups 
(Table V). Class 0 represents those in whom no sign 
or symptom of the kinds described was detected, 
while Classes 1—4 represent the increasing presence 
of signs of emotional stress. In Classes 1 and 2 these 
may be described as “character traits,” but they 
must be regarded and described as “symptoms ” 
(or signs) when they reach the extent and degree 
found in Classes 3 and 4. The figures for hernias 
obtained by this assessment agree with similar 
estimates made by other workers on samples of the 
general population. 


TABLE V—CULPIN SCORES IN ULCER AND IN HERNIA 


75 Men 

Class . 0 1 2 8 4 5 
Hernia .. 6 28 .. 34 4 .. 2 1 
Uleer - 0 1 .. 17 42. 15 0 

Hernia oe hee) 90% 10% 

Ulcer .. 24% 76% 

S 25 Women 

Class .. 0 1 2 8 4 5 
Hernia e 0 9 > 8 7 1 0 
Uleer e. 0 0 4 10 . 11 0 

Hernia e% 68% 32% 

Ulcer 16% 84% 

Total, 100 cases ` 

A Class .. 0 i 2 3 4 6 
Hernia .. 6 .. 37 .. 42 lle. 3 1 
Ulcer sane O ais 1 .. 21 52 .. 26 0 

Hernia .. 85% 15% 

Ulcer 22% 78% 


A special age-matched sample of 100 patients 
with ulcer and 100 with hernia was collected = 
scored as we have just described. Of each 
75 were males and 25 females. The Table shows 
that there is a significant excess of the higher scores 
in ulcer as against hernia, strongly suggesting that 
the ulcer patient is drawn from a group of the popu- 
lation which can be separated from the average man. 


The majority of ulcer patients certainly differ 
from the majority of hernia patients in the degree to 
which tension is a constant characteristic. The 
ulcer patient is first and foremost a worker; and a 
large number will readily describe how they have 
difficulty in giving up work. Further there is an 
urgent, anxious, and compulsive quality in their 
activity, and if they are not working they are worry- 
ing. By specific inquiry we found that patients 
whose compulsive activities were sufficiently obvious 
to be a common source of caustic or congratulatory 
comment by friends or relatives, showed a sufficient 
excess in ulcer over hernia to suggest that this 
characteristic is a not uncommon feature of ulcer. 
In 75 male ulcers 40 were so classified ; in the corre- 
sponding group of 75 male hernias there were 9. In 
25 women with ulcer 18 had this characteristic, while 
in the female hernias there were 5. Of the 100 ulcer 
patients, therefore, 58 show this characteristic as 
against 14 of the 100 hernias. 

There can be no doubt that these figures are of 
importance. They demonstrate that the sharpness 
and aliveness of the ulcer patient depends to some 
extent on a constant tension which is a valuable 
character trait in its minor forms, but carries with 
it various penalties when it becomes more severe. 
Their intense interest in activity and efficiency 
seems likely to be related to their strange failure to 
recognise the relation of external stress to their 
dyspepsia. It is also related to their tendency to 
continue working despite dyspepsia, unlike others 
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in whom slight physical disorder readily results in 
relief from toil. i 


DISCUSSION 


Writing on duodenal ulcer in 1932 Ryle aptly 
stated that ‘‘ our method will find its basis quite as 
much in intimate studies of constitution, habits of 
life and environment, as in the refinements of chemistry 
bacteriology and animal experiment.” As long ago 
as 1884 Stiller pointed out the relationship between 
gastric upsets and financial losses, and there is good 
ground to believe with Barclay (1932) that the 
stomach is one of the most responsive organs in the 
body, for “we know that it may react to almost 
every emotion and sensation that man is capable of 
experiencing.” 

Our investigations suggest that the ulcer individual 
is more liable to rebuffs and failures than his less 
ambitious, less active brother. Yet he is able to 
pass through life happily until some acute stress or 
anxiety is suddenly experienced, when he is liable 
to discharge his increased tension via special channels 
of his autonomic nervous system. He is reticent and 
does not wish to unfold his difficulties—the layman 
sometimes calls this ‘feeling things inwardly ’’— 
and it may be this that is so damaging to him. In 
most of our patients the anxiety that preceded 
dyspepsia was related to security—money difficulties, 
increased. responsibility at work, the possibility of 
dismissal, the illness of a near relation, the sudden 
death of a brother. Dyspepsia appears some 5-7 days 
after such events, and, as we have shown, is soon 
followed by a demonstrable ulcer crater. 


Many are worried but few develop dyspepsia. 
There is no complete explanation why. But we 
know from experience that ulcer heals readily ; we 
also know that frequent feeds and occasional adminis- 
tration of alkali soon dispel the early symptoms; and 
it may be that ulcer in its early stages is more common 
that we imagine. In the ulcer individual there is 
the soil and the seed. The soil is the tense, active 
personality whose concern is more with things 
external than with his own health ; the seed is acute 
anxiety the result of some reverse in fortune or 
increased responsibility. He begins to suffer from 
dyspepsia, or rather hunger pains, and if he eats 
regularly and frequently, he may quickly obtain 
relief. Or he may be engrossed in his work (perhaps 
more than usual because of his anxiety), and be long 
hours without food, in which case there is a pouring 
forth of active juice undiluted by food, and an ulcer 
forms. With attention to frequent feeds and medica- 
tion the ulcer heals and the symptoms disappear. 
He goes his way and remains well, able to eat and 
drink what he will, with no pain or discomfort, 
until another upset brings a return of his symptoms, 
and with it all the signs of an active ulcer. Such 
are our examples, some of them in people in whom 
complete freedom from dyspepsia had been enjoyed 
for twenty or thirty years until a crisis was suddenly 
experienced. In some the dyspepsia and ulcer- 
formation occurred for the first time at the mature 
age of sixty—but in such cases, as a rule, the event 
preceding the symptoms was outstanding. 

Will such a view fitin with our present knowledge 
of ulcer? The multiplicity of cures in a way support 
this nervous origin. None can deny that medical 
measures dispel ulcer symptoms and signs, or that 
surgery is also successful, and the injection of histi- 
dine or even of sterile water have their advocates. 
Peptic ulcer is a recurrent disorder; it heals and 
breaks down again. Even without any treatment 
the patient often obtains freedom from attacks for 
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(it may be) a year or more. If we believe that an 
ulcer can be produced by electrical stimulation of 
the hypothalamus (Beattie, Cushing, and others) 
we must also be ready to accept that emotional upsets 
may produce profound disturbances in gastric func- 
tion and eventually in structure, and it follows that 
a man’s environment, work, and responsibility are of 
fundamental importance. Attention to the whole 
man is therefore essential if our therapy is to succeed. 
It is not enough that the ulcer heals, it must be’ pre- 
vented from recurring. By demonstrating to the 
patient the connexion between his mind and his 
stomach much may be accomplished. His anxieties 
may be lightened by some adjustment of his work, 
and he may forestall damage to his gastric mucosa 
by frequent meals and regular habits. There is more 
in this than is apparent. It is not uncommon to 
hear from a patient who shows hypersecretion and 
hyperacidity that he breakfasts at 6 a.m. and has no 
food whatsoever until 1 P.M., and again is without 
any sustenance until 5 or 6 p.m. A simple alteration | 
of his habits will do much. Moreover, when the 
clouds gather and worries accumulate, a rigid régime 
will do much to prevent recurrences and relapses. 


In the development of the clinical peptic ulcer 
there are probably several factors: the character 
and frequency of foods, the degree of hypersecretion, 
as well as the type of person and the type and fre- 
quency of emotional upsets. We wish however to 
emphasise that the mind appears to play an important 
part and we are inclined to believe that if an ulcer 
patient is freed from anxiety his dyspepsia troubles 
him no more. 


During our observations we found that relapses— 
i.e., a return of dyspepsia—were frequent, but only 
a minority of patients showed on X ray examination 
a return of the ulcer crater. These relapses were 
investigated in similar fashion and we found the same 
history of anxiety preceding the return of indigestion. 
There appears to be no distinction between these 
relapses except possibly the magnitude of the dis- 
turbance felt and the readiness with which the suf- 
ferer resorts to frequent feeds. Though in this paper 
we have not incorporated. any Tables showing 
relapses without craters we wish to emphasise our 
belief in their similarity. There is a tendency to 
treat a person who suffers from indigestion and who 
shows no ulcer with a certain flippancy, but once he 
develops an ulcer (although it may be no more than 
a mucosal fleck) he is considered a different being—a 
sufferer from an organic disorder as distinct from a 
functional dyspeptic. This readiness with which we 
sort the patients into two distinct categories, the 
organic and the functional, on a breach in the mucous 
meimbrane is hardly fair, if we believe that the mind 
plays an important part in ulcer development. 
Some very hard but true words were written by 
Boles in 1928: 


“ Unfortunately scientific progress has been so dramatic 
that the study of the disease overshadows the study of 
the patient. The student, the surgeon, the clinician of 
to-day concentrate their endeavours on the search for 
something organically wrong, and if their best efforts are 
not rewarded, interest in the patient lags; he is simply 
labelled a neurotic and ipso facto becomes a candidate for 
Christian Science or some medical fad.” 


According to our findings peptic ulcer is in origin a 

„disturbance of the nervous system and deserves no 

more and no less attention than that form of dyspepsia 

which at the time of examination shows no demon- 

strable ulcer crater. Indeed there is much to support 

the conception that “there is no such thing as a 
AAZ 
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purely psychic illness or a purely physical one, but 
only a living event taking place in a living organism ” 
(Mohr 1925). 

Our patients’ troubles were those of people of small 
means—men and women who depend for their well- 
being on the money they earn each week—but we 
have found no difference in private practice where 
anxieties may be over matters of larger dimension. 

We were surprised to find that the patients failed 
to observe any connexion between their anxiety and 
the dyspepsia, although in most cases it was blatantly 
obvious. Byt once the sequence of events is under- 
stood success in treatment is far more certain. It 
may be that there is much suppression of their anxiety, 
and that emotional problems, thus put out of mind, 
retain their power to cause long-standing tension, 
dysfunction, and eventual structural changes. 

SUMMARY ` 

1. Inquiry into 205 cases of peptic ulcer showed 
that in 84 per cent. the symptoms began soon after 
some event affecting the patient’s work or finances 
or the health of his family. Only 22 of a control 
series of 100 patients with hernia gave a history of 
any such event preceding their illness. 

2. Of 52 relapses of peptic ulcers, proved by radio- 
graphy, 42 were shown to date from some event 
causing anxiety to the patient. 

3. A group of 100 ulcer patients were compared 
psychologically with 100 hernia patients using Culpin’s 
system of group-scoring, and it was found that a 
significant excess of ulcer patients showed undue 
tension long antedating their ulcer symptoms. 

: 4. A description is given of the characteristics of 
the ulcer patient—his facies, his constant activity, 
and his reaction to illness. 

5. It is concluded that chronic peptic ulcer is an 
example of the influence of the mind in producing 
structural change, and that successful therapy 
depends upon attention being given to the whole 
man—his work and his anxieties, as well as his diet. 


Part of this work was made possible by a grant to the 
Tavistock Clinic by donors who desire to remain anony- 
mous. We wish to record our gratitude to the staff of 
Barnsbury Labour Exchange, and to the directors, staff, 
and medical officer of Messrs. Horlick’s of Slough for 
their coöperation ; to the staff of Hounslow (Middlesex), 
Richmond Royal, and Wood Green Hospitals for ready 
access to patients with hernia; to Sir Frederick Menzies 
and the staff at Lambeth and St. Mary Abbot’s Hospitals 
for further supplies of hernia ; and lastly to our colleagues 
at the Royal Free Hospital for their many kindnesses. 
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Ir has been shown recently by Jancsó and Jancsó 
(1935), and by Schern and Artagaveytia-Allende 
(1935, 1936) that Synthalin (decamethylenediguani- 
dine) has a definite therapeutic effect on mice infected 
with various pathogenic trypanosomes. Apparently 
both groups of workers were led to make this interest- 
ing observation by the same considerations—viz., 
firstly that trypanosomes require for their meta- 
bolism large quantities of carbohydrate, and secondly 
that synthalin, when given in large doses, produces 
a pronounced hypoglycemia. Still more recent 
investigations, however (Lourie and Yorke 1937), 
showed that synthalin exerts in vitro a powerful 
trypanocidal action which is of the same order as 
that of the aromatic trivalent arsenicals, a concen- 
tration of only 1 : 256,000,000 sufficing to destroy 
practically all the trypanosomes of a suspension within 
24 hours at 37°C. From this work it was concluded 
that the therapeutic action of synthalin does not 
depend upon any hypoglycemia which it may produce 
in the host, but upon its direct lethal effect on the 
parasite. | 


TABLE J 
: Thera- 
Trypano- Onn nn peutic 
Compound. cidal titre mg. per effect in 
in vitro. 20 g. mouse). ce 
Tetramethylene- 
diguanidine 2 HCl 1,000,000 4:0 Nil. 
Pentamethylene- | 
diguanidine 2 HC] 1,000,000 ' 40 2 
Hexamethylene- i 
diguanidine 2 HC1 8,000,000 1-0 a 
Octamethylene- ; 
diguanidine 2 HC] 64,000,000 0-25 Slight. * 
Decamethylene- 
diguanidine 2 HC) 
(synthalin) 256,000,000 | 0:125-0°25 Cons. t 
Dodecamethylene- 
diguanidine 2 HC) 
(synthalin B) 256,000,000 0:125 at 
Tetradecamethylene- 
diguanidine 2 HC] | 256,000,000 0:125 „t 
Halarsol . | 256,000,000 | 0-75 | Curative.t 
t 


* Slight implies that with maximum tolerated doses the blood 
of infected mice is cleared of trypanosomes for a number of days, 
but relapses always occur. f 

t Considerable (cons.) implies that fractional doses suflice to 
clear the blood temporarily, and that with maximum tolerated 
doses, or repeated smaller doses, permanent cures are occasionally 


obtained. 
t Curative implies that cures are usually obtained with 
small doses. 


single easily tolerated doses, or with repeate 
M.L.D.= minimum lethal dose. 


This discovery of the direct trypanocidal action of 
synthalin is one of considerable interest, because its 
chemical constitution is essentially different from 
that of all known trypanocidal substances. In view 
of this fact it seemed of importance to determine 
by a series of orientating experiments how far 
the trypanocidal activity of synthalin is a specific 
property of the alkylene diguanidine type of molecule. 

In the first place a series of homologues of syn- 
thalin was prepared and tested. It will be observed 
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(Table I) that the trypanocidal action in vitro rises 
as the number of methylene groups in the alkylene 
chain increases, until, when these number 10 to 14, 
the action in vitro is comparable with that shown 
by the aromatic trivalent arsenicals—e.g., Halarsol. 
With lengthening of the alkylene chain there is also 
an increase in toxicity for mice, but this increase is 
not strictly parallel with that of the trypanocidal 
activity; thus the decamethylene member (syn- 
thalin) is 256 times as trypanocidal as the tetra- 
methylene compound, but its toxicity for mice is 
only 16 to 32 times as great as that of the tetramethy- 
lene compound. The therapeutic effect in infected 
mice is seen to be dependent upon these two factors. 
With the lower members of the series, which exhibit 
a relatively low trypanocidal power in vitro, there is 
no appreciable therapeutic effect ; this first becomes 
manifest with the octamethylene member, maximum 
tolerated doses of which clear the: blood of infected 
mice for a number of days. With the 10-—to 14- methy- 
lene members the therapeutic action is considerable ; 
for example, in the case of synthalin 0-05 mg. per 20 g. 
mouse (about a third of the maximum tolerated dose) 
sufficed to make the blood negative for 5 or 6 days ; 
and permanent cures were occasionally obtained with 
the maximum tolerated doses, and also with repeated 
smaller doses. 


TABLE II 
Compound. oy Toxicity.* Taerap; 
Guanidine carbonate 16,000 10-0 Nil. 
Nonylguanidine HI .. l 64,000 1-0 s 
Dodecylguanidine HC] 4,000,000 0-25 ñ 
Tetradecylguanidine HC] .. | 4,000,000 0-5 5 
Hexadecylguanidine HCI 4,000,000 1-0 se 
Octadecylguanidine HC] 500,000 8-0 5 


* The headings shown in Tables III-VIII are contracted from 
those in Table I. 


The alkylguanidines (Table II) also exhibit try- 
panocidal activity when examined by the in-vitro 
technique, but of a much lower order than that 


of the corresponding diguanidines. ` 
TABLE III 
Compound. Te Toxicity. came a : 

Arginine 1,000 >10-0 Nil. 
Agmatine 64,000 > 16-0 ‘i 
Galegine sulphate 256,000 0°5 rs 
Hydroxyhydrogalegine 16,000 > 10:0 a 
Glycocyamidine 1,000 >10°0 Fe 
Alacreatinine.. ` <1,000 | >10-0 7 
Creatinine P 1,000 > 10-0 ss 
Diguanylepermine 4 HCI 256,000 | 1-0 ? 


Certain simple cyclic guanidines of the type of 
creatinine, and other guanidines containing carboxyl, 
amino, and hydroxyl groups, display very little try- 
panocidal action in vitro (Table III). Especially 
noteworthy is the relatively weak activity shown by 
diguanylspermine, which differs from synthalin only 
in that the chain of 10 methylene groups is broken 
by 2 imino groups. 

That the guanidine grouping NH : C(NH,)NH - is 
not essential for trypanocidal activity is shown by 


the result of examination of a series of alkylenedi- 
isothioureas, in which the connecting link between 
the guanyl grouping NH : C(NH,)—- and the carbon 
(alkylene) chain is not an imino group —NH-— but 
a sulphur atom—e.g., NH :C(NH,)-S-—CH,-. Here 
also the trypanocidal action rises as the series is 
ascended (Table IV). The only factor common to 
the two series is the possession of a long carbon 
chain and the guanyl grouping NH : C(NH,)-. 


TABLE IV 
Titre Tox- | Therap. 
Compound. i.v. icity. | effect. 
Kthylenedi-isothiourea 2 HBr.. 2,000,000 4:0 Nil. 
Propylenedi-isothiourea 2 HBr 8,000,000 4-0 | Slight. 
Hexamethylenedi- 
isothiourea 2 HBr 8,000,000 4:0 Cons. 
Decamethylenedi- 
isothiourea 2 HBr | 8/16,000,000 2-0 Nil. 
Dodecamethylenedi- 


_ isothiourea 2 HBr | 8/16,000,000 1-0 5 


Cons. = considerable. 


It is possible to proceed a step further in our 
analysis of the origin of the trypanocidal activity of 
these types of compounds, for high trypanocidal 
activity is found in the alkylene diamidines (Table V) 
in which two guanyl groups NH:C(NH,)-—- are 


TABLE V 
Titre Tox- | Therap. 
Compound. i.v. icity. | effect. 
Octamethylene- Very 
diamidine 2 HCI 8,000,000 1:0 | slight.t 
n-Decane 1: 10 diamidine 2 HC} | 64,000,600 0:5 Curative. 
n-Undecane 1:11 : l 
; diamidine 2 HC]*/256,000,000 0°5 j 
n-Dodecane 1 :12 
diamidine 2 HCl | 64,000,000 0°5 3 


*We are indebted to Mr. F. L. Pyman, D.Sc., F.R.S., of 
Boots Pure Drug Co., for a sample of this compound. 
t“ Very slight” implies that maximum tolerated doses 
prolong the life of the anima), but do not entirely clear the 
lood of trypanosomes. 


attached directly to the ends of the methylene chain 
without the intervention of other atoms or groups. 
Here again a maximum of activity is reached as 
the series is ascended, undecanediamidine especially 
exhibiting a very pronounced trypanocidal activity 
in vitro, and a curative action in infected mice and 
rabbits. 


TABLE VI 
Compound. “iv. | icity. | effect, 
Nonylamine HCl ‘ 500,000 4-0 Nil. 
Tetradecylamine HCl] .. 4,000,000 2°0 = 
Hexadecylamine HCI] .. 4/8,000,000 2-0 j 
Octadecylamine HC! . . 2,000,000 4:0 5 
Octamethylenediamine 2 HCI.. 250,000 8-0 | Nil. 
Undecamethylenediamine 2 HCI | 1,000,000 8-0 | ‘3 
Tetradecamethyiramine 2 HCl | 32,000,000 | 20°, 


When the guanyl group NH : C(NH,)- is replaced 
by the amino group NH,- there is still noticeable 
trypanocidal activity in vitro which seems to reach 
its maximum at hexadecylamine in the alkylamines. 
In the alkylene-diamines a still greater activity 
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is observed in vitro, and it is not certain that a 
maximum for the series has yet been reached. 

A few quaternary ammonium compounds (both 
mono- and di-) have been prepared, but their try- 


panocidal activity is small (Table VII). . Unlike all 
TABLE VII 
Titre | Tox- | Therap. 
Compound. i.v. icity. | effect. 
Trimethylnonylammonium chloride | 64,000 2:0 Nil. 
Trimethylnonylammonium iodide .. | 64,000 2-0 P 
Trimethyloctadecylammon. chloride | 256,000 1-0 5 
meth toctamethy ene bis 
ET i mon E OTRE 1,000 | 0:25 ò 
xamethyltetra Scania ylene 
i : bis ammon. chioride | 16,000 0°5 5 


the other compounds they cannot give free bases by 
hydrolysis of their salts, and this suggests that 
possibly the trypanocidal activity of the amidines, 
guanidines, amines, and isothioureas, which are all 
strong bases forming neutral salts, is a property of 
the free bases. 

The results of examination of a few miscellaneous 
compounds (Table VIII) supports the view that in 
the active compounds tabulated above one is dealing 
with a highly specific biological property conferred 
by specific chemical groupings. 

Examination of the data presented in the 
Tables shows that provided one knows the trypano- 
cidal titre in vitro of a compound, and its toxicity 
for mice, one can form a shrewd opinion whether or 
not the compound will have any therapeutic action 
in infected mice. Among the compounds examined 
those possessing the greatest trypanocidal action 
in vitro are, the decane, dodecane, and tetradecane 
diguanidines (Table I), and the decane, undecane, 
and dodecane diamidines (Table V). Of the former 
group decane diguanidine (synthalin) is the least 
toxic, the minimum lethal dose per 20 g. mouse being 
about 0-25 mg., although 0-15 mg. frequently pro- 


TABLE VIII 
Compound. — Titre i.v. | Toxicity. qe 
Sebacic acid bis imino- 
ether 2 HC] 1000 8-0 Nil. 

Sodium stearate .. 4000 8-0 r 

j palmitate 4000 8-0 M 

5 laurate .. 4000 8-0 a 

” ricinoleate 4000 8-0 > 
Hexylresorcinol .. 8000 2:0 iy 


duces toxic signs ; the maximum well-tolerated dose 
is about 0-075 to 0-1 mg. The toxicity of each of 
the three compounds of the latter group is about the 
same, and definitely less than that of synthalin ; the 
minimum lethal dose per 20 g. mouse is about 0-5 mg. 
and the maximum well-tolerated dose is at least 
0-25 mg. As the undecane member is of rather 
greater trypanocidal activity than either of the 
other two it was decided to compare its therapeutic 
action with that of synthalin. 

The results of these experiments, which are sum- 
marised in Table IX,. show clearly the pronounced 
superiority of the therapeutic action of undecane 
diamidine. With a single well-tolerated dose (0:25 mg. 
per 20 g. mouse) no less than 80 per cent. of per- 
manent cures were obtained, and with a dose of 


about half this size (0-15 mg.) permanent cures were 
obtained in 4 of 10 mice. Synthalin given in the 
larger of these doses (0-25 mg.) killed 4 of 5 mice, and 
with the smaller dose, notwithstanding the fact that 
it produced toxic signs, only 1 cure was obtained in 
the 10 mice treated. That the superiority of undecane 
diamidine is not entirely due to its lower toxicity is . 
further shown by the fact that the very small dose of | 
0:025 mg. per 20 g. mouse sufficed temporarily to 
clear the blood of all 5 mice treated with undecane 
diamidine, but of none of those treated with syn- 
thalin. The various methods of treatment by repeated 
fractional doses bring out equally the therapeutic 
superiority of undecane diamidine. 


TABLE [X—cCOMPARING THD THERAPEUTIC ACTION OF SYN- 
THALIN AND UNDECANE DIAMIDINE IN MICE INFECTED 
WITH T. rhodesiense , 


` Synthalin, | [ndecane 
Dose (mg. per 
20 g. mouse). x ; Š ‘ 
0.0 0.0 
mite. Result. mice. Result 
7085 3 6. tS ae we sed 5 1C(T) 10 8C 
; 4P 2 R 
2 0°15 ie aa ane 10 1C 10 4C 
9 2 P 6 R 
Š 7? R (T) 
: 0075 .. cle | 10 HOR = n 
mi 0-05 5 5R 6 6R 
0-025 Sdi is R 5 5 NN 5 5R 
Å (0-075 on ist dayanao-05 | 10 |20 10 | 80 
9 on 4 following days. 8 R(T) 2R 
aJ 0:05 at 3- or 4-day inter- | 10 |10 R 10 8 C 
a vals for 5 doses. 2R 
a 10-05 at 3- day intervals | 5 | 5R 5 30 
Bit tore eS a for 2 dos 2R 


C = Oured. AE relapse in an observation period of 2 to 3 
mon 
P = Poisoned. The animal was killed by the drug. 
(T) = Toxic. The animal exhibited toxic algne. but recovered. 
R = Relapsed. The blood became negative, but trypano- 
NN somes reappeared after an interval. 


Not negative. Trypanosomes did not disappear from 


the blood. 


The experiments on the treatment of infected 
rabbits with these two substances are not yet com- 
pleted, but they are sufficiently advanced to show 
that even rabbits in a late stage of the infec- 
tion, with pronounced lesions of the skin, mucous 
membranes, and genitalia, respond readily to. treat- 
ment with undecane diamidine. After a few well- 
tolerated doses all the lesions heal, the animals regain 
their normal appearance, and they remain well for 
weeks after the conclusion of treatment. Whether 
permanent cures of infected rabbits can be obtained 
by the use of this substance it is as yet too early 
to say. Sufficient information has, however, been 
obtained to establish clearly that also in rabbits the 
therapeutic activity of undecane diamidine is superior 
to that of synthalin. | 

It is of importance to note that trypanosomes do 
not readily become resistant to undecane diamidine, 
as they do to the aromatic arsenicals. Up to the 
present, prolonged attempts to make the parasites 
resistant to this compound, by repeated administra- 
tion of subcurative doses to infected mice, have 
failed ; and, furthermore, infections in mice and 
rabbits which have relapsed after a first course of 
treatment by the drug appear to be just as sensitive 
to a second course of treatment as they were to the 
first. Another point of considerable interest is the 
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fact that trypanosomes, which have been made 
completely resistant to the aromatic arsenicals and 
to Bayer 205, respectively, are very sensitive to 
undecane diamidine, and to synthalin. 


SUMMARY 


The investigation described in this paper was 
prompted by the discovery that synthalin has a 
direct trypanocidal action. 

A considerable number of guanidines, isothioureas, 
amidines and amines, with alkyl and alkylene chains, 
were prepared and examined for trypanocidal activity. 
It was found that certain of the diamidines exhibit 
a powerful trypanocidal action in vitro. With the 
most active member of the series, undecane diami- 
dine, it is possible to produce permanent cures in 
infected laboratory animals. As undecane diamidine 
is of entirely different chemical constitution from all 
known trypanocidal substances, this discovery is of 
considerable academic interest. ' This interest is 
increased by the fact that resistance to the drug is 
acquired by the trypanosome very slowly, if at all, 
and that trypanosomes which have been made com- 
pletely resistant to the aromatic arsenicals and to 
Bayer 205 exhibit no resistance to this compound. 
It is also of practical significance in that it opens up 
a new field in the search for substances of therapeutic 
value against trypanosomal infections. 
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THE INADEQUACY OF 


SYNTHETIC ASCORBIC ACID AS AN 
ANTISCORBUTIC AGENT 


By ALF Exmsy, M.D. 
AND 
Pror. ERIK WARBURG, M.D. 


(From Medical Department B and the University Clinic in 
Rigshospitalet, Copenhagen, and from the University 
Institute for Hygiene, Copenhagen) 


IN 1928-35 Szent-Györgyi demonstrated the 
presence of ascorbic acid in all antiscorbutic 
substances. Later, when it was found that the 
synthetically prepared ascorbic acid also had an anti- 
scorbutic effect, the conclusion was generally accepted 


that synthetic ascorbic acid and vitamin C were 


absolutely identical. Recently, however, we have 
been impressed by the fact that some patients 
presenting typical prescorbutic and scorbutic condi- 
tions have not reacted to the administration of 
synthetic ascorbic acid in the manner that would be 
expected if this were the case. 

As one of us (A. E.) has provided data (to be 
published later) concerning the absorption and 
elimination of ascorbic acid, this clinical observation 
was subjected to closer investigation. For a time the 
capillary resistance test of Göthlin was applied to all 
patients admitted to the service, and, in addition, the 


serum ascorbic acid of theseindividuals was determined 
by the method of Lund and Lieck (1936). A total of 
29 patients were found to present signs of hæmor- 
rhagic diathesis together with a low ascorbic acid 
concentration in the serum, and each of them was 
given 300 mg. of ascorbic acid daily by mouth for 
ten days. In all but 3 this led to disappearance of 
the tendency to hemorrhage and a return of the serum 
ascorbic acid to normal. (In passing, it may be 
observed that one patient, not included in this list, 


had to be given ascorbic acid by the intravenous 


route before he was cured.) Three patients, however, 
differed from the others in that the hzemorrhagic — 
condition was not cured, and the serum ascorbic acid 
not increased by the oral administration of ascorbic 
acid. They had all received by mouth a total of 
3 grammes, and they were now given an additional 
300 mg. of ascorbic acid intravenously every day for 
ten days. But even then the hexmorrhagic condi- 
tion was not abolished, nor was the serum ascorbic 
acid brought up to normal. 

After these 3 patients had taken a total of 6 g. 
of ascorbic acid, they were given the juice of ten 
lemons every day for ten days. (By the Lund-Lieck 
method each lemon was found to contain from 20 > 
to 40 mg. of ascorbic acid.) With this change in 
treatment the hzmorrhagic condition disappeared 
and the serum ascorbic acid returned to normal. 


Methods of analysis.—The serum ascorbic acid was esti- 
mated by (a) the macro-method of Lund and Lieck (1936) 
and (b) the micro-method of Elmby and With (1937). The 
ascorbic acid in urine was estimated by the Lund-Lieck 
method (Dr. Lund kindly placed hig method at our 
disposal before it was published, for which we are very 
grateful). We have also in some cases used Harris and 
Ray’s method. All analyses were made in duplicate. 
The ascorbic acid in the serum is recorded as mg. per 
100 c.cm. and the ascorbic acid in the urine as mg. The 
determinations in serum were performed daily. 


Only some of the results obtained will be given 
here; a complete report will be published elsewhere. 


THE THREE CASES 


CasE 1.—A tailor’s apprentice aged 24. He had 
suffered from diarrhcea since the age of 7, the attacks lasting 
a month, with intervals of about a month. After he had 
reached the age of 11, blood and mucus were occasionally 
observed in the stools. His condition usually improved 
during summer and autumn, especially when he was 
able to get more fresh fruit. The disease was always 
at its worst during the winter. No bleeding from the 
gums, but he had a complete set of artificial teeth. He 
mentioned that he bruised easily. 

The test-meal (Ewald) showed the quantity of free 
hydrochloric acid to be 50, and the total quantity of 
acid 80. Stools: blood + +, mucus +, pus + + (quantita- 
tive test with catalase by the Thune-Andersen and Kemp 
method). Radiography: stomach, no abnormality ; 
colon, typical findings of severe ulcerative colitis; long 
bones, some rarefaction. Blood picture: hæmoglobin, 
94 per cent. (Haldane); white cells, 5080 (differential 
count normal); thrombocytes, 320,000 (O. Thomsen 
method). 

The serum ascorbic acid at the beginning of the observa- 
tions ranged from 0-02 mg. per 100 c.cm. to 0:03 mg. 
at the end of five days. During ten days’ administration by 
mouth of 300 mg. of ascorbic acid daily the values remained 
at 0-02-0-03 mg., and when 300 mg. was injected intra- 
venously each day they remained the same. During the 
administration of lemon juice the figures rose as shown in 
Table I. i 

After this the lemon juice was discontinued and the 
patient was given instead 300 mg. of ascorbic acid each 
day by mouth. The serum ascorbic acid then fell from 
0-78 mg. per 100 c.cm. to 0-02 mg. in fifteen days, rising to 
0°03 mg. in the next five days. Lemons were therefore 
again supplied, and their tas is seen in Table II. 

AA 
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Administration of lemon juice was then discontinued for 
thirty days, and 300 mg. of ascorbic acid was given by 
mouth for twenty days with the result that the values fell 
from 0-76 mg. to 0-02 mg. in fifteen days, rising to 
0-03 mg. in the last five days. After this 500 mg. of 


; . + ù . + | "8 
Date. 3 5 3 E 5 Ef 
rm n < J a 4 SR 
April26| 5l002 | 0 5 |042 |14|.. 
' » 271| 5]|002 | 0 5 | 0-41 | 14 
» 28| 51004 | 0 5 | 0-44 | 15 | 40 
» 29| 10] 0-20 | 0 5 | 0-39 | 16 
» 30| 10 | 0-24 | 0 5 | 0-39 | 16 
May 1] 10 | 0-22 | 0 ö | 0-44 | 18 | 44 
» 2/101 0-24 | 0 5 | 0-74 | 40]... 
» 3|10|0-23 | 1 5 | 0-75 | 61] .. 
» 4/1010-25 | 4 5 | 0-76 | 46 | 36 
» 5| 10] 0-26 | 3 5 | 0-78 | 46] .. 
» 6| 5| 0-35 | 6 5 | 0-76 | 48]... 
» 7| 5 | 0-36 | 18 5 | 0-82 |108| 8 
» 8| 5 | 0-44 | 13 5 | 0-84 |106 


*S.A.A.= Serum ascorbic acid (mg. per 100 c.cm.). 
Tt A.A. bie Ascorbic acid in urine (mg.). 


ascorbic acid wag given daily by mouth for ten days, 
but the serum ascorbic acid still did not rise above 0-03 mg. 

Finally, renewed administration of lemons resulted in 
the rise shown in Table III. 


CasE 2,—A man aged 55. For fifteen years he had had 
dyspepsia manifested by delayed pain and hunger-pain, 
and he was admitted to the hospital suffering from melena. 
He had furthermore presented symptoms of arterio-sclerotic 
heart disease and gingivitis and peri-odontitis. 

Test-meal (Ewald): free acid, 50; total acid, 70. 
Radiography: of stomach, pylorogastritis, ? ulcer. 
Stools free from blood and mucus. Proctoscopy, no 
abnormality. Blood picture: hæmoglobin, 100 per cent. 
(Haldane); white cells, 6040 (differential count normal) ; 
thrombocytes, 350,000. 


| ù 8 à 8 
mea ENEI: badi ESEI 
E g, 4 oe 

June 16 | 10 | 0-02 |0 ea 
» 17 | 10 | 0-02 | 0 46 | 32 
» 18| 10) 012 | 5 40 | .. 
» 19/10/012 | 6 42 |... 
» 20 |10 |013 | 8 102 | 8 


The serum ascorbic acid at the beginning of the observa- 
tion period ranged from 0-02 to 0-03 mg. per 100 c.cm. 
(five days). With oral administration of 300 mg. of 
ascorbic acid daily for ten days it rose to 0-04 mg. During 
this period no ascorbic acid was found in the urine. After 
this, 300 mg. ascorbic’ acid was given intravenously daily 
for ten days, and the ascorbic acid rose in the serum to 
0-08 mg. per 100 c.cm. During this period the patient 
excreted 40-180 mg. in the urine. The substitution 
of lemons for the synthetic substance for ten gays gave 
the results set out in Table IV. 


CasE 3.—Nurse 44 years old. For twelve years she 
had suffered from dyspepsia, and she also complained of 


TABLE III 
d| 4/5 188 d| å |B |g8 
Date. | §| 4 |4 F gi 4/4 ag 
Sil se S| " |1133 
July 29 | 10 | 0-02 | 0 {100 August 1 10|018 | 6| 
» 30/10/002 0l.. » 2 |10 |048 |38|.. 
; 10 


31 012 | 3 | 40 » 3|10/0-58 | 40] 8 


diarrhea with pain and the passage of a considerable 
amount of blood and mucus. 

Mouth normal. Stools: blood +, mucus +, pus +. 
Radiography: no abnormality of stomach or intestine. 
Proctoscopy : mucous membrane edematous; many 
bleeding points seen. Blood picture: hæmoglobin, 
88 per cent. (Haldane); white cells, 6120 (differential 
count normal); thrombocytes, 440,000. 


TABLE IV 


meee | gae | cpr | gS ES | eE 


0-09 | 11 » 3 
0-21 | 16 » 4 
0-48 | 19 | 20 » 5 
0-46 | 18 » 6 
0-52 | 28 | .. 


During five days’ observation the serum ascorbic 
acid ranged from 0-02 mg. per 100 c.cm..to 0-025 mg. 
-During ten days’ oral administration of ascorbic acid it 
did not rise above this level, and the patient did not excrete 
any ascorbic acid in the urine, but after ten days’ intra- 
venous administration of ascorbic acid it reached 0-08 mg. 
During the latter period 40—180 mg. was excreted in the 


June17 | 8 | 0-09 19 | 23 
» 18| 9 | 0-22 36 
» 19| 9 | 0-30 82| 4 


urine daily, and after four days’ interval, it was found to 
be 0-09 mg. In the next six days she was given a total 
amount of 52 lemons with the result seen in Table V. 


CONCLUSION 


The 3 cases described had the following character- 
istics in common: (1) a history of intestinal trouble 
extending over many years; (2) inability to absorb 
ascorbic acid, or to retain it after intravenous 
injection ; and (3) cure of both humoral and clinical 
abnormalities following the administration of lemons. 

The explanation we suggest is that for the absorption 

„and retention of ascorbic acid some unknown substance 
(a co-vitamin) is required. This substance is present 
in lemons. 

This unknown factor may either be part of some 
other foodstuff (in which case its absorption may be 
inhibited by certain intestinal diseases), or else it 


THE LANCET] 


may be produced in the intestine under normal 
conditions. 

The hypothesis that this factor is the same as 
the P vitamin found by Szent-Györgyi is being 
investigated at present by one of us (A. E.). 
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STERNAL PUNCTURE IN PERNICIOUS 
AND ACHRESTIGC ANAMIA 
By A. F. Zanaty, M.B. Cairo, M.R.C.P. Lond., 
D.T.M., D.P.H. 


(From the Medical Clinical Unit, St. Bartholomew's H ospital, 
London) 


APLASTIC anzsmia of the idiopathic type is a rare 
disease characterised. by diminution of all the formed 
elements of the blood. When Ehrlich (1888) described 
the first case, showing aplastic and fatty marrow, 
which adequately explained the blood picture, 
aplasia of the bone-marrow was fixed as the criterion 
of aplastic anemia and cases which conformed with 
this description continued to be collected and reviewed 
(Cabot 1908, Hirschfeld 1911, Smith 1919). It was 


found, however, that some patients that have the 


clinical appearance and blood picture of aplastic 
ansemia show a red hyperplastic, not fatty aplastic, 
marrow and on account of this discrepancy these 
cases were called pseudo-aplastic anemia. Recently 
more attention has been drawn to this form, which 
seems to be the commonest (Thomson, Richter, 
and Edsall 1934). Wilkinson and Israels (1935 
and 1936) described a special group of cases 
characterised by hyperchromia, normal or almost 
normal gastric acidity, no disturhance of the gastro- 
intestinal tract or central nervous system, no 
pyrexia or evidence of hemolysis, and a lack of, or 
only a poor response to, the pernicious anzmia 
factor. Because of their hematological similarity 
they believed that they were dyshzemopoietic.anzmias 
of the pernicious type, and as the hemopoietic 
factor is absent from the liver in pernicious anemia 
but present in normal quantity in these cases, they 
believed that the patients were unable to utilise or 
mobilise that factor and therefore called them 
“ achrestic anzemia.”’ 
APPEARANCES IN MARROW 


We have recently had at St. Bartholomew’s Hospital 
a few cases which conformed with the description 
of this achrestic type, and to elucidate their true 
setiology their bone-marrow as well as that of 
pernicious anæmia was studied with the aid of 
sternal puncture. I examined 9 cases of pernicious 
anemia, 7 in relapse and 2in remission, and 6 cases of 
aplastic anemia, of which 4 were of the achrestic 
type. The white picture of the marrow in the 
achrestic type was more or less hypoplastic and did 
not differ materially from that of pernicious anæmia. 
It is therefore omitted here and only the erythro- 
poiesis that is the centre of interest in both groups is 
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discussed. Findings of all the cases are arranged 
for the sake of comparison in the Table. _ The picture 
of the bone-marrow in a case of pernicious anemia 
in. relapse and in achrestic anemia will now be 
described. 


Table showing Sternal Puncture Findings 


Megalo- | Macro- | Normo- 
re ea ue sei blasts. blasts. blasts. 
cent: orn} Percentage in marrow films. 
eal 100 §,000,000 0 | 0 | 13 
PERNICIOUS ANÆMIA 
1 50 1,360,000 56-5 5:5 5'5 
2 - 46 | 1,480,000 | 28 3 7 
3 41 1,360,000 64 10 1 
4 67 2,130,000 40 15 2 
5 45 2,030,000 54 11 6 
6 71 3,760,000 50 4 2 
7 48 1,440,000 33 8 12 
Average 46:5 81 | 51 
8 | 59 | 2,230,000 7 32 «| 325 
9 | 90 3,600,000 0 3 18 
AOHRESTIO ANÆMIA 
10 38 1,625,000 1 25 26 
11 41 1,040,000 0 32 4 
12 41 1,860,000 0 26 14 
~ Average 0-3 27-6 14-6 


Remarks.—Cases 1 to 7 in relapse; Cases 8 and 9 had liver 
before admission. 


Pernicious anemia.—Nucleated red cells were present 
in enormous numbers, often sticking to one another in 
the form of small islets at the periphery and tail of the 
film. They were mostly three to four times the size of 
normocytes, and had basophilic or polychromatic cyto- 
plasm and large finely reticulated nuclei. The diameter 
of the nucleus rarely exceeded half the area of the cell 
and there was always a generous margin of cytoplasm. 
Fully hemoglobiniferous forms were very few in number 
and their nuclei were smaller, more coarsely reticulated, 
and deeply staining. Some of these cells were very large 
with a deeply basophilic cytoplasm, and not infrequently 
a few nucleoli among their very fine chromatin meshwork 
(gigantoblasts or premegaloblasts). In the larger forms 
the nucleus was always less mature than the cytoplasm, 
and reticular nuclei might be seen in cells which con- 
tained almost a full complement of hemoglobin. Smaller 
forms, even normoblasts, were present, their cytoplasm 
polychromatic or red and their nuclei quite pyknotic. 

Achrestic anemia.—The bone-marrow, though hyper- 
plastic, was distinctly less cellular than in pernicious 
anæmia, but there were many nucleated red cells which 
were sometimes in small groups. These cells, on the 
whole, were large but they never equalled in size the 
gigantoblasts of pernicious anemia. They had basophilic 
cytoplasm and large nuclei which occupied most of the 
cell area. Nucleoli were sometimes met with, but the 
chromatin of the nucleus was more diffuse and arranged 
in coarse bands. Pyknosis of the nucleus was commonly 
in advance of hzemoglobinisation of the cytoplasm, and 
cartwheel arrangement of the chromatin, common to 
most macroblasts and normoblasts, was frequently seen. 
Many typical normoblasts were present. Only very few 
of the large cells were difficult to differentiate from megalo- 
blasts and were thus grouped as such. Mitotic figures 
were occasionally encountered, but were less numerous 
than in pernicious anzmia. 


DISCUSSION 
The definition of the terms megaloblast and macro- 
blast, which are sometimes confused and improperly 
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used, may first be attempted. The presence in 
abundance of exceptionally large nucleated red cells, 
which startled Cohnheim (1876) when he first described 
them in the bone-marrow of a fatal case of pernicious 
anemia and which were later stained and defined 
by Ehrlich (1880), has since been confirmed by various 
workers, yet the term megaloblast remains up to the 
present time the bugbear of hematology. It was 
originally defined as a partly or completely hemoglo- 
biniferous cell two to four times the size of an ordinary 
normocyte ; its nucleus, though larger than that of a 
normoblast, does not occupy as much of the cell 
area, is finely reticulated, stains so faintly that it 
may be missed even by the experienced eye, and 
contrasts with the characteristic pyknotic nucleus 
of the normoblast, which stains more deeply than 
any other known nucleus. The transformation 
of the megaloblastic marrow of early foetal life and 
of the relapses of pernicious anæmia into the normo- 
blastic marrow of late foetal life and of the remissions 
of pernicious anemia, was responsible for the further 
assumption of a genetic difference between the two 
forms of hæmopoiesis, megaloblastic and normo- 
blastic (Naegeli 1931). Although no one has seriously 
challenged the morphological identity of the megalo- 
‘blasts in pernicious anemia and in fetal life, their 
absolute individuality cannot be accepted for many 
reasons. , | 

Other large nucleated red cells are noted in normal 
marrow, but more especially in hyperplastic marrow 
and certain types of anemias. They are very. often 
polychromatic, their nucleus occupies most of the 
cell, and its maturation always precedes that of the 
cytoplasm—.e., it undergoes pyknosis before complete 
hemoglobinisation of the cytoplasm. To distinguish 
these from megaloblasts, the term macroblast has 
been introduced. The distinction between these 
cells, however, is not as clear cut as the adherents 
of the genetic theory would lead us to believe—it 
is a biological process and is more gradual. In the 
megaloblastic marrow in pernicious anzemia, macro- 
blasts and to a less extent normoblasts can be seen, 
and it is not always easy in such a marrow to identify 
every cell as a megaloblast or as a macroblast ; 
Ehrlich himself used to rely on the predominance of 
a special type of cell to decide the nature of a doubtful 
one. : 

Another source of confusion is the adoption by 
the American school of hematology (Sabin 1921, 
Peabody 1926) of the term megaloblast for the 
primitive cell of normal erythropoiesis, which was 
seen to detach itself from the endothelium of the 
intersmusoidal capillaries. If the term megaloblast 
is to continue at all in hematology, it should, as 
Turnbull (1936) recommended, be reserved for the 
cell originally described by Ehrlich. The difficulty 
in the identification of some cells should leave 
classification as megaloblast, macroblast, and erythro- 
blast still valid, and the presence of one or a few cells 
of any of these types should not prevent the classifica- 
tion of a bone-marrow according to the predominant 
form of cel. We should speak less and less 
of a megaloblast, macroblast, or normoblast, but 
more and more of a megaloblastic, macroblastic, or 
normoblastic marrow. Continuous study of the 
bone-marrow illustrates this point, as in this series, 
where the bone-marrow of pernicious anæmia was 
megaloblastic, while that of achrestic anzmia was 
macroblastic. 

Among the various features of pernicious anemia, 
megalocytosis and achylia gastrica are the most 
constant. Hyperchromia and macrocytosis are both 
common in many other anzemias such as leukemia, 
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Hodgkin’s disease, some hemolytic anæmias (Davidson 
1932), disorders of the liver (Wintrobe and Shumaker 
1933), and some aplastic aneemias: The megalocytosis 
of pernicious anæmia has its roots in a megaloblastic 
marrow and it is further associated with the very 
pronounced anisocytosis of the circulating red cells, 
which is easily recognised under the microscope or 
graphically demonstrated by means of a Price- 
Jones curve. The irregular curve of pernicious anszemia 
with a wide base—i.e., high coefficient of variation— 
is quite unlike the symmetrical and narrow curve 
that is constant in almost all the macrocytic anzemias. 

The almost tumour-like megaloblastic erythro- 
poiesis in pernicious anemia and allied ansemias such 
as sprue and tropical nutritional anæmia has been 
traced to the absence of a hemopoietic factor from 
the system. The adequate supply of this factor is 
followed by a more complete and sustained cure than 
in the case of any other secretory deficiency in the 
body. In those anæmias in which the size of the 
red cells is increased, though there is no deficiency 
of liver principle, anisocytosis is rarely extreme and 
the predominant nucleated red cell is the macro- 
blast. Hence these anzmias are properly called 
macrocytic. 

A pernicious anemia that fails to utilise or mobilise 
the hzmopoietic factor should show the same 
features, pathology, and course as when this factor is 
absent from the system for any other reason. In 
achrestic anæmia, in spite of hyperchromia, erythro- 
poiesis and the whole picture are quite different from 
pernicious anemia. The macroblastic bone-marrow, 
the less severe anisocytosis, the higher reticulocyte 
count, the occasional presence of an immature 
leucocyte, and the usually negative indirect van den 
Bergh reaction in achrestic anzmia contrast with the 
megaloblastic marrow, the considerable anisocytosis, 
the low reticulocyte count, the old or multilobulated 
polymorphs, and the usually positive indirect van 
den Bergh reaction of pernicious anemia. The 
occurrence at a younger age, the absence of any 
nervous complication, even when the anæmia runs a 
chronic course, and the remarkable tendency to 
hemorrhage, prevent any clinical identification of 
achrestic with pernicious anemia. Such cases were 
perhaps responsible for descriptions in the literature 
of acute and aplastic pernicious anæmia or pernicious 
anæmia in the young and in children, formerly not 
infrequent but rarely if ever seen nowadays. 

Hyperplasia of the mother cells with aplasia of the 
mature forms in the circulation is not peculiar to 
pernicious anemia, but has its analogy in aleuksmic 
leukosis, and in some forms of thrombocytopenic 
purpura and agranulocytosis. It is doubtful whether 
the resemblance between pernicious ansmia and 
pseudo-aplastic or achrestic anæmia is more than 
superficial and indeed they are probably in no sense 
blood relations. Witts (1936) has suggested that in 
etiology and pathology pseudo-aplastic anæmia 
merges gradually and indefinably into aplastic anæmia, 
and that various grades of bone-marrow damage from 
hyperplasia to aplasia may be produced by the same 
toxic factor. For the present, nevertheless, it appears 
wise to distinguish a separate group of pseudo- 
aplastic or achrestic anzemias, for this common 
morbid anatomical basis for the syndrome of aplastic 
anzmia is unfamiliar to many people and the prognosis, 
though still often fatal, is rather more benign than 
in true aplastic anemia. 


SUMMARY 


1. Erythropoiesis, examined during life by means of 
bone-marrow puncture of the sternum, is more active 
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in pernicious anemia in relapse than in achrestic 
anemia, megaloblastic in the former and only macro- 
blastic in the latter. 

2. On this basis, as well as other hematological and 
clinical data, the conception that achrestic anemia 


is due to lack of utilisation or mobilisation of the 


pernicious anemia factor is criticised. 

3. Achrestic anemia appears to have no relation 
with pernicious anæmia and is better regarded as a 
special form of aplastic anemia. 


I wish to express my sincere thanks to Prof, L. J. Witts 
for his continual help and encouragement and for his 
permission to use this material and to publish these cases, 
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SUGAR-TOLERANCE TEST OF EXTON 
AND ROSE 


By C. J. Youne, M.B. Edin., D.T.M., D.P. fl. 


PATHOLOGIST TO THE BRADFORD ROYAL INFIRMARY 
With the technical assistance of H. BOLLAND 


AFTER criticising adversely the results of sugar- 
tolerance tests as commonly carried out, Exton and 
Rose (1934) described a new type of test which they 
claimed to be more reliable and convenient. Their 
procedure consists in administering 50 grammes of 
glucose to the fasting subject, followed by a second 
dose of 50 g. half an hour later. Blood-sugar estima- 
tions are made at the beginning of the test and at 
half-hourly intervals for one hour. They state that a 
normal curve should begin within the normal fasting 
limits, and during the second half-hour the blood- 
sugar should either fall, or should not rise by more 
than 5 mg. per 100 ml. of blood. ‘ The criteria for 
determining diabetes . . . are a more or less steep 
rise of not less than 10 mg. of blood-sugar in the 
60-minute sample following the second dose of glucose 
and the relation of blood and urine sugar values 
to the severity of the disease.” The new test thus 
differs from the older one in that two doses of glucose 
are given instead of one, and the subsequent curve 
is determined for only one hour instead of two. The 
authors claim as the result of more than 400 tests, 
that the new test is more reliable and specific, and 
also more convenient than the old one. The latter 
claim is justified by the shorter time required. 

Support for the new test was forthcoming from 
Kelly, Beardwood, and Fowler (1935) who, in compara- 
tive tests in 50 subjects, recorded two cases in which 
the results of the old and new tests differed. In each 
instance they interpreted the result of the new test 
to be correct. The last case mentioned in their paper 
is of special interest and the curves are shown in 
Fig. 1. In this case the old curve is described by the 
authors as doubtful and the new as typical of diabetes. 


The only clinical fact mentioned is that the gall- 
bladder had been removed in 1922. The old curve 
rises above the normal, but falls to within the normal 
fasting limits within two hours. This type of curve 
was described by MacLean (1932) as a “lag ’”’ curve, 
and recently it was suggested by Lawrence (1936) 
that it should be named “ oxyhyperglycemic.” The 
latter, in commenting on the rarity with which this 
type of curve appears to have been noticed in America, 
ascribed this to the use of venous blood for tolerance 
tests in contrast to the more frequent use of capillary 
blood in England. There is good evidence that this 
curve is due to nothing more than unusually rapid 
absorption and not to reduced sugar tolerance 
(Lawrence 1936). 

That a subject who can achieve a blood-sugar level 
of approximately 75 mg. per 100 ml. two hours after 
100 g. of glucose as in the above case can be diabetic 
is quite unacceptable to us. This case suggested, 
therefore, that the new test might break down when 
absorption was unusually rapid. To investigate this 
possibility we selected five cases for comparative 
tests, two because they had had gastro-enterostomy 
operations performed and were therefore likely to 
give “lag ” curves, and three because they were found 
to give “lag” curves during routine investigations. 


METHOD 


Blood-sugar estimations were made on capillary 
blood by a modified Folin and Wu technique, the 
erythrocytes being removed intact in the production 
of the filtrates. The subjects, with one exception 
(Case 4), had been on an ample carbohydrate diet. 
The tests were carried out during the morning following 
an overnight fast. In Case 4 the new test was carried 
out first, the old test being made three days later. 
In the other cases the old test was done first, the 
intervals between tests being: Case 1, 3 days; Case 2, 
14 days; Case 3, 2 days; and Case 5, 7 days. For 
obvious reasons, defective curves are described as 
showing reduced tolerance and not as diabetic. 


RESULTS 


In only one of the following patients (Case 2) were 
there grounds for suspecting reduced tolerance before 
the tests, this being the only one in which glycosuria 
had been found. 


CasE 1.—A woman aged 26 with amenorrhea. Eight 
months before she had also complained of excessive hunger 
and a sugar-tolerance test at that time had indicated 
increased tolerance, the curve reaching 44 mg. per 100 ml. 
at the end of two hours. At the time of the present tests 
(Fig. 2) she no longer complained of this symptom, but 
only of amenorrhea. The old curve is of the “ lag ” type, 
while the new suggests defective tolerance (rise of 43 mg. 
in second half-hour) of which, however, there was no 
clinical evidence and no glycosuria had been found. The 
new test was therefore considered to be erroneous. 


CasE 2.—A woman of 51 with a history of boils and 
glycosuria, on account of which a tolerance test was made. 
This showed a ‘‘ lag” curve by the old test (Fig. 3) and 
reduced tolerance by the new (rise of 12 mg. in the second 
half-hour), As the old curve attained a blood-sugar level 
of 63 mg. per 100 ml. at the end of two hours, the high 
rise was considered to be due to rapid absorption and not 
to reduced tolerance. 


CasE 3.—A man of 31, in whom no clinical diagnosis 
appears to have been made. Complaint was of depression 
and lassitude and no diabetic symptoms or glycosuria 
were recorded. A “lag ” curve by the old method (Fig. 4) 
was again found to be associated with a defective curve 
by the Exton and Rose test (rise of 20 mg. in the second 
half-hour). 


Case 4.—Man of 28, in whom a gastro-enterostomy had 
been carried out ten days previously on account of gastric 
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carcinoma. No glycosuria or other evidence of reduced 

' tolerance had been found. Both tests (Fig. 5) here suggested 
some lowering of tolerance, the old curve just failing to 
achieve a normal fasting level in two hours. While the 
old test indicated only a trifling defect, the new test 
suggested a more pronounced deficiency (rise of 124 mg. 
in the second half-hour). The slight defect shown by the 
old test might have been due to the recent operation or 
to post-operative dietetic restriction. 


Exton and Rose employed a dose of 75 g. of glucose 
for the old test and two doses of 50 g. for the new. 
Kelly, Beardwood, and Fowler used 100 g. for the 
old test in comparing it with two doses of 50 g. for 
that of Exton and Rose. In England it is usual to 
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FIG. 1 (From Fig. 4 of Kelly, Beardwood, and Fowler).—One of 
the two cases ina series of 50 in which result of the Exton and 
Rose test (E. & R.) differed from that of the old test (Old), 
the former being regarded as correct. 

FIG. 2.—From a woman, aged 26, with am 

lycosuria. ‘‘Lag’’ curve by old method, def 
y new. 


FIG. 3.—From a woman, aged 51, who had had boils and 
glycosuria. Old test shows “lag” curve due to rapid 
absorption, while new test shows reduced tolerance. 


orrhe@a;: no 
tive tolerance 


give 50 g. for the old test, and having found this 
satisfactory, we have employed this amount in the 
above four cases, so that we have used twice as much 
glucose in the new test asin the old. As this might 
be considered an unsatisfactory comparison, it was 
decided to try equal quantities in both tests. In the 
following case, therefore, two doses of 25 g. each 
were used for the Exton and Rose test. 


Case 5.—Man of 45, in whom a gastro-enterostomy had 
been performed eight years before, and who had: been in 
hospital under medical treatment for recurrent peptic 
ulceration. He had shown no glycosuria or symptoms 
suggesting reduced tolerance. The results of sugar-tolerance 
tests are shown in Fig. 6, and again a “lag” curve is 
found to be associated with a defective Exton and Rose 
curve (rise of 55 mg. in the second half-hour), in spite of 
the reduction in the amount of glucose used for the latter. 


In none of the patients in which it was investigated 
(Cases 3, 4, and 5) was the renal threshold found to 


DR. YOUNG: SUGAR-TOLERANCE TEST OF EXTON AND ROSE 


60 
MINUTES 


[pEc. 11, 1937 


be raised, and in one (Case 3) it appeared to be slightly 
lowered. 


DISCUSSION 


In four out of the five cases, selected because they 
appeared to show or were expected to show unusually 
rapid sugar absorption, the results of the two tests 
were diametrically opposed. In only one had glycosuria 
been found and none was considered to have a 
reduced sugar tolerance. The evidence obtained from 
these four cases seems to indicate, therefore, that the 
Exton and Rose test may give a defective curve, in 
spite of the absence of reduced tolerance, when sugar 
absorption is unusually rapid. As the new test may 


BL000 SUGAR (ing. per 100m.) 


90 - 120 0 30 90 120 


8LO000 SUGAR (ng per loom) 


120 0 30 90 120 


60 
MINUTES 
Stippled area represents norma) limits for old test. Dotted arrow = doses of glucose in Exton and Rose test, plain arrow that in the old. 


FIG. 4.—From a man, aged 31, no symptoms of diabetes. 
“Lag” curve by old method, defective Exton and Rose 
curve. 


FIG. 5.—From a man, aged 28, ten se after gastro-enterostomy 
for gastric carcinoma ; no glycos a. New test shows greater 
deficiency than the old. 


FIG. 6.—From a man, aged 45, eight years after gastro- 
enterostomy for peptic cer; no glycosuria. ‘‘ Lag” curve 
in old test assoclated with defective Exton and Rose curve. 


fail to distinguish between defective tolerance and 
rapid absorption, it cannot be relied upon as a test 
of glucose tolerance. 

Thé dissatisfaction expressed by some American 
writers with the standard sugar-tolerance test is not 
widely shared in England. As the chief difference 
in the methods employed in the two countries rests 
in the amount of glucose given, it seems probable 
that the American difficulties are due to too large 
a dose. There appears to be general agreement that 
increasing the dose of glucose prolongs the period 
before return of the curve to normal. Also, although 
MacLean (1932) has stated that further increase in 
the amount of sugar given (above about 25 g.) does 
not increase the actual height of the resulting hyper- 
glycemia, there is evidence to the contrary (Hale. 
White and Payne 1926, May 1928). May records 
that out of nine subjects giving normal tolerance 
curves after 50 g. of glucose, five gave hyperglycemic 
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curves and glycosuria after 1000 g. Although, there- 
fore, some workers have failed to obtain increased 
hyperglycemia with increased dosage, the positive 
results recorded indicate that in some individuals 
at least, increasmg the dose increases the height of 
the curve. Hale-White and Payne also point out that 
so large a dose as 100 g. is unpleasant to take and often 
causes nausea, which has a disturbing effect on sugar- 
tolerance turves. More than 50 g. appear undesirable, 
although less might be advantageous. 


SUMMARY 


Comparatiye tests of sugar tolerance carried out in 
accordance with the new method of Exton and Rose 
and the standard method have been made in subjects 
in whom sugar absorption was unusually rapid. 

Four such cases are recorded in whom there was 
reason to believe that sugar tolerance was not reduced. 

In each case the Exton and Rose procedure 
indicated reduced tolerance, although in one half 
the recommended dose of glucose was given. 

The Exton and Rose test is therefore considered to 
be unreliable as an index of sugar tolerance. 


We are indebted to Dr. J. K. Rennie and Mr. J. Dawson 
for the clinical material, and to Dr. H. T. Kelly and the 
Williams and Wilkins Co. of Baltimore, U.S.A., for 
permission to reproduce the curves in Fig. 1 from the 
American Journal of Clinical Pathology. 
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THE LUMBAR PUNCTURE PRESSURES IN 
SUBARACHNOID HAMORRHAGE 


By Rosert Kemp, M.D. Liverp., M.R.C.P. Lond. 


MEDIOAL REGISTRAR AT THE LIVERPOOL ROYAL INFIRMARY 


THovues there are many ways in which subarach- 
noid hemorrhage may arise, the most striking is 
bleeding from a ‘congenital aneurysm ” in a com- 
paratively young person. The rupture of such a sac 
is by no means so often fatal as its name would 
suggest, yet we have no control over the leakage. 
The patient usually saves his own life by a spon- 
taneous clotting inside the bleeding sac. We still 
know very little about the factors which determine 
recovery. This has resulted in much confusion on 
questions of treatment and prognosis. It is not 
however my intention to discuss the general issues 
of this condition. There are many classical papers 
to which reference may be made on these points. 
The present communication is based on 9 cases that 
have come under my observation recently. Analysis 
of such a series shows many aspects of interest, but 
I wish to confine myself to the correlation of the 
lumbar puncture pressures to the clinical phases. 


CLINICAL MATERIAL 


The main facts are summarised in the Table. Of 
the 9 patients 6 recovered completely. Here the 
diagnosis was assumed to be that of aneurysm in 
the absence of evidence of syphilis, tumour, hyper- 
piesis, septicemia, and so on, Case 4, an elderly 
man, had quite recovered from the bleeding, which 
at autopsy was found to be due to rupture of a 


degenerated vessel, when fatal lung complications 
supervened. In Case 5 the aneurysm was found to 
have burst into the lateral ventricle. In Case 9 
autopsy showed that an aneurysm that had bled 
twelve years ago had become obsolete but that a 
second sac had given rise to two further léakages, 


Cerebro-spinal Fluid Pressures 
Day of illness (mm. of C.S.F.). 


Ist 2nd | 3rd | 4th | 8th | 10th 


Recov. | 200 
5 'No 
record, 
Death. 170 120 | Very | Fatal hypostatic 
low, pneumonia 
Ta gay 
z 170 Death within 3 hours of 


onset, a few minutes 
r lumbar puncture. 


Recov. 140 140 


5 No 
record. 


Death.| 2nd bleeding, pressure an hour 


{ Recov.| 1st bleeding 
before death = 110. 


the second of these being fatal. Treatment followed 
the lines of lumbar puncture in the comatose phases. 


CLINICAL VICISSITUDES 


Instances of subarachnoid hemorrhage are gener- 
ally grouped into the five classes of the apoplectic, 
the recurrent, the slow leak, the migrainous, and 
those with lumbago -sciatica symptoms—suggesting 
that each type followed its own clinical course. But 
it appears from this series that once the meninges 
are flooded with blood the after-effects are essentially 
similar. Patients commonly pass through four stages 


if recovery is in view : the first stage of prodromata 


and exciting factors, the second of free bleeding, 
the third of drawn-out meningeal reaction, and the 
fourth of residual damage. 

First stage.—Here comment must be brief because 
no lumbar puncture readings are available. In Case 9 
the onset of the second and fatal bleeding was in 
hospital and we were able to note the headache and 
malaise for several days beforehand. Similar warn- 
ings, with an onset in bed, at rest, or without special 


stress suggested that changes in ‘the sac wall, with 


perhaps slow leakage, were the real cause of the burst. 
Whenever exertion seemed to have precipitated the 
bleeding it was found to be nothing more strenuous 
than had been taken with impunity over the many 
previous years that the aneurysm had probably been 
present. 

Second stage-——The phase of free bleeding was 
generally accurately timed by agonising headache. 
Consciousness was usually lost not immediately but 
some minutes later. But it was rather puzzling to 
find that generally there was spontaneous recovery 
from this initial coma within half an hour, though 
there was of course often vomiting, cerebral irritation, 
and subsequent amnesia. The reason for this may 
be that the serial lumbar punctures sometimes needed 
for treatment showed in every patient a lessening 
amount of blood present. So that if the patient is 


to recover, all the bleeding seems to take place in the 
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first few minutes and is then arrested. Once the 
extravasation had stopped it would be possible for 
the intracerebral pressures to be adjusted in order 
that consciousness could be regained. . 

Third stage—Even in the absence of further 
hemorrhages it is apparently not easy for the meninges 
to get rid of the hematoma which has formed in the 
basal cisterns and round the cauda equina. In 
Case 4, at an autopsy on the ninth day, the clot was 
found to be well organised and most of the free blood 
had been hemolysed and absorbed. Yet that patient 
had never emerged from the semi-comatose state that 
led to his hypostatic pneumonia. This third stage 
may last, then, for two or three weeks, during which 
time the patient is drowsy, confused, and curled up, 
with bradycardia and slight pyrexia. To vary this 
stuporose substratum there are episodes of improve- 
ment and excitement and times when the coma 
becomes more pronounced. Of the lucidity and 
excitement little can be said because lumbar puncture 
was not done at these times. Compression phases 
were more common in the early part of the illness 
and marked by further slowing of the pulse, increased 
headache, and more neck rigidity. It was under 
these conditions that most of the thecal pressures 
were obtained. 

Fourth stage-—Sometimes there was a clear-cut 
end to the third stage and the patient rapidly regained 
his grasp of affairs and was soon able to take his 
discharge. There was no residual damage in four 
of the cases and when seen again twelve months later 
they were fit and symptomless. In Cases 7 and 8 
there was a similar onset in that both had weakness 
of the right side and aphasia ; the weakness recovered 
almost completely in the third stage but the aphasia 
improved only very slowly. In one instance it was 
still improving nine months later, possibly as a result 
of education. In Case 9 during a hemorrhage twelve 
years previously a complete and permanent third nerve 
palsy appeared ; as might be anticipated the nerve 
was found to form part of the outer wall of the 
previous and now obsolete aneurysm. Such residual 
effects give a lead to the localisation of the sac either 
because there has been neighbouring trauma at the 


time of the bleeding or because afterwards the 


aneurysm grows in size by forming a false sac in 
the hematoma. 


MANOMETRIC PRESSURES 


There is a poverty of thecal pressure readings in 
the literature of subarachnoid hemorrhage. In these 
9 patients thecal drainage was carried out on 24 
occasions. Generally the pressure was measured in 
a Greenfield manometer as the height of the column 
of cerebro-spinal fluid (C.S.F.). The results have been 
summarised in the Table. They may be correlated 
with the clinical stages in the following way. 


Second stage-——These are diagnostic punctures, often 
made within an hour of the onset of bleeding. In Cases 5 
and 9, where death followed soon after, pressures of 
170 and 110 mm. are almost physiological. In Cases 1, 4, 
and 6, where the bleeding stopped and the patient survived, 
the pressures are again almost normal. Unfortunately 
there was no record in 3 cases. 

Third stage.—These fall into three groups—in the basic 
drowsy state, in the early attacks of compression, and in 
the late attacks of compression. 

(a) Examples of pressure during the stuporose period 
when there was no compression are seen in Cases 3 and 9. 
In Case 3 the patient came to hospital on the third day 
when the reading was only 50 mm. In Case 9 the patient 
came to hospital on the twelfth day and was then 
making a slow recovery. Removal of much of the yellow 
fluid was not indicated in view of the low pressures. 


It can then be suggested that most of the third stage 
is unaccompanied by raised thecal tension. 

(6) The tension in the early compression phases as 
shown by punctures on the second and third days in 
Cases 2, 4, 6, 7, and 8. The figures are all on the low side 
and quite out of keeping with the symptoms. It is there- 
fore not unexpected to find that thecal drainage under 
these conditions gave little relief. The coma remitted 
spontaneously as part of the fluctuating course so charac- 
teristic of this illness. Indeed in several patients it will 
be seen that the thecal tension fell at each puncture yet 
the coma was stationary or getting worse. These episodes 
might be thought of as ‘‘ pseudo-compression.” 

(c) In Cases 1 and 3 will be seen rather higher figures 
at lumbar taps undertaken at a later stage of the illness. 
These were late attacks of compression, symptomatically 
identical with the early ones. But the yellow C.S.F. was 
under a higher tension and drainage gave immediate 
relief. To these late compression phases may be given 
the name of “ true compression.” i 


DISCUSSION 


It must be remembered that these figures only 
give occasional readings throughout the course of the 
illness. It was not thought justifiable to draw off 
fluid very frequently. But I think that it. would 
not be detrimental to patients to introduce a needle 
and attach a manometer and be guided, when 
in doubt as to drainage, by the pressure recorded. 
This leads one to the question of whether the lumbar 
pressure is identical or parallel with the intracranial 
pressure. In some instances the blood may interfere 
with the free communication from the ventricles to 
the spinal theca. But I am tempted by the uniformity 
of these readings to regard them as representative 
of intracranial changes and to suggest three methods 
by which compression is set up. The initial loss of 
consciousness is probably due both to the shock of 
flooding of the meninges with blood and to the sudden 
distension of the cisterns. The bleeding appears to 
stop fairly soon, and it would then be possible for 
the intracranial pressures to be readjusted. 

Thecal tension in the prolonged and semi-comatose 
third stage seems very similar to that found when 
there is ‘ pseudo-compression.” It is very difficult 
to account for the frequent fluctuations from coma 
to excitement. It is certain that in these patients 
there was no fresh bleeding to explain the coma. 
I think that the mechanism likely to be at work 
is an aseptic reactionary cdema set up in the 
tissues underlying the clotted blood, which fills the 
cisterns and may spread to cover a variable part of 
the cerebral cortex. 

In the attacks of “true compression” another 
factor is probably at work. This is brought out by 
the work of Winkleman and Fay (1930). Accepting 
the views of, Weed as showing that the usual path 
of absorption of the C.S.F. was by way of pacchionian 
bedies, they sectioned these nodes in cases where 
symptoms of chronic hydrocephalus were not explained 
by blocks at other and more usual sites. In parti- 
cular in 5 cases of subarachnoid hemorrhage they 
found blood and pigment clogging the structure of 
the node. In these and other instances such as 
carcinomatosis of the meninges, they attributed 
cerebral oedema, localised cerebral atrophy, and con- 
vulsions in the presence of a raised thecal tension 
to blocking of the filter by debris. So that Weed’s 
classical experiment of injecting lamp black into the 
cisterns has its counterpart in clinical medicine when 
there is free cisternal bleeding. 


SUMMARY 


The lumbar puncture pressures in 9 cases of sub- 
arachnoid hemorrhage are recorded. They show 
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that most of the symptoms are not associated with 
raised thecal tension, nor are they a result of it. 


I am indebted to Dr. A. Douglas Bigland for permission 
to refer to these cases, who were under his care. 
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A SIMPLE METHOD OF ESTABLISHING | 
INTERCOSTAL DRAINAGE 


By A. L. Þ’ABREU, Ch.M. Birm., F.R.C.$. Eng. 


SENIOR ASSISTANT IN THE SURGICAL UNIT, THE WEISH NATIONAL 
SCHOOL OF MEDICINE, CARDIFF; ASSISTANT THORACIO 
SURGEON TO THE WELSH NATIONAL MEMORIAL 
ASSOCIATION 


WHEN intercostal drainage of purulent pleural 
effusions, rather than rib-resection, is indicated, air- 
tight drainage is essential. The operation may be 
required for ill patients with thin streptococcal 
effusions which are not responding to aspiration and 
yet in whom rib-resection is inadvisable, or when'a 
tuberculous effusion has become. secondarily infected. 

By the method described drainage can be established 


FIG. 1.—The trocar. 
with the patient in bed and without the risk of air 
entering the chest. | 
Apparatus required.—Hamilton Bailey’s trocar for 
‘suprapubic cystostomy (Fig. 1), a Malecot’s catheter 
with specially reinforced tip, and a Woulfe’s bottle or 
its modification. 
The operation.—The procédure is based upon 

Hamilton Bailey’s method! of doing suprapubic 


mm o e o e a ee e ee 


; FIG. 2 -—The trocar E the reinforced tip of the catheter. 

cystostomy upon a distended bladder. The skin 
overlying the site for drainage is infiltrated with 
Novocain (1 per cent.) and a needle mounted on a 
small Record syringe is slowly advanced towards the 
pleura as anesthetic fluid is injected. Eventually 
the pleura itself is anzesthetised and the needle pushed 
on into the effusion; the plunger is then withdrawn 
and the entrance of. pus into the barrel of the syringe 
will demonstrate that the site for drainage has been 
correctly estimated. A small incision is made through 
the skin and subcutaneous tissues. The sterilised 


1 Brit. J. Urol. 1934, 6, 225. 
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comes flattened. 
(see Fig. 3). The 
‘ trocar is con- 


y 
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trocar, catheter, and necessary tubing. are connected 
to a long glass tube which is immersed in a simple 
These preliminaries prevent the 


antiseptic solution. 
entry of air into 
the pleural cavity 
during or after 
the operation, The 
catheter is firmly | 
stretched along ` 
the trocar (which 
has already 
pierced the rein- 
forced tip, Fig. 2) 
so that the flange 
at the end be- 


structed with a 
small metal cuff 
at the base of the 
bayonet point 
which allows only 
the sharp point 
to perforate the 
catheter tip (Fig. 
1). The trocar is 


FIG. 3.—-The catheter and glass tube. 
The trocar is in position and has 
flattened out the RARER. at the tip 
of the catheter. 


- inserted into the 


‘pleural cavity until the. flange of the cathetan is 
beyond the ribs; as the trocar is withdrawn the 
flange of the catheter expands and fits snugly against 
the parietal pleura. Pus will flow out of the chest, 
and the existence of à negative pressure in the pleural 
cavity will be demonstrated by the rise and fall of 
fluid in the long glass tube with each respiratory 
excursion. 

The method has proved satisfactory in its limited 
scope of employment. It is not intended to be a: 
substitute for adequate drainage requiring rib- , 
resection and the use of a large flanged tube of the 
Tudor Edwards type. 


The trocar is made by the Genito-Urinary Mfg. ue: 3 
Devonshire-street, London, W.1. 


MESENTERIC OCCLUSION 
By CAMERON ‘MacLzop, M.B. Lond., F.R.C.S. Eng. 


ASSISTANT SURGEON, CHARING CROSS HOSPITAL ; SURGEON TO 
OUT-PATIENTS, HAMPSTEAD GENERAL HOSPITAL ; SURGEON, 
CONNAUGHT HOSPITAL, WALTHAMSTOW | 


I AM prompted to record a recent case of mesenteric 
occlusion by Mr. R. W. Raven’s interesting paper on 
this rare surgical emergency . (Lancet, Nov. 13th, 
p. 1131). 


The patient was a married woman aged 43. She had 
had chorea in’ 1906, attacks of dyspnoea in 1921, and 

“ cardiac asthma and irregular heart ” in 1927. The fol- 
lowing year a diagnosis of mitral stenosis and incom- 
petence was made and she was given digitalis. In 1933 
she came under the care of Dr. Alan Moberly who found 
the heart irregular and prescribed Nativelle’s granules 
(gr. 1/600 b.d.) In 1934 the heart was regular and com- 
pensated. During this year she was operated upon for 
acute appendicitis with abscess formation. The appendix 
was removed and the abscess drained for two days. 
made a good recovery. In 1936 she was still taking 
Nativelle’s granules; her pulse was slow and regular. 

On August Ist, 1936, after a good dinner, she went for 
a walk. She returned at 9 r.m., sat down at a table, and 
painted for an hour. She then felt sick and was seized 
with acute pain in the lower abdomen which later became 
generalised. She gave herself an enema with a “ poor ” 


‘result. At 12 midnight she began vomiting and she was 


She . 
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seen by Dr. Moberly. At this time there was no swelling 
nor tenderness of the abdomen, the temperature was 
normal, and the pulse slow and regular. The pain con- 


tinued all night with vomiting every half hour. No fatus 


was passed. At 9.30 a.m. she was again seen by her doctor 
who found distended coils of small bowel in the hypo- 
gastrium towards the left of the middle line. The tem- 
perature was now 99-4° F. At the consultation at 11 a.m., 
thickened rather than distended coils of small bowel were 
now felt in the left hypogastrium. There was extreme 
tenderness over this area but not over the rest of the 
abdomen. A curious crepitant sensation was also noted 
on palpating these coils. No visible peristalsis wa seen. 
There was no history of the passage of blood nor was blood 
present on the finger after rectal examination. A diag- 
nosis of intestinal obstruction was made and immediate 
operation advised. 

Operation at 3 P.M. Dr. H. P. Crampton passed a stomach- 
tube after commencing the anzsthetic (open ether), A 
small quantity of stomach contents were evacuated. 
Right lower paramedian incision. On opening the abdo- 
men, a large quantity of blood-stained non-offensive fluid 
escaped. ‘Thickened coils of intensely congested small 
bowel were at once seen in the left hypogastrium. They 
were heavy with blood and lying down towards the palvis: 
The corresponding part of the mesentery was cedematous, 
discoloured with blood, and the vessels were thrombosed. 
About 3 ft. of ileum were involved. Lateral anastomosis 
(antiperistaltic) was performed between healthy bowel well 
above and below the affected area, which was then resected, 
together with as much of the mesentery as possible. 


The two ends of bowel were then closed in the usual- 


manner and the great omentum brought down and 
sutured so as to cover the cut surface of the root of the 
mesentery and the closed ends of the bowel. A rubber 
drainage-tube $ in. in diameter (without side-holes) was 
placed through the lower end of the incision into the pouch 
of Douglas. The wound itself was drained by a piece of 


corrugated rubber placed superficial to the anterior wall 
of the rectus sheath. 

On return to bed she was immediately placed in the 
high Fowler position (head of bed on 18 in. blocks) and 
rectal salines with 5 per cent. glucose were given 4-hourly. 
Pitressin 4 c.em. and heroin gr. 1/12 were ordered to be 
given if necessary but were not required. Nothing was 
given by the mouth for 12 hours. Then sterile water 
$ oz. $-hourly. Second day: sterile water 1 oz. 4-hourly. 
Third day : 2 oz. with milk 1 oz. hourly. Fourth day : 1 oz. 
with milk 2 oz. hourly. Fifth day: milk 3 oz. hourly and 
a little jelly. Sixth day: 3 oz. drinks 2-hourly, jelly, 
dry toast, and water biscuit. Seventh day: 5 oz. drinks 
2-hourly, Benger’s food; cascara evacuant and liquid 
paraffin were given in the evening. Eighth day bowels 
were opened naturally and thereafter liquid paraffin } oz. 
was given twice a day. Tenth day: rusks and milk, 
custard, thin bread and butter. Fourteenth day: small 
quantity of boiled fish, egg. Eighteenth day onwards, 
minced chicken and milk pudding. 

She made an uninterrupted recovery, and at no time 
was there any abdominal pain or distension. 

The occlusion in this case was in all probability 
due to an embolus from the heart, which blocked one 
of the branches of the superior mesenteric artery. 
Appendicectomy had been performed two years 
previously. It is unlikely that this could have been 
a predisposing factor. Of interest were the palpable 
coils of thickened and congested intestine and the 
crepitant sensation felt on examination. This case 
supports the principle that “‘ the infarcted bowel and 
its occluded blood-supply should be excised and if 
possible the continuity of the bowel restored.” As 
Mr. Raven points out, most careful post-operative 
treatment is essential if further spread of thrombosis 
is to be prevented. 


MEDICAL SOCIETIES 


ROYAL SOCIETY OF MEDICINE 


SECTION OF SURGERY 


AT a meeting of this section held on Dec. Ist, 
with the president, Prof. G. GREY TURNER, in the 
chair, a discussion on the 


Treatment of Perforated Peptic Ulcer 


was opened by Mr. Zacmary Corre. Until recently, 
he said, this treatment had been fairly standardised, 
but he had found considerable differences of opinion 
between various continental clinics. The surgeon 
must therefore form his own opinion on general 
principles and on the published results. Comparison 
was misleading for several reasons. Early figures 
were not truly comparable with modern; the types 
of cases had altered. Forty years ago most cases 
had been perforations of gastric ulcer in young, 
chlorotic girls; now the proportion of duodenal 
perforations was much increased and nearly all were 
in men. Mortality had decreased accordingly. Time- 
intervals had not been recorded in the older figures ; 
the mortality was much higher in cases operated upon 
more than twelve hours after perforation. The 
proportion of these cases varied greatly between 
different clinics and indicated the relative intelligence 
of the general practitioner and the efficiency of the 
' city's transport service. In Moscow, where Yudin had 
obtained such remarkable results with gastrectomy, 
most patients were brought to hospital, by a highly 
organised ambulance service, within two hours of 
perforation. Series containing more patients over 
50 gave a higher mortality-rate. 

Simple suture could be performed by anyone of 


moderate experience, with little shock or duodenal’ 


stenosis. In many cases no further gastric symptoms 
appeared. Advocates of simultaneous gastrojejun- 
ostomy claimed relief of tension and greater facility 
of nutrition, and sometimes the cure of a chronic 
ulcer. The supporters of partial gastrectomy assumed 
unhesitatingly that serious narrowing of the duodenum 
was inevitable after simple suture, and that nearly all 
perforating ulcers were chronic and therefore needed 
radical treatment. In Mr. Cope’s opinion, these 
premises were not established. If a considerable 
proportion of ulcers were acute and healed after 
simple suture, advocates of partial gastrectomy 
removed many stomachs unnecessarily. Unless the 
operator were a gastric specialist, risk was increased ; 
and if gastric symptoms recurred after simple suture 
it was not too late to give more radical treatment 
when the patient’s condition was more satisfactory. 
Distinction must be made between complete and 
comparative mortality. The complete figure indicated 
the efficiency of the whole medical service. The 
comparative figures only concerned those patients 
who underwent definite operative procedures, and 
a line must be drawn between patients operated 
on before and after twelve hours had passed. The 
best results of simple suture were unsurpassable. | 
The incision should be large enough to give the 
operator a full view of the parts. A small incision 
might not show a second perforation. He should be 
prepared to make a transverse incision in addition 
to the vertical if the perforation were at the bend of 
the duodenum. The field was cleared by continuous 
suction. Subphrenic abscesses were prevented by 
seeing that the tube went well above the liver. 
Washing-out was not necessary, though the stomach 
might be emptied with advantage. Early cases 
required no drainage; later cases might have pelvio 
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drainage, and in some cases a subcutaneous drain 
in the main incision was useful. 

Mr. E. R. FLINT gave the results obtained at Leeds 
during the past four years: a fatality-rate of just 
under 23 per cent. in 400 cases. His own figures 
were 10°3 per cent. for duodenal and 30°7 for gastric 
ulcer. The hospital figure for 85 cases of duodenal 
ulcer, all under 24 hours, was 21 per cent. All of 
these were treated by simple suture except 4 who had 
æ posterior gastro-enterostomy, and these 4 had 
recovered. He had treated more than half his own 
cases by this method, with a mortality of 9°7 per 
cent., and his fatality-rate for simple suture had been 
19 per cent. The figures suggested that posterior 
gastro-enterostomy gave the patient a much better 
chance if it was performed within a reasonable time 
of the perforation. The explanation might be that 
nourishment could be given much sooner and more 
safely than after a simple suture. After twelve hours 
the risk of septic peritonitis made the procedure with 
less manipulation the better. 

Spinal anesthesia, he thought, gave the patient a 
better chance, for the surgeon could reach the affected 
place more easily without disturbance. Excision 
of a duodenal ulcer caused more interference than 
gastro-enterostomy, and the larger opening was 
more difficult to stitch up. Early cases hardly ever 
needed drainage. A drain should never be left in 
for more ‘than twelve hours. Suction and gentle 
mopping would relieve the strain on the peritoneum. 
Gastrectomy was too severe an operation for patients 
in such a weak condition. Patients with perforated 
gastric ulcer were much more ill than those with 
duodenal; they were in the pre-operative stage and 
ought to be rehabilitated, but there was not time. 
Posterior gastro-enterostomy done at the time of the 
perforation rarely led to serious trouble and gave the 
patient a better chance. Perforation had become 
much more common in Leeds, possibly because of 
the popularity of certain so-called medical treatment 
with patients of the hospital class, who for economic 
reasons could not follow the proper régime. 

Mr. R. L. GaLtLoway reminded the section that the 
patient was extremely ill and could not have large 
resections. In his opinion spinal anæsthesia could 
" not be compared with a good general inhalation 
anesthetic, for it prevented the surgeon from placing 
the patient in the Fowler position immediately after 
operation, so that the exudate could drain into the 
` pelvis. In his hospital, patients were carefully 
examined and allowed to rest for a while; they were 
not washed and scrubbed all over, or sent to the 
theatre shocked, cold, and clammy, but were wrapped 
up, given a sedative, and allowed to recover from 
the effects of transport. A good anesthetist was most 
important for these notoriously difficult patients 
who might remain rigid through the operation. The 
abdomen was opened by the most rapid and clean 
method, a midline incision from the xiphisternum 
to above the umbilicus. This opened little tissue and 
hardly ever caused herniation, especially if the 
aponeurotic layer were closed with silk interrupted 
sutures. The exudate was gently swabbed away 
and the perforation closed with a cross type of suture 
passing through all the layers in whatever direction 
was most convenient. Stenosis, did not result. 
He used a four-point stitch, to distribute the strain 
and diminish the tendency to cut out. A tag of 
omentum was attached by a few stitches. The right 
renal pouch was cleaned out by gentle swabbing or 
suction. 

The need for drainage was estimated by the quality 


rather than the quantity of the exudate, most of 
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which was a protective device and not fluid escaped 
from the viscus. If it were obviously dirty he inserted 
a suprapubic tube of corrugated rubber for 24 hours 
only. The peritoneum had an enormous power of 
resistance. His recovery-rates for the more elaborate 
operations were not nearly so good. Gastro- 
enterostomy did not allow nourishment to he taken 
earlier. After a simple suture the stomach could 
take copious fluids. His total fatality-rate was 
21 per cent. In conclusion, he emphasised the 
importance of familiarity with the operation. 

. Mr. Norman Hopeson, speaking of experience at 
Newcastle-on-Tyne, pointed out that these operations 
were mostly done at night, by young men, under less 
than ideal conditions of anesthesia. The simplest 
operation therefore gave the best chance of recovery. 
He was guided in the use of drainage by the number of 
organisms found free or in the leucocytes of the peri- 
toneal cavity. The fatality-rate was 14 per cent. 
in 1929. The chief complication had been sub- 
diaphragmatic abscess. The end-results of simple 
suture were good: 84 per cent. recovered from acute 
and 62°6 per cent. from chronic ulcers. For a pyloric 
ulcer with marked obstruction, a gastrostomy at the 
time of the suture was much safer than a gastro- 
enterostomy performed on a shocked patient. 

Prof. B. O. PrrpRam (Berlin) said that most of the 
cases in his clinic were diagnosed correctly before 
admission, and so he could operate within the first 
twelve or fifteen hours. In 80 per cent. -he performed 
primary resection, with satisfactory results. He 
limited the field of operation as much as possible 
and avoided exposing the lower abdominal cavity. 
The palliative operation was reserved for patients 
in a bad general condition. He preferred local 
anesthesia except for restless and excited patients. 

Mr. A. M. Borp reported good results from simple 
suture in duodenal but not in gastric perforation. 
Septicemia with Bacillus welchit might be a cause of 
death. Nearly all the patients who had died had 
given a long history of gastric trouble, and surgery 
would therefore seem safer than medical treatment. 
Perforations often had a punched-out appearance 
and many patients attributed them to strain. 

Mr. H. R. THompson spoke of the difficulty of 
distinguishing between a gastric and a duodenal 
ulcer when lymph and edema obscured the anatomical 
landmarks of the pyloric region. Gastro-enterostomy 
did not allow more nourishment to be taken than did 
the simple suture, for the stoma became oedematous. 
Spinal anesthesia caused an alarming fall in blood 
pressure at about the time the patient left the table. 
In many cases of perforation of large chronic ulcers 
the patient gave no previous history of trouble, and 
Mr. Thompson asked how to diagnose an acute 
exacerbation of a large ulcer from a perforation. 

Sir JAMES WALTON ascribed the improvement in 
results to earlier diagnosis and treatment by general 
practitioners. He maintained that it was impossible 
to distinguish an acute from a chronic ulcer at opera- 
tion. A large proportion of patients treated by 
simple suture had trouble afterwards. Every opera- 
tion should be performed quickly, and the best was that 
with which the surgeon was familiar. Gastro- 
enterostomy, however, was the right treatment if the 
patient was sufficiently well and the surgeon could 
perform it in a short time. He preferred to start the 
operation with a suprapubic incision and to drain 
the pelvis; to use a right paramedian incision and 
mattress sutures, but no pieces of omentum. The 
drainage-tube should be left in. 

Mr. C. H. S. FRANKAU recommended the use of 
omentum and drainage. l 
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Mr. RaLtpH MARNHAM reported a 14 per cent. 
fatality-rate from St. George’s Hospital, all but one 
of the patients being over 53, and cited an apparently 
favourable case in which death had occurred from 
septicemia a few days after operation. 

Prof. J. PaTERSON Ross suggested that the higher 
mortality from gastric ulcer might be due to a more 
serious impairment of nutrition. If an ulcer would 
have been treated properly by gastro-enterostomy 
apart from the perforation, this operation should be 
performed when the patient was fit, but not otherwise. 
Bleeding was a serious risk of gastric ulcer, and bo 
he always made a careful examination to see whether 
the ulcer extended to the posterior as well as the 
anterior surface of the stomach, and watched the 
hemoglobin. If bleeding occurred, gastrectomy was 
performed as a secondary operation. 

Mr. A. DicKsoN WRIGHT advocated Braun’s 
operation: converting a lesser curvature ulcer into 
a gastrostomy by fitting a catheter into it and thread- 
ing it through the omentum and out by a stab wound 
at the side into the duodenum.—Dr. HUGH GAINS- 
BOROUGH impugned all the published statistics as 
being full of fallacies and suggested that only a large, 
well-controlled series would give sound data.— 
Mr. A. E. MORTIMER Woorr spoke of the value of 
feeding through a duodenal tube.—The PRESIDENT 
recommended temporary gastrostomy for the later 
cases where the peritonitis had attacked the area of 
the small intestine. He deplored the passing of 
chloroform. 


Mr. CoPeE, in reply, said that a 3-in. incision was 
quite large enough.—Mr. FLINT added that he 
always allowed patients to sit up after a spinal 
anesthesia of not more than half an hour. 


SECTION OF OTOLOGY 


AT a meeting of this section on Dec. 3rd, with 
Mr. F. J. CLEMINSON, the president, in the chair, a 
discussion on the 


Operative Treatment of Chronic Mastoid 
Disease 


was opened by Mr. SOMERVILLE Hastincs. Mastoid 
operations, he said, could be classified according 
to what was removed and what was done with 
the resulting cavity in the temporal bone. The 
objects of the operation, in the order of import- 
ance, were: to make the patient safe by 
reducing his liability to intracranial complications, 
to retain—and if possible improve—the hearing 
power, to rid the patient of an unpleasant and 
troublesome discharge, and to leave as little deformity 
as possible. Hence, the less the middle ear was 
interfered with the better. Little damage was done 
to the hearing capacity by removing the incus, but 
it was quite otherwise with the mucous membrane 
covering the round and oval windows. In the mas- 
toid every cell that might be diseased should be 
removed, if possible, without undue risk of injury to 
important structures. Owing to the unsatisfactory 
state of the nomenclature, however, it was difficult 
to know how far some operators went and what they 
removed. The simple mastoid was sometimes 
described as the conservative, and the conservative 
as the modified radical. The opening left by the 
removal of the mastoid antrum and cells could be 
allowed to granulate up, with or without secondary 
suture, allowing it to fill with blood clot. Or flaps of 
muscle or periosteum could be used, or some foreign 
substance, such as B.1.P.P. When no meatal flap was 
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cut, he usually closed the wound except for the lowest 
half-inch, and packed the mastoid cavity with gauze, 
which could be changed every second or third day, 


so that the wound was encouraged to granulate from 


above down. When in doubt about the condition 
of the lateral sinus he left the wound open and did 
secondary suture as soon as the middle ear had been 
shut off by granulations. He entirely disagreed with 
the use of muscle and periosteal grafts extensively 
in all types of mastoid operation. He strongly 
favoured the use of the meatal flap. The simple 
operation, when it could be used, gave the best all- 
round result; but it was unsuitable when there was 
attic disease or cholesteatoma, or a very small 
meatus. It had no advantage when the hearing had 
been completely destroyed, or there was caries of 
the posterior meatal wall. Where the greater part 
of the posterior bony wall of the meatus was removed 
and the mastoid antrum thrown into a cavity com- 
mon with the meatus the conservative operation had 
many advantages over the simple. Attico-antrotomy 
was especially indicated in those with ear discharge. 
The radical operation was done in the worst cases by 
all otologists, though it did not always clear up the 
discharge. He was accustomed to curette the 
Eustachian tube, but in some cases curettage had not 
secured the desired result, and it had remained open. 
Douglas Guthrie’s view was that the radical operation 
should not be done on those under 12, except in the 
presence of cholesteatoma, intracranial complica- 
tions, or tuberculosis of the ear. 

Mr. GAVIN YouNG (Glasgow) said the chief motive 
in operating was to remove potential danger to life. 
Another reason was when the discharge was copious, 
and, in some cases, offensive. He confined his 
surgery to the radical and the modified radical types 
of operation. In deciding which operation to do, 
regard must be had to the prospects of retaining the 
hearing; the state of the tympanic membrane was 
not of prime importance. Another important factor 
was the integrity of the ossicular chain. 

Mr. WALTER G. HowarTu strongly urged a proper 
codifying of the terminology. 

Mr. L. Granam BROWN said that six years ago he 
had shown to the section a series of 6 cases in which 
conservative mastoid operations were carried out. 
He described three types of operation: general 
mastoidectomy, conservative operation, and con- 
servative mastoidectomy, which was a transmastoid 
antro-atticotomy. The radical operation he called 
the transmastoid and antro-attico-tympanotomy. 
He made the smallest possible flap. Many cases that 
kept up suppuration after the mastoid operation 
were really cases of chronic fibrositis. 

Mr. A. J. Wricut (Bristol) was convinced that the 
tympanum, if one excluded the attic, had great 
powers of recovery, and it should be handled gently. 
He thought it was a mistake to try to obliterate 
cavities. Often the surgeon started in the naso- 
pharynx and nose, forgetting that infection in the 
teeth may perpetuate infection of the middle ear. 

Mr. T. B. LAYTON said a large part of his work 
was concerned with poor children whose cavities 
showed a great tendency to break down. In these 
cases the surgeon needed to get away from the 
point of view of the danger to life and to think 
more about the art of living. When a child’s 
hearing was destroyed it meant impairing its chances 
of receiving education. It was a serious thing to 
leave a person in such a condition that he might at 
any time develop an intracranial complication. He 
did not think Mr. Hastings insisted strongly enough 
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on the importance of clearing out every mastoid cell 
in doing the simple operation. 

Mr. A. G. WELLS said he had done 2000 operations 
on children, and he had performed all the types. 
Usually skin grafting had been successful. His 
greatest success had been with conservative mastoid ; 
in 1919 he had 80 per cent. successes, in 1920 over 
90 per cent. He did all the after-treatment himself, 
which produced far better results than when it was 
entrusted to another. 

Mr. F. W. Watxyn-THomas did not think the 
radical operation was always necessary for fistula, 
especially when it was in the external canal. He had 
never done it except in suppurative labyrinthitis, 
when it was necessary to reach the promontory. 
He always left the Eustachian tube alone. 

Mr. M. E. Vuasto had noticed on the Continent 
that ozone was a good deal used, and some of the 
declared results were dramatic; it had a great bac- 
tericidal value and healing was much promoted by it. 
It was a method which was worth EOUOWANE up in 
Britain. 

Mr. THACKER NEVILLE asked what happened after 
the performance of the simple operation. He had 
had patients come back with one large cell full of 
pus; one had remained well six years. He treated 
this first with carbolic and B.1.P.F., lasting a week, then 
with mercurochrome and ultra-violet rays ; the third 
week he put in a muscle graft. In hospital the wound 
healed up in a fortnight. 

Dr. Ewart MARTIN (Edinburgh) remarked that 
it had been said that far too many radical operations 
were done in Edinburgh. If there was a chronic 
otitis media, the attic and aditus being involved, 
and the upper part of the mastoid and the rest of the 
cells were sclerosed, some type of radical operation 
was needed. He agreed that there was a need for 
drainage and ventilation. But when the case was a 
chronic one he would cut a flap without damaging 
the cartilage. He did not think that enough had 
been heard about post-operative treatment, upon 
which success depended rather than on the operator. 

Mr. E. E. L. BURNIER (Margate) said that since he 
had been using skin grafts and tying with gauze he 
had had little diffculty. Enough cartilage must be 
removed to give a good view into the mastoid cavity. 
Five days afterwards the gauze was removed, and no 
other treatment was adopted except swabbing and 
powdering.—Mr. WILLIAM STEWART said he per- 
formed two types of operation: the simple, and the 
two modified radicals. In his hands a complete radical 
had never been necessary. The more the healing of 
the wound was interfered with, the more fibrous 
tissue would be thrown out.—Mr. T. B. JOBSON said 
that zinc ionisation was apt to be forgotten by those 
carrying out the after-treatment. Many of these 
cavities could be greatly improved, and in many the 
cavity was rendered quite dry. Of course, it would 
not cure cholesteatoma. 


NORTH WESTERN TUBERCULOSIS 
SOCIETY 
A MEETING of this society was held at the Man- 
chester Royal Infirmary on Nov. 25th, when Dr. 
E. W. Twinine (Manchester) gave a demonstration of 


‘Tomography by Simple Apparatus 


The equipment he uses, which was described in the 
British Journal of Radiology last April, is adapted from 
the ordinary Potter-Bucky couch. By means of a 
horizontal lever connecting to the tube column and 
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Potter-Bucky film-carrier by connecting rods, the 
tube and film are made to move in opposite direc- 
tions in the same plane. The axis of the lever can 
be adjusted for taking tomograms in any selected 
plane of the object to be examined. Speaking of 
tomography as an aid to diagnosis in pulmonary 
tuberculosis, Dr. Twining expressed his agreement 
with J. B. McDougall, of Preston Hall, as to its value 
in demonstrating the presence of cavities unrevealed 
by the plain film. The tomogram defined the septa 
in pulmonary cavities more clearly than the ordinary 
film did; likewise the loculi in abscess cavities of 
the lung and the drainage bronchi. 
vessels in the lung were clearly revealed by tomo- 
graphy, and their course could easily be followed. 


‘This was useful in the diagnosis of such conditions 


as fibrosis, atelectasis, pressure of intrathoracic 
neoplasms, and localised effusions, where vessels 
were often pulled out of their normal course. Tomo- 
graphy now enabled the radiologist to define with 
accuracy the lymphatic glands and other com- 
ponents of the hilum, so that the vague term: 
“ thickened roots ” could be amplified. Tomography 
often obviated the necessity for lipiodol injections, 
particularly in suspected cases of malignant bronchial 
stenosis, but in bronchiectasis lipiodol injection was 
still generally preferred. 

In conclusion Dr. Twining remarked that as the 
tomographic apparatus became cheaper, so no doubt 
would its use become a matter of routine. Were it 
only for its value in showing up lung cavities the 
tomograph would have earned its place, but in 
addition, its uses in other fields were obvious, not 
only in the chest and air passages but also, for 
example, in the study of the skull, the spine, and the 
nasal sinuses. 


KENSINGTON MEDICAL SOCIETY 


AT a meeting of this society held on Dec. Ist at | 


St. Mary Abbots Hospital, with Dr. James FENTON 
in the chair, a discussion on the 


Medico-Legal Aspects of Abortion 


was opened by Dr. W. BENTLEY PURCHASE, coroner 
for the northern district, London. He said the sub- 
ject also involved the sociological, religious, and 
ethical points of view. His own inquiries had extended 
over seven years. At present in his district with a 
population of some 875,000, he could count on one 
case of criminal abortion every six weeks; there 
were two married to every single woman. About 
half the cases were the work of professional abor- 
tionists ; and in a quarter the identity of the operators 
was known, but it would be difficult to convict them. 
He had asked Sir Bernard Spilsbury about his experi- 
ence, and he had been having cases of criminal 
abortion at the rate of one a fortnight for many 
years. Every death after abortion, Dr. Purchase 
went on, was reported to the coroner, whose inquiry 
was generally superficial unless there were suspicious 
or unusual circumstances. He himself had asked 
hospitals in his district to inform him of all the 
deaths occurring within 24 hours of admission; he 
had found more than one reported as being due to 
food poisoning to be the result of criminal abortion. 

Therapeutic abortion was a subject of much dis- 
cussion. Some had said that the law did not give 
enough protection to the medical man. But in his 
opinion no one who had performed it carefully—that 
is after consultation with a colleague and for sufficient 
cause—had ever been in serious trouble. In this 
belief he had the support of the Director of Public 
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Prosecutions. It had been suggested that the invok- 
ing of a second opinion should be compulsory as in 
cremation. The object of therapeutic abortion was 
primarily to save the mother’s life. Some believed 
that the preservation of mental health was a sufficient 
object, but if this was accepted it would become 
impossible to draw the line, and soon the indications 
would be extended to anyone who did not want a 
baby. He strongly urged the medical profession not 
to ask for a legal definition. The law’s line was always 
very hard and fast, and adinitted of no extenuating 
circumstances. 

Illegal abortion was either self-induced or frankly 
criminal, If self-induced abortion was followed by 
death it was necessary to summon a jury, with the 
unpleasant verdict of felo de se; but this had not 
been returned for very many years. Lately a new 
term “self-induced miscarriage ” had been devised 
that had helped them out. In the method of self- 
induction, drugs came first but usually proved 
ineffective. The woman then turned either to the 
abortion-monger or to the herbalist, generally for 
slippery elm. Measures directed against the sale of 
drugs or implements were difficult to carry out. 
Advertisements, especially of the ‘‘not to be taken 
by pregnant women” type, could be suppressed. 
The sale of lengths of slippery elm might be forbidden, 
because this was responsible for about 50 per cent. 
of all cases, but it would lead to the use of other 
instruments, such as crochet hooks and needles, and 
ultimately would have little effect on the practice. 
Unskilled abortionists were responsible for awful 
damage, but the experts generally kept out of trouble 
for some time. He knew of one that had actually 
boasted to an inspector that his mortality was under 
1 per cent. 

Criminal abortion might be stopped by more 
strictly enforcing the law. The alternative some 
suggested was to legalise it—for any reason. The 
spread of birth-control propaganda might tend to 
eliminate abortion. He believed the public should 
become ‘‘abortion-minded”’ and be told of the 
dangers. Encouraging motherhood by grants for 
children would also help and he thought that too 
much stress in the newspapers on the maternal 
mortality frightened many mothers. Notification of 
all cases of abortion would be a notable step, but 
there were many difficulties. What should be noti- 
fied—the abortion or termination of pregnancy ? 
Who should do it—the doctor, the midwife, or the 
householder? It was useless urging the measure 
unless it was to succeed; for that it must have the 
medical profession behind it. The conditions dif- 
fered from those in the notifiable diseases; there 
was a stigma attached to abortion. The law could 
be changed so that the mother was not prosecuted. 
But then the abortionist would trade on that and 
persuade her to accept the blame. No mother was 
prosecuted to-day if by acquitting her they could 
trap the abortion-monger. Those who recommended 
legalised wholesale abortion at the whim of the woman 
—married or single—said that there were no ill 
effects when it was properly conducted. He thought 
it unlikely that pregnancy, bound up as it was so 
closely with the bodily functions, especially of the 
endocrine system, could be ended abruptly without 
harm. On the other hand with those who opposed 
abortion and birth control in any form it was difficult 
to judge how much their arguments were swayed by 
personal bias. 

Prof. James YOUNG said that the uncompromising 
position of the law on abortion left the medical 
profession in the air. Some experienced obstetricians 
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he knew were deterred from performing what one 


had called ‘‘ this terrible manipulation ” by the lack 


of legal protection. There would be a great advance 
if by tightening up or changing the law they could 
control] the qualified abortion-monger working in the 
guise of a therapeutist. The position of the doctor 
who knew a case to be due to criminal interference 
was very difficult, especially if the woman frankl 
admitted the fact. His knowledge might be important 
to the public health authorities ; on the other hand 
he was forbidden to act as common informer. Pro- 
ceedings followed about 1 in 20-40 of all cases of 
abortion. The profession, Prof. Young thought, 
would fight strongly against the suggestion of noti- 
fication ; it imposed a burden they should not be 
called upon to bear. But all forms of notification 
had at first been opposed and he himself could not 
decide. It might prove to be the only method of 
control. Abortion was so rampant that he thought 
public opinion to-day was in favour of letting the 
woman do as she liked. Until this attitude was 
changed, notification would only drive the practice 
underground and make it even more sinister. He 
believed that the problem of legalised abortion would 
one day come before the nation as a major political 
issue, unless the medical profession themselves 
could first deal with the problem. MRussia’s recent 
volte-face after some years’ experiment was a very 
important point against it. 

Dr. -LETITIA FAIRFIELD said that abortion in all 
its forms was not as common to-day as it was believed 
to be. The official classification needed complete 
overhaul before they could, have a clear idea of its 
prevalence. Deaths from sepsis had decreased lately 
and non-septic deaths had almost halved. The 
L.C.C. hospitals had about 50 deaths a year; this 
was a large proportion of tbe total for London. It 


was surprising that the rate of criminal abortion was 


not decreasing rapidly with the growth of birth- 
control propaganda. She quoted statistics published 
by T. N. Parish from St. Giles’s Hospital, Camberwell, 
of 1000 cases of abortion in 1935. Interference was 
frankly admitted in 485 and was highly probable in 
246. Apart from induction serious sepsis was due to 
neglect in removing retained products. Of the cases 
that had used drugs 53 per cent. went septic, and with 
instruments, 88 per cent. Only 1 death could not 
be proved to have been due to interference. The 
value of notification, Dr. Fairfield said, would be to 
provide badly needed facts, particularly in relation 
to prematurity, toxemia, stillbirth, and neonatal 
death. It would bring home to the women the fact 
that a miscarriage was not, as was popularly thought, 
a trivial event. This if successful would do away 
with all deaths due to non-criminal abortion and the 
majority of the after-effects. Notification was open 
to the same arguments in abortion as in venereal 
disease. It would also cause serious hardship for 
single women and certain others and the doctors 
would fail to notify from sympathy. The nation 
disliked decorating the statute book with laws that 
could not be carried out, and an unsuccessful measure 
would do far more harm than good. Referring to 
legalised abortion, she said that the indications for 
therapeutic abortion were now fairly well defined in 
each case. She thought the profession should not 
be misled by those mentioned by Prof. Young who 
were afraid of the law—the dangers were purely 
imaginary. There was no other situation, she thought, 
where there was greater discrepancy between the 
general principle and the individual case. In whole- 
sale legalised abortion abuses would inevitably creep 
in and profoundly affect public life. Who was to 
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decide that pregnancy must stop—the husband or 
the wife? The practice was wrong to start with 
and they could never catch up with its evil effects 
without abolishing it altogether. 

Mr. V. B. GREEN-ARMYTAGE did not think economic 
or social reasons were valid. Hippocrates forbade 
abortion, Plato and Aristotle condoned it. The 
Romans left it to the husband to decide. Before the 
Nazi régime German women considered the uterus 
their own until quickening, and then it became the 
State’s. The Roman Catholic church to-day forbade 
it and through this he had lost eight patients whose 
lives it would have saved. Most criminal abortions 
were the result not only’ of illegitimate but also of 
illicit intercourse, by widows who might lose pensions 
and by married women. He thought the present 
lowering of lay and professional standards in this 
respect was due to the decreasing regard for life, 
begun by the war and carried on by the toll of the 
road, He was told while in Russia that their experi- 
ment. failed because of the gross invalidism and 
sterility that followed abortion: in the “ abor- 
tariums’’ the morbidity-rate was over 20 per cent. 
and the death-rate 8 per 1000. The practice always 


increased with economic distress and in some parts it 


occurred in one of every two pregnancies. The posi- 
tion of the practitioner in these parts was very 
difficult and the loss of a wealthy patient to a less 
scrupulous colleague was often the only reward of 
virtue. The influx of hungry and undesirable aliens 
from countries with lower standards was another 
factor. To the medical indications for terminating 
pregnancy he would add rape; he had performed 
the operation for this reason during the late war 
with a clear conscience. The essence of offence, he 
concluded, was guilty intent. 

Dr. H. S. PASMORE reviewed 117 cases of abortion 
seen at St. Mary Abbots Hospital in six months. Of 
these 43 per cent. admitted interference and in 17 per 
cent. it was very probable. He had investigated the 
women’s knowledge of the risks they ran. Only & 
out of 45 knew it was dangerous ; 
might be and the rest believed it to be safe. He 
had questioned 50 women about the effects of birth 
control; 14 single and 16 married women had used 
none, and in the remaining 7 single and 13 married 
the means were clearly inadequate. If there was to 
be no abortion there must be better knowledge of 
contraception. If all were better educated the menace 
would almost vanish. 


LIVERPOOL MEDICAL INSTITUTION 


AT œ meeting of this institution on Nov. 25th, 
with Mr. R. KENNON in the chair, a paper on the 

Visualisation of the Pulmonary Artery by 

X Rays 

was read by Dr. E. L. Rusi. Although, he said, 
X rays are being increasingly employed as an aid in 
the diagnosis of heart disease, the study of the pul- 
monary artery is often neglected. When looked at 
from the front, the middle are on the left border of 
the heart is formed by the main stem of the pulmonary 
artery, the hilar shadows being largely formed by the 
right and left pulmonary arteries. When the patient 
rotates to his left the pulmonary artery can be 
followed on the screen and is seen to form the upper 
curve on the anterior border of the heart. In right 
oblique view the dividing pulmonary artery is seen as 
a dark rounded shadow beneath the arch of the 
aorta and in relation to the translucency of the left 
main bronchus. The impreggion made by the left 
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bronchus and the right pulmonary artery on the 


barium-filed csophagus is a point of diagnostic 
importance in spite of the controversy to which it 
has given rise. It may, however, be caused by the 
pressure of other structures in the neighbourhood, 
particularly by enlarged mediastinal glands. The 
left pulmonary artery lends itself well to direct 
visualisation in left oblique view, because it curves 
backward towards the shadow of the spine beneath 
the arch of the aorta. It is seen in this view arching 
over the left bronchus and crossing the aortic window. 

The pulmonary artery may be enlarged in many 


conditions, includmg mitral stenosis, congenital heart 


disease, emphysema, goitre, and sclerosis of the 
pulmonary vessels. Enlargement of the main stem of 
the pulmonary artery shows itself as an undue 
prominence of the middle are on the left ‘border of 
the heart—a prominence that may take the form of 
an increase in length or in convexity, or both. Dis- 
tension of the branches of the pulmonary artery is 
reflected in the increase in size and density of the 
hilar shadows which may be pulsatile, and enlarge- 
ment of these vessels may be well shown in oblique 
views of the heart. Congestive changes in the lungs 
appear radiographically as a general loss of trans- 
lucency throughout the lung fields together with a 
“ spottiness ” which clears as compensation becomes 
re-established. 

The study of the X ray appearances of the pul- 
monary artery is of importance in that it provides 
information about the lesser circulation which may - 
be unobtainable during life by other means. Without 
the help of radiology the physician’s information 
about the pulmonary artery may be largely presump- 
tive and the value of his clinical findings will be 
enhanced if they are considered along with the 
evidence provided by direct visualisation of the 
vessel, 

Dr. H. WALLACE JONES emphasised the increasing 
importance of X rays in the diagnosis of cardiac 
disease. Mitral stenosis was the commonest condition 
in which enlargement of the pulmonary artery - 
occurred; it was usually the first indication of a 
change in the size of the heart and could be detected 
long before the enlargement of the left auricle, or 
before there were any clinical signs of cardiac enlarge- 
ment. The enlargement of the pulmonary artery in 
thyrotoxicosis had not been adequately explained. 

Dr. ROBERT KEMP said that Dr. Rubin’s work on 
the radiological appearances of the heart was of great 
value to the clinician and at the same time a serious 
challenge to the traditional clinical methods. The 
large pulmonary artery seen in thyrotoxicosis was 
probably linked clinically with the harsh pulmonary 
systolic bruit sometimes heard in that condition. It 
would be very interesting too, to visualise the pul- 
monary artery in those patients whose extreme 
cyanosis was due to pulmonary arterio-sclerosis. 

Mr. W. J. EASTWOOD read a paper on Orthopaedics, 
Old and New. 


WEST LONDON MEDICO-CHIRURGICAL 
SOCIETY 


AT a meeting of this society held on Dec. 3rd, with 
Dr. D. G. RICE-OXLEY, the president, in the chair, 
an address on the 

Surgery of the Heart 
was given by Prof. FERDINAND SAUERBRUCH (Berlin). 
For practical purposes, he said, such surgery began in 
1897 when Rehn for the first time saved the victim 
of a stab-wound by operation. The achievements of 
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the present day had been attained by the careful 
correlation of clinical and experimental work and only 
along the same lines was further advance possible. 

The first subject considered was cardiac compres- 
sion (Herztamponade). This was a frequent cause of 
death after wounds, and Prof. Sauerbruch pointed out 
that the rapid accumulation of an inflammatory 
exudate had quite similar fatal results; there were 
times when puncture of the pericardium might be 
life-saving in blood-borne infections as well as after 
trauma. Next he discussed the sequels of peri- 
carditis and their surgical relief. There were two 
types of chronic adhesive pericarditis, often crippling 
in their effect, and both were amenable only to sur- 
gical treatment. Where the adhesions were mainly 
between the parietes and the pericardium, resection 
of the ribs and costal cartilages over the heart would 
suffice, but in other cases when the pericardial space 
was obliterated and the pericardium actually con- 
stricted the heart it must be excised. He had seen 
many successful results from operation of this kind 
during the last twenty years. Cardiac distress might 
also be caused by pressure of a mediastinal tumour, 
and he described a case in which removal of a medi- 
astinal cyst was followed by immediate relief of 
threatening cardiac symptoms. His experience in 
this and similar cases had taught him to search very 
carefully for a mechanical cause—tumour, abscess, 
effusion—in all cases of obscure cardiac dysfunction. 

Turning to the surgical treatment of valvular 
defects Prof. Sauerbruch said he thought operation 
for mitral stenosis inadvisable in the present state 
of knowledge but he believed that stenosis of the 
aorta or pulmonary artery might offer an occasional 
indication. While adopting the most reserved atti- 
tude towards all such operations he expressed the 
hope that further work would enable some patients 
to be saved from what was often a premature and 
unnecessary death. As regards the surgical treat- 
ment of angina pectoris, he adopted a rather critical 
attitude towards the various sympathetic operations 
that have been employed for its relief. Recent 
attempts to treat the root cause of angina—cardiac 
ischemia—by grafting operations seemed to be more 
logical, and in this connexion he mentioned the work 
of O’Shaughnessy with omental grafts, Lezius with 
lung grafts, and Beck with muscle grafts. Some months 
previously he had examined a group of patients 
operated on by O’Shaughnessy and had been impressed 
by the clinical improvement observed. 

Finally Prof. Sauerbruch discussed the surgical 
treatment of aneurysm of the aorta and of the heart 
itself. In selected cases he had obtained good results 
with such palliative operations as mediastinal decom- 
pression, and he had also deferred threatening per- 
foration by reinforcing the sac with fascial grafts. 
He described in dramatic fashion his radical opera- 
tion for aneurysm of the heart which circumstances 
had compelled him to undertake. Although his 
patient was still alive and well seven years later, he 
did not propose to repeat the operation as a planned 
intervention ; but its success had strengthened his 
conviction that further advance into the difficult 
territory of cardiac surgery was possible and should 
be encouraged. 

CARDIO-OMENTOPEXY 

Mr. LAURENCE O’SHAUGHNESSY, after describing 
the fatal outcome of an operation at which laceration 
of the heart had been caused, gave a brief account of 
the development of his grafting operations for angina 
pectoris. Seven years ago he was attracted towards 


1 See Sauerbruch, F., Lancet, 1936, 2, 780. 
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the surgery of the thoracic esophagus and oceupied 
himself with various methods of resection with 
restoration of continuity within the chest. The only 
satisfactory method that he could devise involved 
the transplantation of a large segment of the greater 
omentum into the chest and its use as a pedicle graft 
to ensure the safety of his suture line. He was at 
that time repeating some of the Leriche experiments 
on ligature of the coronary artery, and he began to 
apply grafts to the heart in order to supplement its 
blood-supply. Soon he could demonstrate that 
vascular connexions formed very readily. It was a 
long step from these early experiments to their clinical 
application, but in the meantime he had become 
interested in the heart failure that often afflicts 
racing greyhounds—he was indebted for this interest 
to his reading of Osler’s ‘‘ Medicine,’ where he 
describes the case of the famous greyhound Master 
McGrath, and to a chance conversation about the 
cause of Mick the Miller’s retirement from active 
racing. In time he was able (thanks to the help of 
Sir Frederick Hobday and Prof. James McCunn) to 
subject some of these animals to operation ; this was 
not an experimental procedure but a curative and 
planned decompression, and in fact the animals were 
benefited and ran without their previous distress. 
It now seemed to him that if the greyhound would 
not merely tolerate but benefit from a cardiac graft, 
the practical possibilities of the operation would be 
established beyond doubt. Greyhounds, although 
they suffered from other forms of cardiac disease, 
did not suffer from coronary thrombosis, and it was 
therefore necessary to operate on some dogs, expose 
the heart, and tie the left coronary artery. When 
the animals were healed he tried them on the track 
and found that their racing powers were impaired ; 
and indeed they only finished with difficulty and in 
a state of obvious distress. Next he operated, and 
on to the ischemic heart that had been artificially 
created he applied his omental graft. A month later 
he raced one of the dogs again and he completed the 
full course (565 yards) in good timeand quite without 
distress. 

Mr. O’Shaughnessy showed a series of slides illus- 
trating the technique of the operation, vessels enter- 
ing the heart from a human omental graft and the 
fixation of an omental graft to the heart without the 
use of sutures.? His case of laceration was, he said, 
the only immediate fatality that he had had in a 
series of omental grafts for cardiac ischemia at the 
Lambeth Cardiovascular Clinic (L.C.C.) and he had 
taken steps to prevent it from happening again. 
He had now enough experience of the appearance of 
the living heart in various stages of degeneration to 
know when sutures might be dangerous, and in these 
circumstances he used an alternative technique in 
which a chemical substance replaced the suture, and 
it was found that an equally firm attachment can 
be obtained in this safe way. When the heart 
threatened to fail because of an insufficient blood- 
supply the only logical treatment was in one way or 
another to attempt its revascularisation, and there 
were now several operations that could be employed 
according to the circumstances of the case. All the 
survivors of six months and over were better—better 
in the sense that patients previously bedridden were 
walking about and patients incapacitated from work 
had returned to work. At the Lambeth clinic opera- 
tion had been done only after careful consultation 
with the medical staff—Lord Dawson, Dr. Daniel 
Davies, and Dr. H. E. Mansell. 


2 See O'Shaughnessy, L., Ibid, 1937, 1,185. 
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British Encyclopedia of Medical Practice 


Vol. V. By Various Authors. Under the general 
editorship of Sir Humpury ROLLESTON, Bart., 
G.C.V.0., K.C.B., M.D., D.Sc., Emeritus Professor 
of Physic, Cambridge. With the assistance of 
Prof. F. R. Fraser, M.D., F.R.C.P.; Prof. G. 
GREY TURNER, M.S., F.R.C.S.; Prof. JAMES 
Youne, D.S.0., M.D., F.R.C.S.E.; Sir LEONARD 
Rocers, K.C.S.1., F.R.C.P., F.R.C.S., F.R.S. ; and 


F. M. R. Watsue, O.B.E., M.D., D.Sc., F.R.C.P. | 


London: Butterworth and Co. 1937. Pp. 632. 35s. 


PURSUING its staid course through the entire field 
of medical practice, the fifth volume of this work 
opens with an article by Walter Howarth on the endo- 
scopy of the upper respiratory and alimentary tracts, 
and ends with one on the medical and surgical aspects 
of goitre and thyroid diseases by F. R. Fraser and 
Sir Thomas Dunhill. Of the remaining 44 articles, 
7 belong to the sphere of general surgery. The endo- 
scopy of the urinary tract is jointly considered by 
A. W. Badenoch, who writes on urethroscopy, and 
Clifford Morson, on cystoscopy. Epididymitis in its 
various forms is discussed by L. W. Harrison, epiphy- 
seal injuries and diseases by S. P. Brockman, ery- 
sipelas by John B. Hunter, erythrocyanosis by E.D. 
Telford, foot deformities by Norman Lake, and the 
diseases of the biliary tract by Sir David Wilkie. 
There are 5 ophthalmological articles: H. B. Stallard 
writes on enophthalmos and exophthalmos, O. Gayer 
Morgan on eye examination, J. H. Doggart on here- 
ditary eye diseases, A. F. MacCallum on injuries and 


diseases of the eyelids, and Sir Stewart Duke-Elder on | 


glaucoma. Lionel Colledge’s article on epistaxis is 
the only other representative of the surgery of the 
special departments, and there is only one gynzco- 
logical article, by Daniel Dougal, on the diseases of 
the Fallopian tubes. W. Russell Brain contributes 
two of the three neurological articles, the first on 
epilepsy, the second, in collaboration with J. G. 
Greenfield, on epiloia; the third, on muscular 
fibrillation, is by F. M. R. Walshe. Discussing 
enuresis, Alan Moncrieff wisely reminds us that this 
pathological problem is still often looked upon by 
parents as a moral one, and that this attitude must 
be altered if success in treatment is to be obtained. 
Gargoylism and glycogen disease, both by R. W. B. 
Ellis, are the two other pediatrical subjects con- 
sidered in this volume. There are four articles on 
dermatology: one by Rupert Hallam on epidermo- 
lysis bullosa, one by Arthur Whitfield on anomalous 
and atypical eruptions, one by R. T. Brain on erythema, 
and one by W. N. Goldsmith on fungous diseases. 
Tropical medicine is represented in two articles, on 
filariasis and intestinal fluke infections both by 
P. Manson-Bahr, the second in collaboration with 
P. A. Maplestone. R. J. C. Thompson’s article on 
frost-bite and trench-foot and L. T. Poole’s on 
gassing and poison gases in war serve grimly to remind 
us of the amenities of modern civilisation. Under 
the heading “various,” four articles deserve special 
mention: W. Lindesay Neustatter writes on exhibi- 
tionism, R. A. McCance and Elsie M. Widdowson 
on food, C. S. Myers on mental fatigue, and C. O. 
Hawthorne on etiquette and ethics in medical practice. 
The remaining twelve articles belong to the sphere 
of general medicine and, having little else in common 
except their positions in an alphabetical list, provide 
as might be expected a very mixed bag. The cult 
of the colon is well described in S. W. Patterson’s 


article on enemas and colonic irrigation. C. E. Lakin 
writes on enteric fevers, L. S. P. Davidson on ery- 
thremia, and G. W. Pickering on erythromelalgia. The 
general practitioner may feel more at homewith thesub- — 
ject of C. W. Buckley’s article on fibrositis than with 
W. M. Feldman’s on fetal diseases ; or with M. H. W. 
Attlee’s on German measles than with L. E. H. 
Whitby’s on glanders. But food poisoning by W. M. 
Scott, gastritis by Dorothy C. Hare, glandular fever 
by H. Letheby Tidy, and glycosuria by George 
Graham are all matters which are likely to come his 
way with greater or less regularity. The volume 
contains 6 plates and 139 illustrations. 


The Art of Surgery i 


Third edition. By H. S. Sourrar, D.M., M.Ch. 

Oxon., F.R.C.S. Eng., Surgeon, London Hospital. 

London: William Heinemann. 1937. Pp. 630. 

308. 

THE previous editions of this work achieved a 
reputation which renders unnecessary any intro- 
duction to the third one, and assures for it a welcome 
which it richly deserves. The striking arrangement 
of the pages with wide margins, leaving room for 
paragraph headings and invaluable little sketches has 
been retained, and still more line drawings have been 
added. There is no doubt that a student-learns more 
from a simple sketch, however crude, than from 
elaborate pictures and photographs ; but Mr. Souttar’s 
latest additions have real artistic merit. 

The book is so delightfully written that the student 
can forget that it is a text-book and read it for 
pleasure ; and the medical writer may learn from it 
how to express technical matters in the King’s 
English. Mr. Souttar has wisely avoided contro- 
versial subjects and the more recent ventures which 
have not yet established themselves in orthodox 
surgical practice, and the book is thus an ideal intro- 
duction to surgery for the student beginning his 
clinical work. A drawback to its use by the senior 
student is the absence of any reference to the newer 
methods of treating acute infections; the modifica- 
tions of the older operations for the cure of hernia ; 
the value of surgery in the relief of intractable pain ; 
the surgery of the sympathetic nervous system; and 
the place of hormones both in the etiology and in 
the treatment of disease. The function of the book, 
however, is to provide a sound foundation upon which 
these newer developments may be superimposed, and 
without which neither the science nor the art of 
surgery can be appreciated. 


The Medico-Legal Post Mortem in India 


By D. P. LAMBERT, M.D., Ch.B., D.T.M. & H. Edin., 
Capt. I.M.S., Fellow of the Royal Society of 
Tropical Medicine and Hygiene. London: J. and A. 
Churchill. 1937. Pp. 113. 5s. 


THE wealth of forensic material in India has been 
greatly neglected by medico-legal experts. This 
particular handbook would have had a greater value 
if it had been confined to India’s special problems, 
for in other respects it steers a rather wavering course 
between theory and practice. The author is clearly 
a faithful student of the Edinburgh school (Sydney 
Smith has provided a foreword) and an individual 
observer of practical skill. We have no doubt that 
pathologists working in India will find his instructions 
and hints very useful. 
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General Hygiene and Preventive Medicine 
By Joun WEINzIRL, M.S., Ph.D., Dr.P.H., late 
Professor of Bacteriology and Director, Alice 
McDermott Foundation, University of Washington. 
London: Henry Kimpton. 1937. Pp. 424. 18s. 


THE author’s justification for adding another to the 
many American books on hygiene is that his repre- 
sents a new approach to the subject, that it is cast 
in a new form. It is divided into eight parts, dealing 
with the control of disease by means of immunisation ; 
the use of specifics ; the control of carriers; sanita- 


tion ; physical environment (i.e., atmospheric condi- . 


tions, ventilation, and lighting); personal environ- 
ment (food, clothing, and exercise); social environ- 
ment (education, legislation, and administration) ; 
and the special measures applicable to age, sex, and 
occupational groups. In each part there are chapters 
illustrating, by reference to particular diseases, how 
the main factor mentioned in the heading may be 
regarded as governing incidence and mortality and 
how its influence may be controlled. The idea is 
quite a good one, but unfortunately it is not easy to 
determine which of the many avenues of prevention 
is predominant for each disease. Thus, although 
meningococcal meningitis is classed under “control 
of human carriers,” Prof. W einzirl has to confess that 
control of actual carriers of this disease is imprac- 
ticable; and the inclusion of pneumonia under 
“ control of clothing’? might give a false perspective. 
The net result is that each disease is dealt with, in 
spite of the system of grouping, as a problem by 
itself, involving a number of interlocking questions 
of prevention and treatment. The book is intended 
for lay as well as medical students, and it therefore 
contains rather elementary subject matter which 
the medical student will need to supplement from 
other sources. 


Health and Muscular Habits 
By Lieut.-Col. J. K. McConnet, D.S.O., M.C., 
Member of the Chartered Society of Massage and 
Medical Gymnastics; and F. W. W. GRIFFIN, 
M.A., M.D., Editor of the Journal of the Chartered 


Society of Massage and Medical Gymnastics. London : 


J. and A. Churchill. 1937. Pp. 159. 5s. 

THE refreshing aspect of Col. McConnel’s books, 
which is especially evident in his latest one, written 
in conjunction with Dr. Griffin, is the relation of his 
movement-analysis to everyday life. He aims at 
coaxing the average man to realise just how much 
better and more efficient he would be if he applied 
his intelligence to the adjustment of his own mecha- 
nism. This little book refers to common errors of 
faulty breathing, and to bad habits in posture, gait, 
and occupational movements. In analysing the 
reasons for these, Col. McConnel leads back, step by 
step, to the way of eradicatmg the bad habits. 
Anatomical facts are clearly explained and illustrated. 
Reciprocal muscle action of one group to another is 
explained with practical examples, and there is a 
touch of originality as well as the fruits of experience 
in the corrective methods here advocated. 

In the average remedial and educational exercise 
work now in vogue, many faulty methods of pre- 
sentation have crept in, and are retained by a habit 
of mind that no longer analyses what it teaches. 
The authors’ simple and unostentatious way of pointing 
out errors in current practice is disarming. In foot- 
work they deplore the outer-border foot exercises, 
and encourage the use of weight-bearing positions in 
order to relate foot, leg, and hip work. This align- 
ment of action is too often neglected nowadays. 
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In muscle training, they warn against the fallacy 
of quick swinging movements as a method of stretch- 
ing contracted muscles. This is a hard-ridden fallacy ; 
only by a relaxation of the contracted structures, 
engendered by gradual contraction of their lax anta- 
gonists, can any actual increase of range be really 
gained and retained. 

The advantage of the book lies in the fact that the 
movements studied have obviously been carefully 
tried out upon both normal and abnormal subjects, 
and that they have been found effective in practice. 
As an approach to everyday habit problems this 
book presents a readable and practical help to the 
everyday man. | 


Recent Advances in Pulmonary Tuberculosis 
Third edition. By L. S. T. BURRELL, M.D. Cantab., 
F.R.C.P. Lond., Senior Physician to Royal Free 
Hospital; Physician to Brompton Hospital for 
Consumption and Diseases of the Chest. London : 
J. and A. Churchill, 1937. Pp. 320. 16s. 

THE last six years have seen a significant advance 
in our knowledge and understanding of the medical, 
surgical, and social aspects of pulmonary tuberculosis. 
This book has not only been made larger but has been 
substantially rewritten; it is not, as the author 
justly notes, a mere *“‘ hash-up”’ of the 1931 edition 
but contains much that is new. Space has been 
devoted, for instance, to the value of blood examina- 
tion in phthisis, with reference to Houghton’s index ; 
to an account of tuberculosis in children and bovine 
tuberculosis ; and to the classification of types of the 
disease including Dr. Burrell’s own recent scheme, 
Even the tomograph is not too young to receive 
consideration. The excellent radiograms are now 


grouped together at the end of the book instead of 


being interspersed throughout the text. The chapter 
on thoracic surgery is one of those that has been 
recast; it contains Chandler’s recent pneumolysis 
figures and a description of Semb’s extrafascial 
apicolysis with thoracoplasty. It is a pity that the 
book had gone to press before reference could be 
made to the extrapleural pneumothorax. This 
revised edition is indeed more than an account 
of the recent advances in pulmonary tuberculosis ; 
it is a practical exposition of the whole subject as it 
stands to-day which deserves a permanent place on 
the bookshelf of every specialist, and at least a 
temporary one in the library of the senior student, 


Short-Wave Diathermy 

By TIBOR DE CHOLNOKY, Associate in Surgery, 

New York Post-graduate School, Columbia Univer- 

sity. London: Humphrey Milford, Oxford Univer- 

sity Press. 1937. Pp. 310. 20s. 

ALTHOUGH high-frequency radio currents were 
first used biologically by Schereschewsky 12 years 
ago, American clinicians have accepted the applica- 
tion of this physical agent to therapy only with some 
reserve. The fact that Dr. Cholnoky has approached 
the subject with caution adds to the value of his 
book, especially to those not conversant with its 
possibilities. This is essentially a handbook for the 
practitioner. Only one chapter is given to the phy- 
sical aspects and three chapters to experimental 
findings, while eleven are devoted to technique and 
clinical uses. Those who have followed the history 
of ultra-short waves as a therapeutic agent will find 
here the clinical data accumulated in recent years 
(to 1936) ably presented by Dr. Cholnoky, and the list of 
references will save them much time in their attempts 
to cope with the expanding literature on the subject. 
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THE POPULATION BILL 


ONLY in the last year or two has much 
*been said about the impending depopulation 
implicit in the fact that the birth-rate of this 
country has halved in the last 65 years. A wide- 
spread demand has arisen that the causes of this 
decline should be further investigated, and the 
debate in the House of Commons last week was a 
confused expression of this demand. 

It is a fact that the fertility statistics of Great 
Britain are conspicuously defective compared with 
those of other countries. The Population (Statistics) 
Bill seeks to remedy this defect by making it 
possible to ask some new questions when births, 
stillbirths, marriages, and deaths are registered. 
The additional questions that must be answered 
if we are to be able to calculate fertility-rates are 
neither numerous nor objectionable. On the regis- 
tration of a birth, information is wanted about the 
age of the mother, the duration of her marriage, 
and the birth order—i.e., whether the birth is 
first, second, third, or nth. When deaths are 
registered we would like to know the marital 
status of deceased males (whether bachelor, 
widower, or married man), whether a married 
woman was childless, and what is the age of the 
surviving spouse if any. This information would 
enalle the demographer to elucidate many features 
of present trends of population of which we are 
now ignorant. The marital status of deceased 
females is already recorded, and enables us to 
calculate how many women who die are married 
and how many are unmarried (the nuptiality-rate). 
Information as to whether married women who 
die are childless would throw light on how many 
marriages are sterile. And the questions asked, 
at birth registration, about the age of the mother, 
the duration of marriage, and the birth order 
would make it possible to compute how far the 
married people in the country as a whole are 
reproducing themselves. They would also allow 
the demographer to calculate differential fertility— 
i.e., how far people in various occupational groups 
and geographical areas are replacing themselves. 
The knowledge thus gained would be the basis for 
an opinion as to the effects on fertility of such 
factors as good and bad housing, town-planning 
schemes, the earnings and occupational stability of 
the husband, and much else that mayinfluence people 
in deciding how many children they will have. 

It is perhaps unfortunate that the Bill was not 
limited to these essential inquiries. It was. the 
inclusion of numerous other questions relating to 
the brothers, sisters, and dependants of former 

= spouses, and previous illegitimate children—not 
' to mention a paragraph allowing the Minister to 


spread the net even more widely if he wishes— 
that provoked acrimonious debate. It is under- 
standable that such questions were resented, but 
the fact remains that some of the critics of the Bill 
did not show a sufficient understanding of the 
purpose of fertility statistics. Mr. A. P. HERBERT 
made an amusing point when he complained that 
the questions designed to throw light on the death 
of babies were addressed “ (a) to people who have 
just had a baby and (b) to those who have just 
passed away,” but such arguments could not be 
seriously used by those who know how fertility 
is measured. It is true enough that a long time 
must elapse before this method of ascertainment 
gives us a reasonably complete picture of the 
situation, and it is a pity that the Government 
did not accede to the demand for a quinquennial 
census in 1936. So far as it goes, however, the Bill 
is valuable since it remedies defects in our regis- 
tration system which have become serious by 
reason of the low levels to which fertility has 
fallen. These defects have long been recognised, 
and in the House of Commons debate Rear- 
‘Admiral BramisH was able to quote the following 
words used by the Registrar-General in 1867 :— 
‘Two grave defects in the registers of the United 
Kingdom deprive them of much of their utility ... 
as records of fact for the solution of the great problems 
of population. Neither the age of mothers at the 
births of each of their children, nor the order of 
birth, is recorded; so that the number of children 
borne by women at different ages, and in the course 
of their lives, cannot be ascertained.”’ 
It would indeed be regrettable if the significance 
of this Bill were obscured by objections to its 
incidental features and by ignorance of the purposes 
it can serve. 


“ NEW TRYPANOCIDAL SUBSTANCES 


It has long been known that trypanosomes 
utilise large quantities of sugar. This knowledge 
led a number of investigators to try to control 
trypanosome infections in animals by means of 
drugs that lower the blood-sugar, and it was found 
that among these Synthalin had a definite thera- 
peutic effect on infections in mice. The implication 
that this effect was due to diminution in the amount 
of sugar available for the trypanosomes is hardly 
logical, since it seems unreasonable to assume that 
hypoglycemia of a degree or duration sufficient 
to bring about destruction of the parasites would 
not equally damage the host; and indeed, when 
synthalin was examined in vitro it was discovered 
to be directly and powerfully trypanocidal, a 
concentration of only 1 : 260,000,000 sufficing 
to destroy almost all the trypanosomes of a 
suspension within 24 hours at 37° C.—a degree of 
activity quite sufficient to explain directly the 
therapeutic results of its injection into infected 
animals. Dr. Kine, Dr. LOURIE, and Prof. 
WARRINGTON YORKE accordingly investigated a 
number of related substances and, in our present 
issue, they set forth the comparative trypanocidal 
effects of a large series of such compounds both 
in vitro and in experimental infections in animals. 

Synthalin consists essentially of two guanidine 
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groups connected by a chain of ten carbon atoms. 
By altering the length of this chain and by varying 
the composition of the terminal grouping it is 
possible to study in detail any correlation between 
chemical constitution and trypariocidal and thera- 
peutic effect. It was found that the trypanocidal 
power varied with the length of the chain, being 
maximal when there were between ten and fourteen 
carbon atoms. By further substitution it was then 
found that the guanidine group was not essential 
for trypanocidal activity and one of the most 
active compounds was produced when only the 
‘“‘guanyl” moiety of guanidine was attached 
directly to a chain of eleven carbon atoms. When 
compared with the organic arsenicals that are so 
largely used in human trypanosomiasis this new 
compound—undecane diamidine—seems to possess 
properties of considerable promise. Quite apart 
from their toxicity the arsenical compounds at 
present in use have the grave defect that, failing 
to cure, they are apt to produce resistant strains of 
parasites. With the new drug not only is it possible 
to bring about the permanent cure of experimental 
infections, but resistance to the trypanocidal. 
action is acquired very slowly, if at all; moreover, 
trypanosomes that have been made resistant to the 
aromatic arsenicals and to Bayer 205 exhibit no 
resistance to this compound. It will be of the 
greatest interest to ascertain the action of the new 
compound against strains of T. rhodesiense, which 
is not influenced by the arsenicals, Furthermore, 
since Bayer 205, although active against rhodestense 
infections, is unfortunately of little value in either 
gambiense or rhodesiense infections once the parasites 
have invaded the central nervous system, the 
penetration of the new drug into this tissue 
becomes a matter of importance. 


Although the work is only in the stage of early 
laboratory investigation and much remains to be 
done before any practical application can be made, 
enough has been accomplished to demonstrate 
its practical significance. It brings to light 
trypanocidal substances of a chemical constitution 
entirely different from those hitherto known, and 
thus widens the search for substances of thera- 
peutic value in sleeping-sickness. 


X RAY EVIDENCE 


In his study ? of the legal aspects of radiological 
practice in the United States Dr. S. W. DONALDSON 
mentions that evidence by radiogram was first 
used in England at Nottingham in 1896, within 
four months of Réntgen’s discovery. An actress 
was claiming damages for injuries due to an accident 
in the theatre. Dr. FRANKISH advised the making 
of a film at University College Hospital and the 
result established the definite injury to the plaintifi’s 
foot, the cuboid bone being visibly displaced. In 
an early American case it was argued that such 
evidence was inadmissible; because radiograms 
were photographs of an object unseen by the human 
eye, there was no proof that the photograph 

1 The Bocoteenoloetst in Court. By Samuel W. Donaldson, 

D., F.A.0.R 


A.B., M. ., St. Joseph’s Mercy Hospital, Ann Arbor. 
London: Bailliére, Tindall and Cox. 1937. Pp. $30. 18s. 
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accurately portrayed the object photographed. 

The court admitted the evidence, however, on the 

analogy of maps used as explanations to make clear 
the testimony of experts. Gradually the forensic 
attitude changed from scepticism to implicit 

trust. In some of the States the courts insisted 

that X ray photographs were indispensable for 
proving damages. The New York Supreme Court 

has ordered a plaintiff to submit to X ray examina- 

tion; the judges took judicial notice of the fact 

that such examination is common and that science 

has reached a point where, in the hands ofspecialists, . 
there is little or no danger. Elsewhere X ray 

photographs of a normal person have been admitted 

for comparative purposes. Among other interesting 
questions Dr. DonaLpDson deals with the ownership. 

of films. He cites a Michigan case where a 

company refused to pay a doctor for medical treat- 

ment of an injured employee because he had not 

handed over X ray negatives taken in the course of 
treating the patient. The court held that the 

doctor was justified in refusing to surrender the 

negatives. In the absence of agreement to 
the contrary, the negatives were the property of the 

physician or surgeon who made them; it wag 

common knowledge that these negatives were 

almost meaningless to the ordinary layman; 

their retention by the physician or surgeon 

constituted an important part of his clinical record ; 

in the aggregate these negatives would embody 

and preserve valuable experience. They were 

scarcely distinguishable in principle from micro- 

scopic slides of tissue made in the course of diagnosis 

or treatment. Dr. DonaLpson remarks that the 

radiologist is sometimes asked by patients for his 

films because they want them as souvenirs, some- 

times because they feel entitled to possession after 

paying his fee (on the false analogy of photographs 

ordered from a portrait-photographer), sometimes 

because they are disappointed with the professional 

opinion they have obtained and they want to take 

their symptoms and their evidence elsewhere. 


Dr. DonaLDson’s advice on the conduct of the 
expert in the witness-box and his general com- 
ments on professional practice will be useful to 
others besides radiologists. He cites an analysis 
assiduously conducted by American research in 
respect of 35,000 cases where professional negligence 
was alleged. Sixty per cent. were found to be due 
to inopportune remarks by fellow-practitioners who 
were either ignorant of the facts or were actuated 
by personal animosity or jealousy. Twenty per 
cent. were counter-claims, which perhaps means 
that the patient was using every available weapon 
in resisting a claim for unpaid fees. Ten per cent. 
were due to failure to use X rays. The remaining 
10 per cent. were attributed to miscellaneous 
causes as “newspaper articles, cults, negligence 
of nurses or employees of physicians, alcoholism 
(rare) and failure to use a method of treatment 
which is used by the majority or a respectable 
minority (also rare).” The conclusion that the 
majority of such cases are due to the unguarded 
remarks of one doctor about another is significant. 
and instructive. 
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INTRACRANIAL HYPERTENSION WITHOUT 
BRAIN TUMOUR 


Danvy has lately described 22 cases in which 
the signs and symptoms of increased intracranial 
pressure were unequivocal but in which it was 
reasonably certain that there was no tumour or 
other space-occupying lesion.’ Most of the patients 
were quite young—half were under 20 years of 
age—and there were more females than males. 
The chief complaints, and often the only com- 
plaints, were headaches and visual disturbances ; 
the duration of symptoms varied from twelve days 
to a year or more. In every case papillcedema was 
present, and in some it was associated with retinal 


hzemorrhages and serious reduction of visual 


acuity. In other respects the neurological examina- 
tion was, as a rule, essentially negative. One 
patient’s blood pressure was slightly raised, and 
another was syphilitic. The pressure of the cerebro- 
spinal fluid was abnormally high (between 250 
and 550 mm. of fluid), but with only two exceptions 
it had a normal cell and protein content. Ventriculo- 
graphy was undertaken in every patient and in 
all of them the ventricles proved to be undilated, 
symmetrical, and not displaced ; in fact they often 
appeared unduly small. In order to preserve 
vision a decompression was performed in 19 of 
the 22 cases; in the remaining 3 it was deferred 
and eventually proved unnecessary because of 
spontaneous improvement of the papilloedema and 
the headaches. At operation the brain usually 
bulged considerably, and it was frequently noted 
that an excessive amount of cerebro-spinal fluid 
escaped from the subarachnoid space. All the 
patients are now alive and well, the longest 
recorded interval since operation being ten years. 
In those who have reported for examination, the 
papilleedema has subsided leaving varying degrees 
of optic atrophy. Seeking the cause of this con- 
dition, DANDY comments on the fluctuation in 
tension often seen at the site of the decompression 
operation. From being flush with the skull, the 
scalp may rapidly bulge and become tense in a 
few minutes, and may then as quickly collapse. 
In Danpy’s opinion these rapid alterations in the 
intracranial tension may possibly be of vasomotor 
origin, but he acknowledges that the cause of the 
syndrome is unknown. The presence of a tumour 
may be excluded by the normal ventriculograms 
and the recovery of good health. The patency 
of the dural venous sinuses was - proved by 
Queckenstedt’s test. 

A group of 15 cases of a like nature was recorded 
last year by Daviporr and Dyxe.? The clinical 
picture was identical with that of Danpy’s cases, 
even to the age- and sex-incidence. Air-injection 
was performed in 13 cases, and no abnormality 
of the ventricles was detected. Owing to the 
difficulty of filling the ventricles with air by direct 
needling, encephalography was often necessary. 
This agrees with DANDy’s statement that in this 
disorder the ventricles are frequently undersized. 


1 Dandy, W. E., Ann. Sur ber, 1937, p. 492. 
* Davidoff, L. M., and Dyke, O, J. nerv. ment, Dis, 1936, 
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Most of the cases were treated by decompression, 
supported where necessary by dehydration, and all 
of them improved; but it is important to note 
that it was sometimes six months before the 
papilloedema subsided. 

The condition to which MoALPINE °? gives the 
title of toxic hydrocephalus has similar clinical 
features, and so have the cases reported by 
McConnzLL.* It is clear that the syndrome has 
often been described under such names as otitic 
hydrocephalus, serous meningitis, and pseudo- 
tumor cerebri. In some of these the cause can be 
stated with certainty—for example, an antecedent 
infective lesion such as otitis media or acute 
mastoiditis—but in others the relation to a toxic 
focus is more doubtful; indeed in only 2 of 
DanvDy’s 22 cases do the records suggest such a 
relationship. Even when the condition develops 
as a frank sequel to mastoid disease we are at a 
loss to understand the pathological processes 
responsible. Intracranial inflammation is absent 
and in one patient of Daviporr and Dykzr’s, 
who died from another cause, the brain at necropsy 
showed no abnormality. For this reason DAVIDOFF 
and DYKE consider the term ‘ serous meningitis ” 
a misnomer, and they also hold that “ hydro- 
cephalus ” is inapt because the ventricles are not 
enlarged. But, as MOCONNELL points out, hydro- 
cephalus merely signifies an excessive amount of 
cerebro-spinal fluid within the cranium, not 
necessarily within the ventricles, and this appears 
to be the factor common to every case. In the 
absence of evidence of obstruction to the flow of 
cerebro-spinal fluid, one must assume either that 
more is secreted or that less is absorbed. MCALPINE 
favours the former explanation, suggesting that a 
circulating toxin may make the choroid plexus 
hypersensitive and that subsequent exacerbation 
of the toxic focus may give rise to an allergic 
reaction in the choroid plexus. But although 
increased production of fluid, such as occurs in 
acute inflammation, may temporarily raise the 
intracranial pressure, ið is doubtful whether it 
could do so for long; for the rate of absorption 
of the fluid bears a direct relationship to its 
pressure. Moreover, the arachnoid villi might 
equally well be affected in this way, so as to 
impair absorption. It is significant that in each 
series there are exceptional cases in which the 
cerebro-spinal fluid showed some excess of cells 
and of total protein. These may be the link 
between this syndrome of an apparently “ func- 
tional ’’ disturbance of the circulation of the fluid 
on the one hand, and true arachnoiditis on the 
other, and the two conditions may insensibly 
merge. Without knowing more, it is difficult to 
find a term for this syndrome that is descriptive 
without being too compromising as regards patho- 
logy. Intracranial hypertension would be satis- 
factory, but might be confused with the cerebral 
complications of arterial hypertension. Probably 
toxic hydrocephalus is a label as little objectionable 
as any, provided we recognise that the word 
“ toxic ” may often be a cloak for ignorance. 


® McAlpine, D., Brain, 1937, 60, 180. 
4 McConnell, A. A., Ibid, 1937, p. 315. 
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ANNOTATIONS 


VITAMIN C AND DIABETES 


It has been clearly shown that a great many people 
living on more or less ordinary diets are not “ satu- 
rated” with vitamin C; that is to say, if they are 
given substantial doses (either as ascorbic acid or as 
fruit juice) they will at first retain most of what they 
are given, whereas a ‘‘ saturated ” person will excrete 
most of it at once in the urine. It has been demon- 
strated by various workers that vitamin C may 
influence the action of insulin, and Pfleger and 
Scholl! have been testing its effect on a number of 
their diabetic patients whom they found to be in an 
“ unsaturated ° state. The results of saturating 
these patients with ascorbic acid were interesting and 
unexpected. In mild cases of diabetes, receiving no 
insulin, the amount of sugar excreted was not altered 
by saturation, although the excretion of aceto- 
acetic acid was decreased; but the results when 
insulin was injected were very different. The patients 
were given a standard diet and insufficient insulin 
so that they excreted 3-25 g. of sugar a day. When 
the conditions had become stable the patient was 
rapidly saturated with ascorbic acid, and by the time 


this had been done the excretion of sugar had either . 


‘ceased entirely or had been reduced by 1-10 g., and 
the dose of insulin could be decreased by 10 or 20 units 
in some cases though not in others, When the vita- 
min C was withheld sugar was excreted unless the 
insulin was increased, but Pfleger and Scholl do not 
say how long the favourable results continued. 
Experiments on healthy patients showed the same 
relation to injected insulin. The sugar-tolerance 
curve was identical whether the patient was in the 
unsaturated or saturated state, but when 10 units 


of insulin was injected and 24 g. of sugar in the form: 


of bread was eaten, the blood-sugar curve was 20 mg. 
lower in one case and 35 mg. lower in another after 


the patients had had their fill of ascorbic acid. The. 


investigators suggest that the change is due to an 
increased capacity of the liver to store glycogen ; 
they do not draw attention to their observation that 
vitamin C is only of assistance when insulin is injected, 
but it certainly seems to suggest that the insulin 
injected is not identical with that made in the body. 
If these experiments are confirmed it will follow that 
special care must be taken to see that all diabetic 
patients taking insulin are fully “saturated.” The 
ordinary diabetic diet prescribed in many clinics in 
England contains more than 20-30 mg. of ascorbic 
acid, but many of the poorer patients may not have 
a sufficiency of fruit. An ounce of orange juice 
(which can nearly always be obtained from one 
orange) costs about ld.; an ounce of tomato juice 
costs less than Id.; and a tablet of 25 mg. of 
ascorbic acid costs about $d. If the advisability of 
taking this amount was pointed out, most patients 
would be able to afford it. 

Meanwhile the physiological adequacy of synthetic 
ascorbic acid is again questioned by the paper from 
Copenhagen that we publish on p. 1363. 


THE PERNICIOUS-ANAEMIA PRINCIPLE 


Castle and his colleagues are still trying to solve 
the problem of the interaction . between intrinsic 
factor (secreted by the stomach) and extrinsic factor 
(provided by the diet) to form ultimately the per- 
nicious-anemia principle present in liver or liver 


1 Pfleger, R., and Scholl, F., Wien. Arch. inn. Med. Oct. 31st, 
1937, p. 219. 


extracts. From their studies of the effect of varying 
acidity on the in-vitro formation of a hsemopoietically 
active substance from beef-steak and gastric juice 
they conclude that the intrinsic factor is probably 
an enzyme active near pH 7 but not at levels below 
2°5. Liver extract is thermostabile and will even 
withstand autoclaving. Castle and his co-workers! 
have, however, found it impossible to produce in 
vitro an equally thermostabile substance. The inter- 
action in the test-tube of beef-steak and gastric 
juice gives a hemopoietically active principle which 
is curative of pernicious anæmia, but it is destroyed 
by high temperatures and cannot therefore be iden- 
tical with the liver principle. It can at present only 
be regarded as a precursor of the liver principle, and 
as yet we have no clue to the site or method of con- 
version of one into the other. Castle points ont that 
Klein and Wilkinson? claim to have synthesised the 
thermostabile liver principle by allowing hog’s 
mucosa to interact with beef muscle. They did not, 
however, submit the resulting active hemopoietic 
substance to a sufficiently high temperature to enable 
them, to claim that it was as thermostabile as liver 
extract. Castle found normal human duodenal contents 
and intestinal mucosa equally incapable of producing 
with beef-steak a thermostabile hemopoietic prin- 
ciple. Though it is possible to cure pernicious 
anemia to-day the exact mechanism by which the 
body elaborates the essential liver principle is far 
from being understood. 


SANATORIUM DESIGN 


In view of the comparatively large number of 
institutions for the treatment of tuberculosis and the 
declining mortality from this disease it might be 
thought superfluous to discuss the design and con- 
struction of sanatoriums. There are, however, 
factors tending to increase the demand for sana- 
torium beds with the result that the function of the 
sanatorium is undergoing a change. The general 
increase in the length of residential treatment has 
put pressure on the existing beds, whilst the rapidly 
extending field of collapse therapy, particularly by 
major surgical methods, is demanding facilities in 
the sanatorium similar to those of a general hospital. 
As Mr. Lionel Pearson said in a paper which he read 
to the Tuberculosis Association on Nov. 19th, it is 
unlikely that the “ corridor” type of planning (that 
is an extended front which accommodates all the 
patients’ rooms on the south or south-east side with 
the service rooms on the north of a corridor) will be 
seriously modified in the future; this type of plan 
nevertheless provides a number of problems which 
still await solution. Heating and ventilation are 
always difficult in sanatorium construction; Dr. 
James Watt brought this out very clearly at the 
Royal Society of Medicine in 1933. It is too much 
to expect of wards whose windows are kept wide 
open during the day and night that they should 
feel comfortably warm on a winter’s day; but 
adequate heating is essential for dining-rooms 
and staff quarters. The elimination of noise is a 
vital point; and yet this, as Mr. Pearson sug- 
gested, has been neglected even in hospital construc- 
tion. Now that sanatoriums are to have wards 
suitable for the reception of major surgical cases 
the conduction of sound throughout the building 


i Gaue.: We B., Heath, O. W., Strauss, M. B., and Heinle, 
Sci. November, 19387, p 


R. W r. J. med. 618. 
3 Klein” L., and Wilkinson, J. F., Biochem. J. 1934, 28, 1684. 
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must be reduced to a minimum. In this country 
the open single-story pavilion type of ward has 
found general favour; on the Continent the multi- 
storied block building is almost always used for 
the treatment of tuberculosis. Both types have 
their pros and cons, but if surgery is to be increasingly 
practised the more easily controlled block building 
will come to hold the field. On the other hand where 
patients only require a routine of graduated rest, the 
pavilion system, as Mr. Pearson remarks, provides 
an atmosphere of peace and rural quietness in con- 
trast to the continental impression of a cosmopolitan 
hotel. There is evidently room for more than one 
type of building ; at present the majority of patients 
are of the chronic ambulant type, and the preponder- 
ance is likely to increase. These cases require mental 


stimulation and encouragement as well as treatment ; 


design and decoration should suggest cheerfulness 
and avoid any sense of confinement and restriction. 
There is also the question of expediency. The con- 
struction of a sanatorium is a tangible and easily 
appreciated method by which a local authority can 
demonstrate its interest in the treatment: of tuber- 
culosis. Lavish expenditure on institutions may 
hide or impoverish more important but less spectac- 
ular branches of the anti-tuberculosis scheme; 
nevertheless it is desirable that the sanatorium shall 
attract rather than repel and instil confidence 
rather than fear into its whole population, patients 
and staff alike. : 


TREATMENT OF UNDULANT FEVER WITH 
SULPHANILAMIDE COMPOUNDS 


Most of the therapeutic successes hitherto recorded 
with sulphanilamide and allied substances have 
concerned relatively acute infections accompanied by 
a bacteremia. Whether success is likely to attend 
the treatment of more chronic infections in which the 
organisms have established themselves in multiple 
foci in various tissues of the body is more doubtful. 
Under these conditions the organisms may be protected 
from the drug and continue by their growth to give 
rise to local or general disturbance. Habs and 
Röper,! for example, have recorded their complete 
failure to influence the progress of streptococcal 
lymphadenitis in guinea-pigs. In this disease multiple 
glands are usually affected and the organisms are 
found embedded in caseous pus surrounded by a 
thickened capsule. In spite of the fact that repeated 
intraperitoneal inoculations of Prontosil soluble 
were given, amounting to a total dosage of 12°5 c.cm., 
no beneficial effect whatever was noticed. That the 
fault was not due to any special insusceptibility of 
the strain of streptococcus was shown by the usual 
intraperitoneal mouse technique. Whether chronic 
infective diseases such as tuberculosis and undulant 
fever are likely to prove amenable to sulphanil- 
amide treatment is still not entirely clear, though 
the balance of evidence seems to be against it. 
Béthoux, Gourdon, and Rochedix,? however, describe 
the apparently successful treatment of a patient 
suffering from undulant fever, probably caused by 
the melitensis type, with compounds of the sulphanil- 
amide group. For four weeks the patient was daily 
given 2 g. of benzyl sulphanilamide by mouth together 
with an intravenous injection of 20 c.cm. of a 6 per 
cent. solution of Soluseptazine, a more soluble and 
more complex derivative of this substance (presum- 
ably corresponding to the English Soluseptasine). 


1 Habs, H., and Roper, E., Z. ImmunForsch. 1937, 91, 360. 
3 Béthoux, L., Gourdon, E., and Rochedix, J., Bull. Soc. méd. 
Hôp. Paris, Nov. 15th, 1937, p. 1297 


The intravenous injections were then stopped, but 
oral administration of the drug was kept up for 
another fortnight till the patient was discharged. 
Four days before the treatment was begun a blood 
culture was positive ; five weeks later it was negative. 
Though Béthoux, Gourdon, and Rochedix have no 
doubt that the successful outcome of this case was 
attributable to the specific treatment given, it may 
be noted that the patient’s temperature had fallen 
to normal before the treatment was begun. Consider- 
ing that the fever had lasted four months it is not 
improbable that the natural end of the disease was 
just being reached. More convincing evidence than 
that put forward by these authors will be required 
before hopeful conclusions can be drawn on the 
value of the sulphanilamde group of drugs in the 
treatment of undulant fever. 


CRIPPLES 


THOUGH it is 120 years since the first hospital 
devoted solely to orthopxdics was founded at Birm- 
ingham, attempts to cater for the general needs of 
cripples throughout the country are of recent growth, 
and largely owe their origin to the experiences of the 
war. In 1919 Sir Robert Jones and Mr. G. R. 
Girdlestone published their ‘‘ National Scheme for 
Cripples ’’ which led to the formation of what is now 
the Central Council for the Care of Cripples under the 
auspices of the British Red Cross Society. The aim 
of the Council was to cover the whole of the British 
Isles with a system of orthopedic hospitals, each with 
a group of satellite out-patient clinics, and to establish 
vocational training centres and local employment 
bureaux to help with rehabilitation. A door-to- 
door census which the Council carried out in four 
representative areas to help them to estimate the 
magnitude of their task showed that there were about 
3 children per 1000 of the total population who 
needed orthopedic attention, while the accommoda- 
tion provided for them in institutions and in special 
schools was quite inadequate. The Council therefore 
proceeded to promote the formation of local voluntary 
associations to codéperate with the public authorities 
in remedying this state of affairs, and largely through 
its efforts the National Scheme has since made rapid 
strides. 

The Council has now published a handbook! which 
sets out what has been achieved and what remains 
to be done. If a cripple is defined as a person who 
has not the full use of all of his limbs and trunk, it 
is estimated that there are about 200,000 actual or 
potential cripples in the British Isles, and that about 
80 per cent. of the former have become so from 
preventable causes. About half the total number are 
children. The essentials of a complete service for 
these unfortunates include facilities for their discovery 
in the early stages, for the provision of expert treat- 
ment without delay, for their education, which is 
even more important to a cripple than to a normal 
person, for training them in suitable vocations, for 
finding them employment, and for attending to their 
general welfare by the provision of books, entertain- 
ment, invalid chairs, tools, and the like. Public 
authorities have extensive powers and duties which 
cover a great deal of such a service. In most areas, 
though by no means in all, the authorities provide 
for the needs of crippled children up to the age when 
they leave school, but they rarely make provision 
for any form of vocational training, and, as regards 
adults, though they have wide duties in respect 


1 Handbook on the Welfare of Cripples. 


London: Central 
Council for the Care of Cripples. 1937. Pp. 89. Is. 
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of those who are either tuberculous or destitute, they 
can do nothing for the large number who do not fall 
within those categories. There is then still great 
scope for voluntary effort in filling these gaps and the 
Council is continuing with its aim of starting voluntary 
associations in every county and of covering the 
country with a network of orthopsdic units. 


ANAESTHETICS AT CONFINEMENTS 


THERE is valuable information in a paper by Bill? 
on analgesia and anesthesia in relation to the shorten- 
ing of labour. The commonly accepted opinion is 
that hypnotics, analgesics, and anssthetics inevitably 
prolong the process of delivery, and it is well to realise 
that with appropriate care they may be made to 
have the opposite effect. Unfortunately the system 
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of practice here advocated and illustrated cannot be 


carried out effectively without hospital facilities or at 
least the continuous coöperation of a skilled anes- 
thetist, and these conditions cannot be fulfilled in 
the vast majority of confinements. Nevertheless the 
lessons taught may ‘have an influence even on every- 
day non-hospital midwifery. In brief it is advised 
that scopolamine should be used for primipare in 
the earliest stage of labour, starting as soon as there 
is real discomfort ; Sodium amytal is prescribed for 
the same stage in ’ multiparee ; and inhalation anal- 
gesia is given to both classes of patient during the 
second stage, going on to real anesthesia for the 
climax of delivery. The inhalation agents used are 
gas-and-oxygen or ether. The latter is used to the 
full extent when the obstetrician wants to reduce the 
activity of the uterus. Nitrous oxide never has this 
effect, and Bill believes that his premedication never 
interferes with uterine contraction or affects the con- 
dition of the infant. When scopolamine is used its 
innocuousness is assured by never giving an injection 
of it less than three hours before the time when 
delivery is anticipated. The significance that Bill 
attaches to proper management of the anesthetic at 
confinements may be shown by two quotations from 
his article: ‘‘Clever administration of the general 
anesthetic is the most important part of the conduct 
of painless labour,” and “to give just enough anes- 
thetic to relieve pain and not slow labour is a real 
àrt.” The Cleveland Maternity Hospital has aimed 
at painless labour for some twenty-five years and 
the principles and practice there evolved are the 
foundation of the present report. 


GERLACH’S CANCER GERM 


AT a meeting of the Gesellschaft der Aerzte in 
Vienna last October Dr. F. Gerlach claimed to have 
isolated from malignant growths of man and of 
animals a filtrable organism which could be grown in 
cultures and which on injection into animals produced 
malignant growths. His paper is published in the 
Wiener klinische Wochenschrift of Nov. 26th, and as 
the claims were widely noticed in the English daily 
press a brief summary of his result may be of interest. 
The pressed juice of malignant tumours after dilution 
with Ringer’s solution was passed through various 
filters, and blood-agar media and other fluid media 
were inoculated with the fluid thus obtained. After 
incubation for several days under anaerobic conditions 
cultures developed which could be kept alive by 
subculturing. The organism is stated to resemble 
that of bovine pleuro-pneumonia, and its injection 
into animals produced immediately an exudate in 
the serous cavities; later, after intervals of very 
varying length, tumours appeared. In one mouse, 


1 Bill, A. H., Amer. J. Obstet. Gynec. November, 1937, p. 868. 


ANÆSTHETICS AT CONFINEMENTS.—GERLACH’S CANCER GERM 


[DEC. 11, 1937 


for instance, & carcinoma of the submaxillary gland 
appeared 27 days after intraperitoneal injection and 
there were then already metastases in the liver and 
lung. In another mouse a carcinoma, presumably of 
the mamma, developed 20 months after an intra- 
peritoneal injection. Tumours have also been pro- 
duced in rats, in fowls, and possibly in animals of 
other species, although the paper does not say so. 
The tumours appear sometimes at or near the site 
of injection, but more often in organs quite remote 
from the injected site. The same organism was 
obtained from human and from animal tumours, from 
carcinomata of different organs, and from sarcomata. 
The same organism produced carcinomata and sarco- 
mata in different organs and in different species. 
Virus bodies could be seen in the cells of the tumours 
from which the organism was isolated, in the tumours 
produced by it, and in several transplantable animal 
tumours such as the Ehrlich mouse carcinoma, the 
Rous fowl sarcoma, the Jensen rat sarcoma, and the 
Brown Pearce rabbit carcinoma. Altogether 14 
tumours were obtained in 342 animals—i.e., in 4 
per cent. of the injected animals. Even if one 
assumes that all the tumours that appeared were 
true malignant new growths, which is by no means 
certain from the data given in thé paper, the small 
number of tumours observed does not exceed the 
number of spontaneous tumours that one may expect 
to find in laboratory animals, especially the short- 
lived rat and mouse, kept under observation for 
several months. 

The story is not new. It reveals no appreciation 
of the pathology of cancer. 


TREATMENT OF PSORIASIS 


ONLY one feature is constant in the past and 
present nosology of psoriasis—the annual crop of 
new cures. From the time when bathing in the 
Jordan (and very possibly in adjoining sulphur 
springs) brought relief or remedy, down to the present 
day with its application of radio-active waters, ultra- 
violet rays, X rays, Grenz rays, chrysarobin, tar, 
mercury, arsenic, and even gold, the list of cures has © 
lengthened, so that one wonders that any cases of 
the affliction are still to be found, and can scarcely 
credit Lane and Crawford’s observation “that it 
still constitutes 6 per cent. of all attendances at a 
dermatological clinic.” 1 It is very doubtful however 
whether a real cure, in the accepted sense of the 
term, has ever been achieved by therapeutics, although 
some cases certainly recover spontaneously and 
remain permanently free ; indeed R. Hallam puts the 
proportion of such recoveries as high as 10 per cent. 
We still know nothing of the etiology, although an 
immense amount of time and money has .been 
expended in testing numerous and ingenious conjec- 
tures about it. The preponderance of dermatological 
opinion to-day seems to favour a metabolic fault, and 
when Gritz and Burger some three years ago? 


announced that they had discovered a demonstrable 


disturbance in the assimilation of fat and lipoids in 
all their cases, it seemed as if the problem of causation 
was at long last solved and a sure means of treatment 
found. But their claims have not been substantiated, 
and their irksome treatment by deprivation of fats 
(though like most other measures it is sometimes 
beneficial) has now been relegated to the limbo of 
the half-effective and non-proven. Until the patho- 
logy is elucidated it is not very likely that the results 


ey Lane; C. G., and Crawford, G. N., Arch. Derm. Syph. 1937, 
* See Lancet, 1934, 2, 605. 
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of any treatment will be consistent and reliable, and 
only a cautious welcome can be given to the latest 
candidate for therapeutic honours. This is none other 
than our familiar friend, vitamin D, administered in 
massive doses, daily by mouth, over periods up to twelve 
weeks. The detail of this method, which is certainly 
not free from risk of hypervitaminosis, can be studied 
in a report by Ceder and Zon.* They state that of 
16 patients with chronic widespread psoriasis, of 
whom 12 were treated with one product (A) of 
irradiated ergosterol and 3 with another (B), 11 
obtained complete involution within twelve weeks, 
2 obtained partial relief, and 2 were not benefited. 
After an interval ranging from six weeks to five 
months 6 of the “‘ cured ” cases had relapsed, while 4 
of the others had remained free for three to eight 
months. At first sight these results seem encouraging, 
but a similar proportion of “cures ” can be obtained 
in chronic cases in a small fraction of the time by 
putting the patient to bed and anointing him with 
chrysarobin or Cignolin. If the clearance thus effected 
is followed by a fortnight’s tar treatment and the 
patient is instructed to pay particular attention to 


- his scalp, where chronicity is usually greatest, the 


large majority will show no sign of recurrence for 
periods varying from six months to two years and 
more. If such results can be obtained by a purely 
local treatment in almost all cases, the claims put 
forward for the vitamin and similar lines of therapy 
will have to be substantiated by success in a large 
number of cases by independent observers; further 
it should if possible be proved that all psoriatics are 
in fact suffering from deficiency of the vitamin. The 
likelihood that this is so seems less when one reflects 
on the oft-repeated observation that psoriasis is often 
most prevalent and extensive when the patient is 
fit and well. Not infrequently it will disappear 
during or after some febrile illness, only to relapse 
on the return to normal health, and pyrogenic injec- 
tions will sometimes give a similar Lem pOrEEy 
improvement, 


FRACTURE OF THE SPINE 


THE principles to be observed in the treatment of 
spinal fractures are the same as those to be observed 
in the treatment of fractures elsewhere—viz., to 
reduce the deformity, to maintain the fragments in 
position while they are healing, and to restore the 
function of the injured part. In the past there was a 
tendency to pay relatively too much attention to the 
fixation of the fragments, with the résult that the 
reduction of the deformity and the restoration of 
function were rather neglected; but of late this 
tendency has been corrected, and Watson Jones ¢ in 
England and Bohler® in Austria have described 
systems of treating fractured spines which ensure 
reduction of deformity, restoration of function, and 
a shortening of incapacity. In outline Watson 
Jones’s system for lumbodorsal fsactures is as follows : 
the deformity is reduced by over-extension, a well- 
moulded plaster jacket is applied, and active move- 
ments of the muscles of the trunk are started as soon 
as the plaster is dry. The patient is allowed up in 
about ten days, the plaster is removed in about four 
months, and the patient is fit for heavy work in six 
months. This rapid recovery is due mainly to the 
exercising of the muscles while the plaster cast is 
being worn. It is important that these exercises 


3 Ceder, E. T., and ages Publ. Hlth Rep., Wash. Nov. 5th, 
1937, p. i680. 
8, R. W., Brit. med. J. 1931, 1, 300. 


4 Jon 
$ Böhler, L., aret « of 8, 4th ‘English edition, 
Bristol, 1935. Fracture j 
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should be supervised, for not only will this ensure 
that they are done properly, but it will also give an 
opportunity for the patients to see each other 
perform, which will increase their efforts and improve 
their morale. 

In Russia the functional treatment of spinal fractures 
is carried still further. At the Sklifassovsky Hospital 
in Moscow ê they do not use any method of rigid 
immobilisation such as the plaster cast, but instead 
they aim at making the patient develop for himself 
his own spinal support, ‘“ un corset musculaire,” by 
graduated, supervised exercises. They maintain that 
the vascular cancellous bone of the vertebre heals 
very quickly, and that the danger of secondary 
displacement is much exaggerated. The patient 
simply lies on his back in bed and reduction of 
deformity is effected by gradual extension, the bed 
being suitably inclined. The exercises start after the 
first few days and they gradually increase in duration, 
complexity, and vigour, and in the amplitude of 
movements allowed. They must never cause pain. 
By the end of the second month the patient should 
be able to raise himself up by arching his back so 
that he is suspended between his feet and the back 
of his head, with his elbows as an additional balancing 
support. After 8-10 weeks he is allowed to stand ; 
a little later sitting is allowed, having been delayed so 
long because of the flexion of the spine it necessitates. 
When he can walk he may leave hospital, but he still 
attends as an out-patient for further exercises until 
he returns to work, which he may do as soon as four 
months after the accident. 

The essential difference between this Russian 
method and the more usual modern method using a 
plaster jacket les in the early movements of the 
spine allowed in the former. Apart from protection 
of the spinal cord the function of the vertebral 
column is to support and to move. Now it may be 
argued that the plaster-jacket method develops the 
function of support but neglects that of movement— 
that although the muscles are exercised they do not 
move the intervertebral joints, which are rigidly 
immobilised ‘for four months, with the result that 
when the cast is removed the return to normal is a 
long and painful process. But to this it may be 
replied that when the functional method is used the 
patient must ‘lie on his back for ten weeks instead of 
ten days, and that experience proves that if all the 
muscles around a joint have been actively exercised 
that joint will soon move again normally even after 
four months’ immobilisation. 


DEBATE ON NURSING IN THE COMMONS 


THE quotations from the final report of THE 
LANCET Commission on Nursing in the course of the 
long debate in the House of Commons last Friday 
on hours of employment were much more detailed 
than could be indicated in our brief report (see p. 1405) 
Those in favour as well as those against the present 
Bill used the facts set out in the ‘‘ wonderful inquiry ” 
in support of their arguments, and its comprehensivé- 
ness and impartiality drew praise from all sides of 
the House. Mr. Erskine Hill reminded members 
that the report contained many recommendations 
besides those concerned with hours and cited specially 
those for separate bedrooms, adequate bathrooms, 
airy and well-appointed common- and dining-rooms, 
and well-cooked diet. Sir Francis Fremantle pointed 
out that no specific number of hours of day duty per 
week had been recommended by THE LANCET Com- 


mission, 57 hours being laid down as the maximum 


è Gorinevskaja, V., and Drewing, E., Lyon chir. 1936, 33, 44. 
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for night duty. Actually a working week of 51 hours 
was implied in recommendations XVII to XXI 
which demanded for the nurse one free day each 
week, a span of daily work not exceeding 13 hours, 
14 hours a day for meals, and 3 clear hours off duty 
independent of meal-times. In the evidence received 
by THe LANCET Commission from the College of 
Nursing and from the Association of Hospital Matrons 
56 hours a week was mentioned as a maximum figure ; 
thus the hours recommended were between those 
then demanded by prominent nursing organisations 
and those which form part of the Bill which was 
defeated by such a narrow majority. THe LANCET 
Commissioners said elsewhere (p. 93 of the final report) : 
‘* We are often reminded that nurses under the living- 
in system waste no time or energy going to and from 
their work, and, taking this into consideration, a 
net duty basis (duty being defined as in para. 165 (b) 
above) of eight to eight and a half hours appears to 
us reasonable.” The parenthesis refers to the wide 
differences in methods of reckoning hours of work or 
leisure which makes it difficult to compare the practice 
of hospitals in this respect. THe LANCET Com- 
missioners made it clear that they did not favour 
the legal enforcement of an eight-hour day, since 
emergencies must arise in any service connected with 
the sick which would render impossible any rigid 
adherence to fixed hours of work. But for this 
very reason they held a maximum’ working day for 
normal routine to be of the utmost importance. 
In the course of the debate many questions of vital 
moment arose and those interested in the nursing 
problem should not fail to study the official report 
of the debate. | 


THE THORACIC SURGEON 


In the first 24 years of its existence the department 
of thoracic surgery at the Newcastle General Hospital 
treated 174 cases and performed 340 operations. 
The mathematician will notice that this means an 
average of almost 2 operations per patient. Not 
only are many of the remedial operations for chest 
diseases carried out in stages, but often they have 
to be preceded by investigations, such as broncho- 
scopy, cesophagoscopy, and thoracoscopy, which are 
operations in themselves. Patients requiring major 
surgery of the chest usually stay in hospital at least 
three or four months, and the average for all the 
cases admitted to the department was 66 days. On 
this text Mr. George Mason, the surgeon-in-charge, 


makes some significant remarks about the way in | 


which care of this kind can be provided.1 He begins 
by pointing to the advantage of a thoracic surgery 
clinic being closely associated with the tuberculosis 
dispensary system, this association being most easily 
effected when the clinic is at a municipal hospital, 
as at Newcastle. More important however is the 
fact that, in the provinces at any rate, it is usually 
impossible for a thoracic surgeon to make a satis- 
factory living by private practice; so that, unlike 
other specialists, he is seldom in a position to accept 
an unpaid post at a voluntary hospital. The private 
practice of thoracic surgery does not pay, because 
an unusually high proportion of the patients are 
poor, because (as we have seen) they need prolonged 
care, and because only the wealthy can bear the cost 
of repeated radiological and other investigations— 
let alone find a fee for the surgeon. The latter, Mr. 
Mason concludes, must therefore be subsidised 
directly by the public authorities of the district 


—_ = a —— ee ee ee ee eee a o 


1 City and County of Newcastle-upon-Tyne: Newcastle, 
General ospital : Report on work of Dept. of Thoracic Surgery, 
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where he works, and arrangements should be made 
for several authorities to use his highly specialised 
services both at his central clinic and, where neces- 
sary, at their sanatoriums. The most useful con- 
tribution he can make towards the work of the 
voluntary hospitals is to consult with their staff and 
transfer appropriate cases to his own care at the 
municipal hospital if need be. The brilliant results 
that advanced specialism can give in this branch of 
medicine are evident not only from Mr. Mason’s own 
report and his Hunterian lecture on extirpation of 
the lung? but also from the addresses to the West 


London Medico-Chirurgical Society which we describe 


on p. 1377. 
MEDICAL DIRECTORY 1938 


WE received on Dec. 6th the Medical Directory for 
1938 which contains not far short of 60,000 names. 
Last year attention was called to the fact that the 
list of practitioners in the London section had prac- 
tically ceased to grow. The stasis it seems was 
temporary, for this year each of the seven sections of 
the directory shows a substantial increase, not 
excepting Ireland and the Services. Were it not, in 


fact, for the turn of the tide of medical students 


revealed by a study of the Registers 3 there might 
have been some anxiety as to where this increase 
was leading. Apart from the 40 extra pages in the 
directory occasioned by this increase there is no 
substantial change in the well-accustomed form in 
which the information is presented. We suspect, 
however, that the appeal for accuracy which we 
endorsed when the yearly inquiries were being sent 
out + has borne some fruit, for the sinister entry 
“ Address uncommunicated ” appears but rarely. It 
should be regarded as a friendly act for every member 
of the medical profession to make the record as timely 
and accurate as is possible. This is the ninety-fourth 
annual issue and it may be had from Messrs. J. and A. 
Churchill at the price of 36s. 


THE second Darling foundation prize of the League 
of Nations has been awarded to Prof. N. H. Swellen- 
grebel, of the chair of tropical parasitology, Amster- 
dam. The prize will be presented to him during the 
third International Congress on Malariology which 
is being held in Amsterdam in September, 1938. 
The prize is awarded for original work on malaria 
published during the previous five years, and the first 
recipient was Colonel S. P. James, F.R.S. 


* Lancet, 1936, 1, 1047. 3 See Lancet, 1937, 1, 641. 


è Ibid, August 21st, p. 456. 


HOSPITAL SAVING ASSOCIATION. — The annual 
meeting of group representatives of the association 
took place on Dec. lst at the Kingsway Hall when 
the chairman, Sir Alan Anderson, armounced an 
increase of 123,000 in the number of contributors and of 
£83,000 in contributory income. At the end of July the 
total number of contributors was 1,778,236, and during the 
year £1,004,000 had been collected. There was a gap 
between the sum they were able to pay the hospitals out 
of the pooled weekly threepences of the workers and the 
high costs of the hospital treatment given in return. 
They wanted employers to help to bridge this gap by 
adding 1d. a week to their employees’ 3d. The new item 
of “‘employers’ contributions’’ on this year’s records 
showed that a start had been made. Sir Alan mentioned 
that St. Thomas’s Hospital, which has stood outside the 
scheme from its inception, would become a codéperating 
hospital next year. Reciprocal arrangements with other 
contributory schemes throughout the country were grow- 
ing steadily, and the arrangement by which consultations 
with specialists are available upon special terms would be 
extended beyond the County of London to the metro- 
politan police area. 
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In our first investigation! the hemoglobin level 
was estimated in 1108 pregnant women who attended 
the Stockport corporation antenatal clinics. The 
Haldane method was used. The patients were 
divided into two groups according to their social 
circumstances :— 


Group I.—Those with an average net income (affer 
deduction of rent) of 12s. per head per week or less. 

Group II.—Those with an average net income of over 
12s, per head per week. 


It was found that 10-2 per cent. of them gave a hemo- 
globin reading below 70 per cent., that the anemia 
was always hypochromic, and that the incidence of 
anzemia was higher where the family income was low. 
It is proposed in this paper to try to assess the influence 
of the anemia and the social circumstances during 
eer on the subsequent history of mother and 
child. 

For various reasons it was not possible to follow 
up 14 cases (9 primiparze and 5 multipare). The 
present series, therefore, consists of 1094 women 
(431 primipare and 663 multipare). Of these 702 
were in Social Group I and 392 were in Social 
Group II. 

THE FINDINGS 

Incidence of toxemic symptoms in pregnancy.—The 
number of women who showed toxemic symptoms 
during pregnancy was 142, Of these 69 were primi- 
pare and 73 were multipare; 84 were in Social 
Group I and 58 were in Social Group II. The per- 
centage of those with toxemic symptoms in each 
group and sub-group is shown in Table I. 


TABLE I 
Incidence of Toxemic Symptoms in Pregnancy 


Toxemia %. 


wht: No. in Hb. < 
group. | 70%- | whole | Hb.< 
group 70 %. 
Whole group .. 1094 111 13-0 15-3 
Total 431 25 16-0 20-0 
Primip. .. 2 S.G. I 208 15 15-9 20-0 
» I 223 10 16-1 20-0 
otal 663 86 11-0 14°0 
Multip. .. 4 S.G. I 494 76 10-3 14-5 
> H | 169 10 13-0 10-0 


Primip.= Dee Multip. = multiparee. 
S.G. = social group. 


Neither anemia nor poor social circumstances 
appeared to have influence on the incidence of 
toxæmic symptoms in pregnancy. 


2 Lancet, 1937, 1, 43. 


Incidence of abnormal labour.—Only those women 
with normal measurements, normal presentation, and 
a normal pregnancy, apart from the anemia, were 
included in this group. The group consists of 876 
women (336 primipare and 540 multipare). Of these 
570 were in Social Group I and 306 were in Social 
Group II. The percentage of abnormal labours in 
each group is set out in Table II. 

Abnormal labour is taken to mean one in which the 
woman was unable to deliver herself by natural 
forces, had retained placenta or membrane, or 
had undue hemorrhage during or following the 
confinement. 


TABLE II 
Incidence of Abnormal Labour 
Abnormal 
labour %. 
— No. in 0%. 
grou : 
á ” | Whole | Hb.< 
group. 70 %. 
Whole group : 876 77 15:5 10°4 
í Total 336 | 18 25-6 27:7 
Primip. .. i S.G 164 11 25-9 27°3 
» II 172 7 25-1 28-6 
Total 540 59 9-2 5-1 
Multip. .. S.G. I 406 50 8'8 6-0 
9” II 134 9 10-4 Nil]. 


There appears to be at least as great a proportion 
of abnormal labours among the women of Social 
Group II as among the women of Social Group I. 
Anzmia does not seem to have any bearing on the 
percentage of abnormal labour. 

Number of maternal deaths.—There was 1 maternal 
death in the series of 1094 women. . The cause of 
death was placenta previa. The woman was a 5-para 
in Social Group II, and her hemoglobin level was 
72 per cent. 


TaBEE III , 
Incidence of Puerperal Pyrexia 
Number of yen 

cases. notified %. 
Hb.< | Hb.< 
Total. | 70%. | Total. | 70%. 
Whole group... 730 ' 69 2:3 4°3 
Total 250 13 4-0 TT 
Primip. { S.G. I 122 8 4-1 Nil. 
» II 128 3'9 20-0 
Total 480 5 1-7 3:6 
Multip. .. S.G. I 360 47 1-7 2-1 
» II 120 -1°7 11:1 


Incidence of puerperal pyrexia.—Only those women 
with a normal pregnancy, apart from the anemia, and 
a normal labour were considered. The total number 
in this group was 730 (250 primiparse and 480 multi- 
pare). Of these 482 were in Social Group I and 248 
in Social Group II. No notification of puerperal fever 
was received, and there were 18 notifications of puer- 
peral pyrexia in respect of these 730 women. Of 
these 10 related to primipare and 8 to multipare ; 
11 of the women were in Social Group I and 7 were in 
Social Group II. The percentage of pyrexia notified 
is shown in Table ITI. 

It is possible that anemia may have some slight 
influence on the incidence of puerperal pyrexia. 
Social circumstances have no influence. 
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Effect on duration of labour and weight of child.— 
Some of the women were confined in the corporation 
maternity home, where it was possible to make 


TABLE IV 
Duration of Labour and Birth Weight of Child 


No. of 


Aver. birth 
cases. bic 


Average duration 
(mins.). 


2nd stage. | 3rd stage. 


- .| Hb. % 
Hb. % 


Hb. % | Š 
a 


70- 70- 
86 + 84 En i86 4 84 |. 


one | ee | eee | eee | omen | eee | eee | eS Fee | aD | en | SL 


Whole group|157| 87 |70 | 76| 91 | 63/19] 15 | 19 |119| 117 |119 
To .. | 85| 55 | 30 104/108 | 98119] 15 | 21 |115| 115 |114 
S.G. I.. | 18! 11 138/19| 14 | 25 |113/115| 98 

Es 5 44 |23|1081115 | 92|19| 16 | 20 |116| 114/117 

Multip.— 

Total 72| 32 |40| 38| 39 | 44/17] 15 | 18 |123| 118 |124 
S.G 42| 18 |24| 31| 32 | 30/16) 14 |17 |124! 126 |122 
„ II 30| 14 |16| 48| 49 | 47/191 15 |20 |123| 107 |126 


accurate observations on the duration of the second 
and third stages of labour and the weight of the child 
at birth. Among the 159 women confined in this 
home who gave a history of nérmal pregnancy and 
delivery by natural forces, only 2 had a hemoglobin 
reading below 70 per cent., 70 were between 70 and 
84 per cent., and 87 gave a reading of 86 per cent. 
and over. The two cases giving the reading below 
70 per cent. were discarded, and the two groups of 
70 cases between 70 and 84 per cent. of hemoglobin, 
and 87 cases with a hemoglobin reading of 86 per 


TABLE VS 
Stillbirth Rate per 1000 Live and Still Births 


No. of Stillbirth rate. 
— baba aaa Hp ——————— 
o° | Whole | Hb.< 
eae group. | 70%. 
Whole group 26-0 
zora 111-1 
Primip. .. { S.G. I. 90-9 
BP dares 142-8 
Total Nil 
Multip. .. $ S.G. 2 k 


cent. and over were compared. Of these 85 were 
primiparæ and 72 were multiparæ ; 60 were in Social 
Group I and 97 in Social Group II. 

The average duration of the second and third 
stages of labour and the average birth weight of the 
child is shown in Table IV. 

Neither anæmia nor social circumstances appeared 
to have any infiuence on the duration of labour or the 
birth weight of the child. 

Influence on the stillbirth rate.—In this group only 
those women with normal measurements, a normal 
presentation, and a normal pregnancy apart from the 
ansmia were considered. The 876 labours resulted 
in 856 live births and 20 stillbirths. Of these 570 
were in Social Group I and 306 in Social Group IT; 
336 were primipars and 540 were multipare. The 
stillbirth rate in the two sub-groups is shown in 
Table V. 


Anemia appears to have some slight influence on the 
stillbirth rate among the primipars. ‘Social circum- 
stances do not appear to have any influence on the. 
stillbirth rate. : 

Influence on neonatal and infant death-rates.—Of the 
1057 live births, there was no information after birth 
in 51 cases. A group of 1006 remained. Of these 
730 had a normal pregnancy apart from the anæmia, 
and a normal labour and puerperium. These only 
were considered in this group. Of the 730, 250 were 
primipare and 480 were multipare; 482 were in 
Social Group I and 248 were in Social Group II. 
The neonatal and infant death-rates are shown in 
Table VI. The neonatal death-rate is calculated on 
the number of deaths occurring in the first four weeks 


TABLE VI 
Neonatal and Infant Death-rates per 1000 Live Births 


eonatal Infant 
No. of death-rate. death-rate. 
EE women| H a 
in 70 %. . 
group. Whole} Hb. < | Whole} Hb. < 
group.| 70%. |group.| 70 %. 
Whole group 730 69 10-0 | 45:4) 47-1 | 106-1 
: Total .. 250 13 8-8 | 90-9 | 48-2 90:9 
Primip.< S.G. I.. 122 8 17:7 |143-0 | 44:2 | 143-0 
» II.. 128 5 Nil Nil. 62-1 | Nil. 
Total .. 480 56 106 | 36°3 | 46°5 | 109-1 
Multip| S.G.I.. 360 47 11°38 | 43-4 | 60- 86°8 
9 II ee 120 9 8- Nil. 34-1 222-2 


of life per 1000 live births, and the infant death- 
rate on the number of deaths under twelve months 
per 1000 live births. 

Severe anemia combined with poor social circum- 
stances in the pregnant woman appear to have a 
definite influence on both the neonatal and infant 


- death-rates. 


Influence on breast-feeding.—Particulars of the 
feeding of the child were obtainable in 930 cases. 
Of these 353 were primipare and 577 were multi- 


TABLE VIiIl—-Breast-feeding 


Percentage. 
No. Breast over 
-= in S Breast nil. | “¢ months. 
group. 
b.< | Whole Hb.< 
sroup.| 70% 
Whole group 930 91 32-2 23-1 
Total 353 18 272 16-7 
Primip.< S.G. I 172 12 20-9 Nil 
” 181 6 31°4 50-0 
Total .. 577 73 35-3 24-6 
Multip., S.G. I.. 429 65 33.8 23-1 
» LIL 148 8 39-2 37-5 
t 


pare; 601 were in Social Group I and 329 were m 
Social Group II. The percentage of those totally 
unable to breast-feed, and the percentage of those 
who were able to breast-feed longer than six months 
is shown in Table VII. 

The percentage of those women who failed to 
breast-feed was almost the same for women who had 
a hemoglobin reading below 70 as for the group as 
a whole. Neither did social circumstances seem to 
have much bearing. On the other hand, when 
breast-feeding was actually established, the proportion 
of women with a hemoglobin reading of under 70 per 
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cent. who were able to continue to breast-feed for at 
least six months was definitely less than when the 
group was considered as a whole. When the numbers 
are divided into social groups it is found that the 
difference is almost entirely confined to Social 
Group I. 

TABLE VIII 


No Illness in First Year 


No illness %. 
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Influence on the time when the child first walked.— 
Only children who were breast-fed for six months 
and more were considered in this group. Informa- 
tion was obtainable in 271 cases, 77 of whom were 
the children of primipare and 194 of whom were the 
children of multiparse ; 175 were in Social Group I 
and 96 were in Social Group II. The percentage of 
those children who walked before the end of the 
first year is shown in Table IX. 

It does not appear that anemia or poor social circum- 
stances in the mother had any effect on the time when 


< . 

= ooo. |. 40%. whole | Hp.< the child first began to walk. l 
group. | 70%. Influence on time when first tooth was cut.—Again 
——— i—i only the children who were breast-fed for six months 
Whole group 856 88 60-2 42-0 were considered. There were 334 cases in this group, 
Total 308 17 72-1 58-8 of whom 103 were the children of primipare and 
Primip. .. f 8.6. i . 148 2 e ae 231 were the children of multipare ; 208 were in 
aN a F baie H0 Social Group I and 126 in Social Group II (Table IX). 
... | 8G. I.. 0 ; i There seemed to be some delay in cutting the first 
ARR a u a 142 6; 68-2 Fed tooth among the children of anemic mothers. Social 


Influence on the amount of illness in the child’s 
first year.— Information as to the amount of illness 
in the first year was obtainable in a series of 856 
children, 308 of whom were the children of primiparz 
and 548 the children of multipars. Of their mothers 
554 were in Social Group I during pregnancy and 
302 in Social Group II. The percentage of children 
in each sub-group who had no illness during the 
first year is shown in Table VIII. 


There was a greater freedom from illness among the - 


children of women in Social Group II than among 
the children of those in Social Group I. In Social 
Group II there was very little difference in the 
amount of illness among the children of the women 
who had a hemoglobin reading under 70 per cent. 
compared with the group as a whole. In Social 
Group I, however, there was a greater amount of 
sickness among the children of those women with a 
hemoglobin reading below 70 per cent. than among 
the children of those women with a higher hæmoglobin 
reading. 

Severe anemia, therefore, in the pregnant woman, 
combined with poor social circumstances, has a 
definite bearing on the amount of illness in the child’s 
first year. 


circumstances do not appear to have any influence. 

Influence on the weight of the child.—Only children 
who were breast-fed for six months were considered. 
Information was obtainable about the weight at six 
months in 190 cases, of whom 63 were the children 
of primipare and 127 were the children of multi- 
pare; 115 were in Social Group I and 75 in Social 
Group II. It was possible to ascertain the weight 
at one year in 151 cases. Of these 52 were the children 
of primipare and 99 children of multipare ; 90 were 
in Social Group I and 61 in Social Group II (Table IX). 

Anemia in the mother appears to have some 
influence on the weight of the child. Social circum- 
stances in the breast-fed child do not appear to 
have any influence. 


SUMMARY AND CONCLUSIONS 


The influence of anæmia and poor social circum- 
stances in pregnancy on the subsequent history of 
mother and child is reviewed in 1094 women. 

The incidence of toxe@mic symptoms in pregnancy 
does not appear to be influenced by anzmia or social 
circumstances. 

Anemia in the pregnant woman did not appear 
to have any influence on abnormality in labour. There 
was much the same proportion of abnormal labours 


TABLE IX—INFLUENCE ON DEVELOPMENT OF CHILD 


Whole group. 


Hb. under 70 %. 


n R Primiparæ. 


Oases breast-fed at least 
6 months, where infor- 
mation available as ka 


Primiparæ. Multiparæ. 


E pene ee oe 
al. 
Total. S.G.1|S.G. II) Total.| S.G. I (S.G. II 


a NN ee eh se eee ee ee ner ae 


1. When walked.. 271 77 34 43 194 | 141 53 18 1 Nil. 1 17 15 2 
2. When cut Ist tooth .. | 344 | 103 41 62 241 | 177 64 27 3 » 3 24 21 3 
3. Weight at 6 months.. 190 63 25 38 127 90 37 18 2 » 2 16 13 3 
4. Weight at 1 year 151 52 21 31 99 69 30 13 2 ” 2 11 9 2 
Percentage of whole group 
who— 
1. Walked before Ist year | 54:2 | 42-9 | 44:1 | 41:9 | 5933 | 696] 58:5 | 50-0 | 100-0 7 100-0 | 47-1 | 46:7 | 50-0 
2. Cut 1st tooth : | l 
(a) Before 6 months ..  33°4! 33-0 | 46:3 | 242 | 33-61] 33-3 | 34-3 | 370 | 33-3 33-3 | 37-5 | 33:3 | 66-6 
b) After 9 months .. | 34:3 | 40-8 | 31:7 | 46:8 | 31:5 | 29-4 | 37:5 | 51:9 | 333 ” 33:3 | 54°2 | 57-1 | 33:3 
3. Weighed 15 abs + at 
6 months o> | 74:2 | 76-2 | 88°0 | 68:4 | 73-2 | 70:0 | 818 | 556 | Nil. » Nil 62-5 100-0 


4. Weighed 21 lb. + at 
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among women of Social Group I as among women 
of Social Group II. 

As only one maternal death occurred in the series 
of 1094 women, no conclusions about mortality could 
be drawn. Though no case of puerperal fever occurred 
in the series anemia may have some slight influence 
on the incidence of puerperal pyrexia. Social 
circumstances have no influence. 

The duration of labour and the birth weight of the 
child appeared to be unaffected by anzmia or social 
circumstance. Anæmia appeared, however, to have 
some slight influence on the stillbirth rate among the 
primipars. Social circumstances had no influence 
on the stillbirth rate in our series. Anzmia, combined 
with poor social circumstances, had a definite influence 
on the neonatal death-rate and the infant death-rate. 

Neither anemia nor social circumstances appeared 
to have much influence on the establishment of 
breast-feeding. When, however, breast-feeding was 
actually established, women in Social Group I, with 
a hemoglobin reading of under 70 per cent., were 
unable to maintain breast-feeding for as long as 
women in better social circumstances and with a 
more satisfactory hæmoglobin level. 

Children whose mothers were in better social 
circumstances during pregnancy had less sickness 
during the first year than those children whose mothers 
were poorer. Anemia in these better-class mothers 
had no influence on the sickness rate among their 
children. Among the poorer mothers, however, 
severe anemia during pregnancy definitely increased 
the sickness rate among their children. 

Neither anzmia nor poor social circumstances in 
mothers who breast-fed their children for six months 
appeared to have much influence on the time when the 
child first walked. There was some delay in cutting 
the first tooth among the children of anemic mothers. 
Social circumstances had no influence. 

Anæmia in the pregnant woman seemed to have 
some slight influence on the increase of weight in 
breast-fed children. Poor social circumstances did 
not appear to have any infiuence. 


VIENNA 
(FROM OUR OWN CORRESPONDENT) 


TREATMENT WITH ARTIFICIAL PYREXIA 


At one of the recent meetings of the Vienna Medical 
Society Prof. Pétzl spoke on artificially induced 
fever as a therapeutic agent. All the papers and 
communications published in honour of the 80th 
birthday of Wagner-Jauregg have shown definitely 
that the malaria treatment remains the method of 
choice. Its indications have recently been extended 
by its application to progressive muscular dystrophy 
and to acute anterior poliomyelitis. Both have already 
been mentioned by Wagner-Jauregg, who as long 
ago as 1922 reported a case of the former that 
was cured after an attack of typhoid fever. At 
present it is thought best to treat a case of progressive 
muscular dystrophy, following Rottmann’s advice, 
with a mild course of fever consisting of five attacks 
of pyrexia. Prof. Pétzl would not extol this method 
because the results have not been controlled long 
enough, but cases under observation do seem to be 
favourably affected. Kauders of Graz has recom- 
mended the malaria treatment for an attack of 
poliomyelitis. He started the treatment rather early, 
2—4 weeks after the end of the acute stage. His 
theoretical basis was the abnormal permeability of the 


barrier between blood and spinal fluid, as proved by 
the protracted increase of albumin in the fluid. It is 
known that malaria treatment promptly diminishes 
this permeability. But one must bear in mind that 
improvements often occur without any treatment. 
It may be mentioned that some have attempted 
to influence other brain conditions such as cyclo- 
thymia or temporary depressions by applying 
diathermy to the mesencephalon. The results, 
however, have been disappointing. 


TREATMENT OF AURAL CONDITIONS 


Recent advances in aural surgery were discussed 
a few weeks ago in another paper read before 
the Vienna Medical Society by Prof. Mayer. He 
emphasised the fact that an acute otitis generally 
attacks the entire pneumatic system of the mastoid 
bone. But the surgeon must know that the air cells 
extend into the petrous, especially into its apex. 
Abscess there may be followed by violent trigeminal 
neuralgia, owing to the vicinity of the Gasserian 
ganglion, and paralysis of the abducens. These 
abscesses may. be approached either from the mastoid 
or via the tympanic cavity. Since the internal 
carotid artery interferes with the direct access to the 
apex, it is sometimes necessary to expose the artery 
in the carotid canal; this has proved to be a very 
useful and safe procedure. Owing to the vicinity 
of the apex to the sphenoid cavity and to the naso- 
pharynx abscesses not infrequently break through 
into these parts, thus producing a natural healing. 
Surgeons have also attempted to relieve non- 
suppurative chronic conditions such as progressive 
catarrhal deafness and otosclerosis. To make a new 
opening for sounds instead of the sclerosed oval 
window, which hitherto has resisted surgery, Passow 
has tried the promontory, while Barany, Holmgren, 
and Sourdille have chosen other parts of the osseous 
labyrinth. It is remarkable what little reaction 
is caused by these operations on the uninflamed 
labyrinthine capsule; meningitis need not be feared. 
But it must be admitted that up till now the results 
have been poor and improvement was only temporary. 
Experimental research is going on in these problems 
and some satisfactory observations have been made 
by different authors working with hormones and with 
short waves. 


COMING POST-GRADUATE LECTURES 


Besides the new semester for students who have 
not yet graduated, a series of lectures for qualified 
men has been arranged, which will be delivered by 
the chiefs and assistants of the various clinics and 
hospital departments. Each of these classes com- 
prises ten to twenty lectures, lasting 2—4 weeks. 
These classes will be delivered on certain chapters of 
medicine and surgery, mostly in, German, but some 
also in English, if a minimum number (10) apply 
for it. The intention is to give a complete review 
of the development and the latest achievements in 
this special discipline, so that the student is brought 
up to date. The classes will be both practical and 
theoretical. Vienna has been frequented for the last 
few months by quite a number of men from abroad, 
amongst them American, Indian, Egyptian doctors, 
also men from Central Asia, South Africa, and South 
America. There is no restriction on the influx of 
foreign doctors desiring to obtain post-graduate 
instruction, but the university authorities desire to 
restrain the influx of new beginners, because the 
means of accommodating them in the laboratories 
and anatomical theatres at their disposal has become 
lately very limited. As an illustration of these 
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conditions may be taken the fact that a number of 
students passed the night in front of the anatomical 
institute in order to obtain in the morning good places 
on the day of the opening of the new winter term. 


A NEW LECTURER IN HYGIENE 


Prof. Max Eugling has succeeded Prof. Grassberger 
as chief of the Institute of Hygiene of Vienna 
University, where he has been assistant for the last 
30 years. He is well known for his climatic and 
hydrologic researches, and it was for this reason that 
soon after the war he established in Macedonia an 
up-to-date hygienic service. 


SCOTLAND 


(FROM OUR OWN CORRESPONDENT) 


A HOSTEL AND POST-GRADUATE FELLOWSHIPS AT 
ABERDEEN 


A PROJECT is under discussion at Aberdeen to 
start a hostel to enable medical students to live at 
the Royal Infirmary for three or four months in 
their final year. For this purpose it would have to 
accommodate 30 or 40 students at a time. 

The full income of the A. W. Garden fund is now 
to be used for establishing fellowships in medicine. 
Their value will be not less than £200 a year and they 
are tenable for three to five years; they are open to 
medical graduates of any British University, though 
preference will be given to those of Aberdeen. The 
revenue of the Fund is about £1400. 


TOXIC GOITRE 


In a Honyman Gillespie lecture delivered to post- 
graduates last week, Dr. John Eason spoke on primary 
toxic goitre. He said that psychic trauma is an 
important activating factor in many cases, especially 
if the individual had a worrying disposition. Joll 
maintained that if traumatic shock is a potent factor, 
the incidence of the disease should have increased 
during the late war, and quotes the death-rate from 
toxic goitre during 1914-19 to disprove this. Dr. Eason 
pointed out, however, that since death does not take 
place for a number of years after the onset of the 
condition there must be a lag in the rise of the death- 
rate, and that since 1920 the rate has risen steadily 
each year. It is improbable that an emotional 
stimulus severe enough to produce the syndrome does 
so by direct action on the thyroid gland. He 
suggested that the immediate effect of psychic trauma, 
after a brief period of pallor, is flushing, pulse accelera- 
tion, palpitation of the heart, and throbbing in the 
neck. This circulatory energy affects mainly the 
organs nearest to the heart, such as the thyroid, 
thymus, and parathyroids, and leads to their over- 
activity. In support of this view, Dr. Eason stated 
that the thymus is often found to be enlarged, and 
there is loss of calcium in the urine and decalcification 
of bone in cases of hyperthyroidism. The administra- 
tion of iodine is an indispensable pre-operative 
measure, and its maximal effect is produced in 
10—12 days. Its value in conservative treatment is 
more difficult to assess. It has usually been assumed 
that the action of iodine in hyperthyroidism is on the 
gland itself. Dr. Eason suggested, however, that this 
may not be so, and that the action may be a general 
effect producing a quieter circulation, and diminished 
blood-supply to all the tissues, including the thyroid 
gland. It has been shown, he said, that iodine has. 
this effect in simple or paroxysmal tachycardia, 


THE BATH CONFERENCE 
DEC. 3RD-—5TH, 1937 


Tae week-end conference of the British Health 
Resorts Association opened very properly with a 
banquet on the Friday evening in the beautiful 
Guildhall, when the deputy mayor, Mr. W. F. Lone, 
welcomed some 80 delegates to Bath. After dinner 
Dr. F. G. THomson said, ‘‘ I ‘believe in all essential 
respects that British spas are equal to continental 
spas,” and therewith put an end to the Association’s 
early (and questionable) policy of pushing the use of 
British spas on patriotic grounds. Admitting that 
their amenities are “ quite reasonably good,” let us 
now, Dr. Thomson went on, concentrate more on the 
medical aspect. At present the medical student is 
taught nothing about hydrology; the rank and file 
of the medical profession has no experience of it— 
only vague ideas of something unorthodox and a 
little suspect. Cannot British spas start a new 
epoch by combining in an elaborate series of investi- 
gations into the physiological properties of mineral 
waters ? Such work could only be done by workers 
of proved capacity ; it will be long, tedious, difficult, 
costly, and should be published under the egis of 
the Association. And Lord HORDER, in a graceful. 
tribute to the city of Bath, asserted that all our 
health resorts have their contribution to make— 
“ here, now, at this juncture in our history ’’—to the 
national fitness campaign, 


THE SPA AS A NATIONAL ASSET 


Lord MESTON presided at the morning session on 
Saturday, held in the chapel of the old hospital, now 
the lecture hall of the Technical College. Lord 
HORDER, in opening the discussion, obtained the 
chairman’s permission to widen the terms of discussion 
to include the health resort. Fitness, he said, is not 
a mere matter of physical jerks. As a nation we are 
supposed to take our pleasures sadly (‘‘ Aren’t you 
enjoying your holiday ? she was asked. At my age ? 
was the reply—she was 58—but I hope I am doing 
my duty by Jim and the boys”); but let us get a 
little pleasure out of the things still left for our 
enjoyment. The vast spread of holiday camps bore 
witness to the British spirit of “health through 
enjoyment,” which he preferred as a slogan to 
“ health through joy.” It had set free the less 
moneyed public from the tyranny of furnished rooms. 
Holiday camps must not be regarded by hoteliers as 
a menace; the liabilities were outweighed by their 
assets. If we take the larger view and cater for the 
whole man, then I think, he said, the spa can prove 
itself a valuable asset in our efforts to improve the 
standard of health. The intensive cultivation of the 
amenities will prove to be a new practice in hygiene. 
If you ask what I mean by the amenities, I reply— 
clear air to breathe; close contact with the earth 
and sky and sun; the sight of beautiful things and 
the hearing of beautiful sounds; quiet; and leisure 
to enjoy all these. Lord Horder finished with what 
he described as a little amende for his comments last 
year upon the British hotel, construed as stricture 
although really intended as a friendly nudge. I am 
sure, he said, that the quality of the British hotel 
has improved greatly (‘‘ largely because of Dr. Cox 
and our organisation °) and to-day ranks highly 
amongst those institutions the world over. 

Dr. G. R. P. ALDRED-BROWN followed with a careful 
statement of the growth of the spa and nature of 
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spa treatment with a hint at the untilled field of 
preventive medicine in which spas were employed in 
the care of adolescent and adult life. Especially he 
lamented the existence of enormous funds at the 
disposal of insurance societies which were not used 
for preventive hydrological treatment. 

Dr. James FENTON, chairman of the Central 
Council for Health Education, also insisted on the 
positive quality about health. What was good 
enough for our grandfathers should not be good 
enough for us; we must get rid of the idea of the 
British spa as something where: the student pored 
over test-tubes and old ladies were drawn in bath- 
chairs. The new Act, he said, would enable a local 
authority to add a considerable number of physical 
attractions to the health resort, increasing the sense 
of pride in the body. Let the spas become univer- 
sities of physical training, administer the rejuvenation 
tonic to tired workers, and not wait for muscles and 
joints to become stiff. 

Dr. ALFRED Cox uttered a plea for the tired urban 
man. There was, he said, little place left in the 
world for those that want rest and quiet. He 
upbraided the Ministry of Health for not being 
interested in the spas; abroad many of the spas 
were owned by the Government and grants were 
made for their development. Russia under the new 
-régime had trebled its spas (‘‘ it does not do that sort 
of thing for fun”). 


Mr, HENRY LESSER, replying to Dr. Aldred-Brown, 
said that under the National Health Insurance 
scheme the additional benefits only came to some 
three million pounds, of which a bare £34,000 was 
available for spa treatment. It cost something like 
£3 a week to send a worker to a spa; three weeks’ 
treatment at £3 a week worked out in terms of the 
capitation fee a period of twenty years. He made 
two practical suggestions, one that municipalities 
should provide free institutions, the other that there 
should be a direct appeal to the workers themselves, 


HYDROLOGICAL METHODS 


In the afternoon session, at which Col. W. Byam, 
chairman of the Medical Advisory Committee, pre- 
sided, Dr. F. G. THomson (Bath) surveyed the 
hydrological treatment of diseases of the joints, 
confining his remarks to immersion, vapour, and 
massage douche baths. Taking it all round, 
he said, the most useful bath for chronic rheu- 
matic cases is the oldest, simplest, and least 
spectacular of all—namely, the deep or reclining 
immersion bath with undercurrent douching or 
manipulative exercises (during the early afternoon 
this method of treatment had been demonstrated 
at the bathing establishment). On one point he 
expressed himself with conviction. It is my con- 
sidered opinion, he said, that no case of rheumatoid 
arthritis is suitable for: a course of hydrological 
treatment so long as the slightest sign of activity 
still persists. 

He was followed by Sir HENRY GAUVAIN, who 
spoke of his experience at Alton and Hayling Island 
(illustrated by attractive screen pictures). Most 
forms of surgical tuberculosis and septic conditions 
of the bones and joints will, he said, at some period 
greatly benefit by well-planned sea-bathing. But the 
whole success of immersion treatment depended on the 
ability of the patient to respond to the strong stimuli 
supplied ; experience had now taught them not to 
send children to the seaside until their powers of 
response had been so fortified as to be capable of 
reacting vigorously. For, incredible as it might seem, 
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basal metabolism was sometimes raised by a cold 
sea-bath to no less than 1000 per cent. above normal. 
At Alton hydrological treatment was limited to a 
special bath, cruciform in shape, and about 10 ft. 
long by 6 ft. wide, designed to enable attendants to 
supervise the exercises without needing themselves to 
enter the water. 

Dr. W. S. C. COPEMAN divided stimuli into thermal, 
mechanical, and chemical, and remarked that it was 
the type of stimulus rather than the method of its 
application which was of importance. Assuming 
with R. F. Fox and others the existence of an under- 
lying diathesis, predisposing to capillary spasm and 
stasis, treatment must extend beyond the range of 
the joints themselves. Hydrology, he believed, was 
improper for the active forms of rheumatoid arthritis. 
The effect of treatment was not proportional to the 
strength of the stimuli employed; lack of under. | 
standing of this point led too often to over-treatment. 
In London there was the further difficulty of the 
distance which the patient had to travel before and 
after treatment; what might be permissible in 
summer would often be improper in winter. 

At this point the CHAIRMAN intervened to remark 
that little had been said about injuries and nothing 
about the type of water—Dr. C. W. BUCKLEY 
(Buxton) offered to be frankly provocative. Obviously 
joint surfaces already damaged by disease must not be 
submitted to pressure, but hydrological treatment 
was definitely correct in the most acute cases (he men- 
tioned typhoid fever as a parallel). True there was 
no capacity for reaction, but the joint after two or 
three days in plaster might have the splint removed 
and the patient be lifted gently into a warm aerated 
bath with great advantage. Massage of course did 
more harm than good; Robert Jones had said 
“never massage the knee-joint.”—Dr. W. EDGE- 
COMBE (Harrogate) said he had no doubt that water 
containing minerals in solution had advantage over 
other water in its ability to increase metabolism. 
There was also, he thought, less risk of exciting an 
unfavourable reaction with mineral water; but far 
more work was needed to establish this —Dr. G. M. J. 
SLOT agreed with Dr. Buckley in the value of hydro- 
logical methods in the acute stage. If a journey was 
detrimental to the patient let him carry on the treat- 
ment at home; and why not mineralise the water arti- 
ficially 7—Dr. A. R. NELIGAaNn (Droitwich) also sup- 
ported Dr. Buckley, remarking on the necessity of 
moving the joint through its full range once in 24 
hours, and where could this be done better than in the 
bath ? After all, the joint was but the servant of 
muscles which required to be kept fit. The general lack 
of therapeutic pools surprised him.—Dr. J. B. Burt 
(Bath) said that abroad the specific value of spa 
water was accepted as a fact; in proof whereof he 
cited ‘‘ two simple facts” : (1) the effect of mineral 
water in precipitating menstruation; (2) the spa 
crisis occurring in the middle of the second week of 
treatment. | 


In closing the discussion the CHAIRMAN said there 
was widespread scepticism about the value of mineral 
water as such; it was up to the members of the 
Association to prove it if they could. 


——— a 
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Lonpon HospiraL.—A new department containing 
private wards for paying patients has been opened in 
Oxford-street, E., at the back of this hospital. The charges 
are 5 “guineas a week for a bed in a two-bedded room 
and from 7 to 10 guineas for a separate room. There are 
two operating theatres attached. The general funds of the 
hospital are not available for this department. 
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OPENING OF THE BERNHARD BARON 
LABORATORIES 


On Wednesday afternoon the EARL OF ATHLONE, 
chancellor of the University of London, opened the 
new research laboratories of the Royal College of 
Surgeons of England which have been constructed 
with a grant from the Bernhard Baron Trust. In 
asking the president to take over the laboratories 
Mr. EDWARD BARON said that on visiting the College 
he and his fellow trustees had been impressed by the 
importance of the work that was being carried out 
in accommodation that was quite inadequate. To-day 
they were impressed by the splendid use made of the 
grant they had felt it a duty to offer. 


Sir CUTHBERT WALLACE, the president, recalled 
that in 1800 when the College had just moved to 
its present site and had received a new charter its 
chief preoccupation was the housing and care of the 
Hunterian collection. Hunter’s gospel of experiment 
was then slowly taking root, but it was too recent to 
have much effect on surgical practice, and its real 
value was not to become apparent until Morton with 
ether and Simpson with chloroform abolished pain 
and Lister freed the surgeon’s hand. It was not 
surprising therefore, in view of the amazing develop- 
ment of comparative anatomy in the first quarter 
of the nineteenth century, that the work of the con- 
servators 
chiefly lay in 
that direc- 
tion but they 
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came the Buckston Browne gift of £100,000, which 
provided a field laboratory and bench-space for the 
students, who were increasing in numbers. Here, 
under Dr. John Beattie, valuable work had been 
done on surgical shock and strangulation of the 
bowel, the surgery of the lung, the surgical relief of 
disorders of the vascular system, and the functions 
of the hypothalamus. The very efficiency of the 
Buckston Browne farm made the town accommoda- 
tion appear poor; but now, thanks to the Bernhard 
Baron trustees, there were laboratories to accom- 


modate 30 workers, which it was hoped would enable . 


the College to gain its desire and to advance science. 
“ We want to create,” said Sir Cuthbert, “a school 
of experimental surgery to train young surgeons in the 
technique of investigation and in scientific outlook.” 
John Hunter’s words, ‘‘Why not try the experi- 
ment ? ” might fittingly be inscribed on the lintel of 
the laboratories. 


Lord ATHLONE, in opening the buildings, con- 
gratulated the council and the building committee 
on the use they had made of the space and funds 
available, and the director of research, Prof. Beattie, 
on the ingenious way in which he had planned his 
equipment. He was particularly impressed by the 
economical arrangement and flexibility of the labora- 
tory units, providing for rearrangement with the 
minimum of expense and disturbance to meet chang- 
ing requirements. He was also glad to see that the 
additions to 
the College 
had been 
made with- 
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The next great phase was the development of the 
pathological side of Hunters collection, by which 
Paget and later Samuel Shattock created in the 
surgeons’ museum a national type collection of patho- 
logy. In 1890, with the sister college, research 
laboratories were established in the building on the 
Victoria Embankment which was erected as an 
examination hall. Sims Woodhead was appointed 
director and was followed by T. S. Brodie, but 
unhappily want of funds eventually closed this 
venture. The two Royal Colleges however turned in 
another direction and under their ægis in 1902 arose 
the Imperial Cancer Research Fund with Bashford 
as first director. Meanwhile the museum, under the 
inspiring influence of Sir Arthur Keith, had become 
a centre of physical anthropological research. The 
presidency of the late Lord Moynihan saw the old 
laboratories enlarged, and the inauguration of a 
policy bringing the College more intimately into 
contact with outstanding surgical problems. Then 


its original portico by George Dance, making a 
composite whole of imposing and beautiful propor- 
tions. He concluded by urging the necessity for 
adequate endowment to provide for those scientific 
men who gave their lives to research, so that they 
could live without financial anxiety, not only in their 
working days but in their years of retirement. 


Sir CHARLES SHERRINGTON, O.M., proposing a vote 
of thanks to Lord Athlone, said that this was a signi- 
ficant day in the College’s story toward service of 
the profession and community. 


“ There stands on the college stairway up to the library 
and council room a bust in marble. A face at once genial 
and grave. It is the face of one who, in the words of our 
president to-day, ‘freed the hand of the surgeon.’ He 
freed it to the extent of saving millions of lives throughout 
the civilised world, and suffering untold. He served on 
the council of our college through some of the best years 
of his life. Some of us can remember the calm earnest 
voice. He would have been radiant to-day. He would 
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have rejoiced that there was opened here to the young 
surgeon this opportunity for pursuing in the laboratory 
the inquiries which practical observation by the surgeon 
prompts. He could, I think, hardly have refrained from 
telling us what difficulties he had when he was youn 
because such laboratories were not.” ; 


The great collections, finely housed and preserved 
within the College were justly famous the world 
over. But those collections with their splendid 


material for study offered a flood of questions, many. | 


GRAINS AND SCRUPLES 
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of which could not be answered without experi- 
mentation. They were questions that recurred 
weekly, daily, in the sick room; in the nursing-home, 
in the hospital ward. ‘“‘ Perhaps,” said Sir Charles, 
“I convey to Lord Athlone an impression that in 
opening these laboratories he has, symbolically at 
least, been doing nothing but opening scientific 
inquiries. He will, however, as representing the great 
university he does, feel that there is hardly a higher 
cause he can promote.” 


GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM A CIVIL SERVANT 
II 

Wuar has happened to those double circles of glass, 
standing on three legs and enclosed in black polished 
wood, which in my youth were given to every 
scientifically minded boy—to every boy, that is, 
who was not conspicuously good at classics ? 
They laid bare the secrets of the ant heap, that 
*supreme example of the totalitarian state, and one 
can only suppose that they are now serving as object 
lessons for little Ballilas, Hitlerjugend, and Young 
Pioneers that whatever you do is right provided that 
you have been conditioned into believing that it is 
for the good of the State. 


x * x 


Deprived of these microcosms, however, it seems 
that in England we must search for other working 
models of political economy. Close to hand is the 
Parish Council and, in the recent parish-shaking 
Affair of the Drains, the council of my own village 
in Surrey showed so perfect an example of the merits 
and defects of democracy that I think it is worth 

utting on record. Although only 25 miles from 

estminster, the village in whiċh I live lies between 
two railways and off the main line of road traffic. 
Here men whose ancestors fought at Hastings exchange 
badinage in purest Surrey accents with girls whose 
ancestors fought at Crécy, while near me lives a 
woman who has never seen the sea. Consequently 
progress as typified by the water-carriage system of 
drainage has passed us by. The privy, the earth 
closet, and the pail closet until recently served our 
needs, but with the coming of main water they were 
supplemented by the cesspit and its more snobbish 
brother, the septic tank. Now in a house with a 
main-water supply these latter devices must inevitably 
overflow or leak; the builder’s last. act, after the 
Sanitary Inspector has passed by, notoriously being 
to kick a brick out of the wall of a cesspit with the 
remark ‘‘ Now she won’t give you any trouble.” 
With plenty of land available all is well, but very 
soon the gardens of the cottagers became sodden, with 
sewage and the streams polluted. Urged on by 
the Medical Officer of Health, the Parish Council 
decided that there was nothing to be done but face 
the large expense of installing main drainage and 
they called a Parish Meeting to explain matters to the 
electors. | 

* * % 

It was a grand affair. Very soon it became obvious 
that the opposition was coming chiefly from the retired 
gentlefolk who got along very well at present with 
their adequate gardens and whose incomes would be 
seriously affected by a rise of over three shillings in 
the rates ; strong objections also came from outlying 


parts of the scattered parish to whom the drainage 
system could not be extended. The bulk of the 
villagers and, of course, the owners of desirable 
building land and the shopkeepers—“ Trade follows 
the Drain ’—were solid for the scheme, and after 
an impassioned speech on the Fly Menace by a retired 
clergyman (“‘ Beastly things, Sir, walking about 
with their beastly little legs all over one’s forehead 
after luncheon .. .”) a vote showed a large majority 
for Main Drainage. This should have ended the 
matter but unfortunately the Council had been 
convinced that the anti-drainage zealots would 
attend the meeting in force and out-vote them, 
hence they had arranged to demand a ballot and 
although it was clear from early in the meeting which 
way the vote would go, the rustic machinery once 
set in motion could not be easily reversed and the 
ballot was demanded and granted before a show of 
hands revealed that the prepared position in the 
rear was unnecessary. After a week’s fierce campaign 
a ballot was taken and completely reversed the vote 
at the Parish Meeting by a large majority and main 
drainage seemed to be indefinitely postponed. 


Nor did it end there. Emboldened by success, 
the leaders of the opposition raised the slogan of 


“Sane drainage, not main drainage!” at the next 


Council Election and, such is the notorious fickleness 
of the mob, were successful in displacing the old 
Council almost completely. Their victory was 
symbolised by the appearance in the Jubilee pro- 
cession of the cesspit-emptier cart, tastefully draped 
with a Union Jack and drawn, to my shocked amaze- 
ment, by the spirited animal on which I sometimes 
career on Sunday mornings over the local commons. 
* * * 


Months passed. One day I chanced to meet the 
leader of the Sane Drainers, now a conspicuous 
member of the Council. During a discussion on 
the pruning of peach-trees I idly inquired whether 
the new motorised cesspool-emptier was satisfactory. 
(This was to have acted as a “char d’assaut’’ in 
holding X against the main drainage attack. 
Ils ne passeront pas! ...). With a marked degree of 
‘‘no-enthusiasm,” as Kai Lung would say, and a 
suggestion of a shuffling about the feet, he replied : 
“ Of course it is difficult to know all the facts before 
one is In ‘Office. Apparently there is no land avail- 
able for dumping the contents of the cesspool- 
emptier ... and what with one thing and another, 
we have got to have main drainage after all.” 

* $ * 


What is the lesson to be drawn from our ants’ 
nest ? First, the village of X—— has clearly made 
an ass of itself. It has turned out a tried set of 
Councillors because *they proposed something which 
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those who took their place found to be inevitable. 
. But would we have been better off under some other 
form of government? A village Führer or com- 


missioner or one of Cromwell’s Sergeant-major — 


Generals would perhaps have got us our drains with 
less fuss. On the other hand we might not have got 
them at all or, worse still, we might have paid for 
them and not got them. Drains can rouse the worst 
passions and even dictators cannot afford to ignore 
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them. Was it not said that General Primo di Ribera 
ordered every house in Spanish towns to have a 
water-closet—but omitted to give any orders for the 
disposal of the effluent? Shortly afterwards his 
Government fell. But had our drains been imposed 
on us or denied us from above, where would have 
been our education in political science and self-govern- 
ment? Now weareDrain Conscious—and self-conscious. 
Now we have learnt our lesson. Or have we ? 


PUBLIC HEALTH 


The Typhoid Outbreak in Croydon 


THE total number of cases reported up to Wednes- 
day noon is 269 (with 17 deaths). The public inquiry 
conducted by Mr. H. L.’ Murphy, K.C., was opened 
in Croydon town hall on Monday morning, and after 
preliminary discussion was adjourned for a fortnight 
to enable the corporation to prepare its case. Mr. 
Murphy said he had power to issue witness sum- 
monses but hoped it would not be necessary to 
use it. The adjournment was granted at the request 
of Mr. H. M. Pratt, representing Croydon corpora- 
tion, who said that for the proper preparation and 
presentation of the case it was essential to have the 
full assistance of four very busy men, the borough 
engineer, the medical officer, the town clerk, and the 
bacteriological expert. Dr. E. V. Suckling, who has 
been acting in this last capacity since Nov. 11th, 
has stated that since that date the public water- 
supply of Croydon has been bacteriologically pure. 
Mr. Pratt said he was instructed to say that no 
suggestion had been made that the outbreak was in 
any way due to watercress. In the afternoon Mr. 
Murphy, accompanied by Sir Humphry Rolleston 
and Mr. Gourley, made a tour of the district, visiting 
the Addington well, a housing estate in South Croy- 
don where sewers are being laid, and the reservoirs 
on Shirley Hills. 

Small-pox at Hyde 


We are glad to report that there have been no 
secondary cases following the case of variola major 
in an old man of 77 whose illness began on Nov. 6th ; 
and this in spite of the fact that conditions were 
not quite so favourable as stated in our report last 
week, for the nine members of the patient’s family 
were not all residents in his home but lived in four 
different houses. 


Vital Statistics: a Graphic Exhibit 


A recent report by G. J. Drolet, statistician to the 
New York Tuberculosis and Health Association, 
shows diagrammatically and in tabular form some of 
the phenomenal changes in mortality that have 
taken place in that city in the short course of a 
quarter of a century, and some of the problems that 
must be faced in the search for further improvement. 
Under the former heading may be cited the death- 
rate from infectious diseases in early childhood. In 
the years immediately prior- to the Great War mor- 
tality at ages under 5 from diphtheria was annually 
some 200 per 100,000 ; in 1933-36 it varied between 
only 3 and 11 per 100,000. Over the same period 
of time the death-rate from whooping-cough has 
fallen from 50-80 per annum to 20-25, from measles 
from 100-120 to less than 20, from scarlet fever 
from 70-80 to 5-6. In the earlier years 400—450 
children per 100,000 living died annually from these four 
diseases alone, in the latest years only 30-60. Infant 
mortality in 1910-13 was about 100 deaths per 1000 
births, in 1935-36 it was a little below 50. As in our 
own big cities further reduction ig this first year of 


life must come largely under the headings prema- 
turity, birth injuries and congenital debility and 
malformations, and pneumonia. In the later years 
of childhood pneumonia and accidents take the 
highest toll, in adolescence and early adult life 
tuberculosis and heart diseases become of increasing 
importance. In spite of the general reduction in 
mortality from tuberculosis it remains in New York 
City the leading cause of death for males aged 20-44 
and for females aged 15-24, a position which amply 
justifies the activities of the New York Association. 
The epidemic fluctuation is shown in their report for 
some diseases not generally notifiable in England and 
Wales. For instance, in a population of seven and 
one-third millions there were 1300-1400 cases of 
German measles in 1934 and 1936, and over 24,000 
in 1935. In 1934 and 1936 notifications of mumps 
numbered 3600-4200, in 1935 they were over 9000. 
From less than a hundred cases in 1934 and 1936 


- poliomyelitis rose to 2000 cases in 1935, an epidemic 


prevalence from which we have fortunately been 
free in this country. New cases of typhoid fever 
number some 300 annually.. To puerperal diseases 
are attributed 5-7 deaths per 1000 live births. With 
a birth-rate falling more rapidly than the death-rate 
the natural rate of increase of the city is now very 
low. Twenty-five years ago 13-14 persons were 
annually added to each 1000 of the total population ; 
the corresponding figure now is only 3-4. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
NOV. 27TH, 1937 


Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0; 
scarlet fever, 2715; diphtheria, 1830; enteric 
fever, 151 (31 “ expected ”); pneumonia (primary or 
influenzal), 950; puerperal pyrexia, 193; cerebro- 
spinal fever, 22; acute poliomyelitis, 12; acute 
polio-encephalitis, 4; continued fever, 1 (Padding- 
ton); dysentery, 351; ophthalmia neonatorum, 86. 
No case of cholera, plague, or typhus fever was 
notified during the week. 

Of the cases of dysentery London reported 91 (of these Wool- 
wich 21, Kensington 13, Hackney, Paddin 
each 6, Lambeth and Shoreditch each 5). Outside London the 
larger number of notifications came from Dorchester 28, Pewsey 
(Wilts) 25, Carshalton 18, Sutton 14, Enfield and Aberdare 

Glam) each 13, Swansea 12, Sheffield 11, Liverpool 8, Wimble- 
on 7, Leyton 6, Edmonton, Hendon, Luton, Tottenham, 
Walthamstow, and Willesden each 5. 

The number of cases in the Infectious Hospitals of the London 
County Council on Dec. 3rd was 4100, which included: Scarlet 
fever, 931 ; diphtheria, 1571 (diphtheria carriers, 17); measles, 
210; whooping-cough, 314; puerperal fever, 23 mothers 
(plug 17 babies); encephalitis lethargica, 284; poliomyelitis, 

. At St. Margaret’s Hospital there were 17 babies (plus 5 
mothers) with ophthalmia neonatorum. 


Deaths.—In 125 great towns, including London, 
there was no death from small-pox, 8 (1) from enteric 
fever, 18 (0) from measles, 6 (0) from scarlet fever, 
21 (7) from whooping-cough, 53 (6) from diphtheria, 
46 (9) from diarrhcea and enteritis under two years, 
and 52 (10)from influenza, The figures in parentheses 
are those for London itself. | 


(Continued at foot of next page) 
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MEDICINE AND THE LAW 


The Cash Value of Expectancy of Life 


THE law courts continue to wrestle with the problem 
of interpreting in terms of pounds, shillings, and pence 
the damage represented by premature death. For- 
merly, as is well known, a common-law maxim 
peculiar to England ordained that a personal action 
died with the person. It was thus better business for 
a negligent motorist to kill his victim outright than 
merely to inflict non-fatal injuries. The Law Reform 
(Miscellaneous Provisions) Act altered this position 
by allowing the estate of the deceased person to sue 
for damages. Called upon to explain the working 
of the new principle, the House of Lords has declared 
that, though no sum is really adequate compensation 
for cutting off the normal expectancy of life, this 
consideration nevertheless is no excuse for shirking 
the task of assessment. In one of the cases under the 
new Act the Court of Appeal fixed the round figure 
of £1000 as reasonable compensation where the 
deceased was 23 years of age. Last week Mr. Justice 
Greaves-Lord, in Turbyfield v. G.W. Railway Co., 
had to deal with the death of a little girl of 8. The 
Court of Appeal has observed that the dead person’s 
own appreciation of his or her lost expectancy of 
life is immaterial, This observation seems to stan- 
dardise the values. If the rule-of-thumb figure was 
£1000 for death at 23, what was the judge to do 
about the 15 intervening years between 8 and 23 ? 
It was conceivable that the accidents of adolescence 
might decrease the award materially. The judge, 
however, declined to regard this 15-year period as a 
debit item. He thought that the little girl, having 
survived the ordeal of infantile ailments, might look 
forward to that period as by no means the least 
happy in life, with the prospect thereafter of earning 
her own living, entering upon marriage, and generally 
fulfilling the natural expectation of the human lot. 
Having to consider the cash value of life as ‘‘ a good 
thing,” Mr. Justice Greaves-Lord awarded the child’s 
father £1500 for her lost expectancy of life. Lawyers 
who advise their clients in these matters—not exclud- 
ing those who advise physicians and surgeons against 
whom damage is claimed for alleged negligence— 
have now a rough two-figure scale of values—namely, 
for life lost at the ages of 8 and 23 respectively. 

Other elements in Turbyfield v. G.W. Railway Co. 
illustrate the extraordinary difficulty of putting a 
cash value upon matters of possibly subjective rather 
than objective nature. The dead girl, Hilda Turby- 
field, and her twin sister Joyce were going home from 
school when the fatal accident occurred. Joyce was 
in front and Hilda was running after her. A horse 
and dray belonging to the railway company came in 
contact with Hilda and she was killed. The defendant 
company alleged contributory negligence. The court 
found that, in the light of the reasonable standards 
of the degree of care to be expected from a child of 8, 
the driver’s negligence had been the sole cause of the 
accident. Hilda lived nine days after receiving her 
injuries. Her estate was entitled to something for 


(Continued from previous page) 

Croydon reported 6 deaths from enteric fever, London and 
Grimsby each 1. 1lver poo) had 6 fatal cases of measles, Man- 
chester 5, Salford 2. iverpool also reported 5 deaths from 
whooping-cough, Birmingham 2. Diphtheria was fata] in 29 
great towns, Liverpool reporting 6 deaths, Rotherham 5, Bourne- 
mouth, Gateshead, and Birmingham each 3 


The number of stillbirths notified during the week 
was 255 (corresponding to a rate of 42 per 1000 
total births), including 43 in London. ; 


her pain and suffering during that period. The parties 
had agreed the amount at £50. In addition the negli- 
gence of the driver had caused Joyce Turbyfield to 
be an unwilling witness of the accident which caused 
her twin sister’s death. This gave Joyce a right to 
claim damages for the shock which she had suffered. 
For this item the figure of £25 damages had been 
agreed. Without criticising these figures of £50 and 
£25 as either inadequate or excessive, it is permissible 
to wonder what amounts a jury, or twelve different 
juries, would have awarded. 


THE LANCET 100 YEARS AGO 


December 9th, 1837, p. 388. 

From a letter to the Editor from Dr. G. G. SIGMOND, 
recounting his experiences with animal magnetism. 

The most remarkable case that has fallen under my 
observation, and which, while it excited in me great 
anxiety, and the deepest interest, has taught me to 
prosecute my researches with extreme caution, has 
occurred to me within the last two days. I was enjoying 
the hospitality of a most amiable family in Fitzroy- 
square, when animal magnetism became the topic of 
conversation, and I related the trials I had already made. 
One of the young ladies proposed to become the subject 
of experiment, to which I very willingly assented ; for, 
having on former occasions attended her during momentary 
sickness, I was fully aware of the natural strength of her 
constitution, and the absence of that nervous tempera- 
ment which renders this system totally inapplicable. 
I began what are technically called “the passes.” They, 
as is not unusual, excited laughter and incredulity. 
I proceeded for about five minutes, and then stopped 


and inquired if any sensation was produced, and the 
and ridicule was: 


answer was, ‘‘a slight sleepiness ”’ ; 
again thrown upon the subject. I recommenced the 
manipulations. .. . I persevered for three or four 
minutes, when my young friend was in the most complete 
trance. The stupor was most profound ... the hands 
become icy cold, the face lost its natural hue, and became 
perfectly pallid; the extremities became quite cold; 
the respiration was imperceptible; the stimulus of light 
did not affect the eye; on speaking to her a faint smile 
was excited, and a quivering of the lower jaw, which 
seemed to indicate a wish but an incapability of answer- 
ing; the pulse became gradually feebler, whilst the 
external appearance bore such a decidedly deathly cast 
that naturally some apprehension was excited amongst 
her family. I placed the perfectly unconscious 
subject of this distressing scene in a horizontal position, 
and directed the application of warmth and of friction 
to the extremities. Circulation and animal heat were 
gradually excited, but she presented a most singular 
appearance of suspended: animation. In this condi- 
tion she remained more than four hours, for I had 
commenced a little after ten in the evening, and it was 
about half-past two, that, on some slight effort being 
made to rouse her, she uttered some of the most piercing 
shrieks I have ever heard; there were convulsive efforts 
to raise the limbs; the face, too, became convulsed ; she 
opened her eyes and stared wildly around ; she was placed 
in the upright posture, and seemed sensible. Advantage 
was taken of this circumstance to carry her to her apart- 
ment; before, however, she could reach it, she fell into 
a profound slumber, but its character was more natural. 
She was placed in her bed, appearing perfectly composed ; 
the countenance had acquired its natural hue; the 
respiration was perfectly easy, and the pulse natural. In 
this state she remained during theday. . . . In the evening 
the young lady joined her family perfectly restored to her 
wonted cheerfulness. She expressed no complaint what- 
ever. She stated that the feelings that first came over 
her were those of extreme quiet and repose,—a species of 
ecstasy—,a gradual languor seemed to steal over her; 
that she heard. something passing around her; felt an 
inclination, but an utter impossibility, to reply. The first 
waking up she, however, described as almost terrific. It 
was as if she was bursting from a narrow and confined 
space, and as if sh@ arose from interminable darkness. 
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CORRESPONDENCE 


A CHRISTMAS APPEAL 
To the Editor of THE LANCET 


Smr,—My anxiety increases as the time for the 
distribution of our Christmas gifts draws near. I am 
indebted to many of your readers who have responded 
to the appeal which was made in October, but I fear 
that the amount subscribed to date falls far short of 
the sum which is needed if we are to give the much 
valued Christmas gift of 30s. to all our regular 
beneficiaries. 

Christmas Day to all of us is a very special day ; 
it brings back memories of happy days in the past, 
and all have the wish to make each Christmas Day a 
happy day in our own home life. I have intense 
sympathy for so many of our beneficiaries living in 
loneliness, some in one bedsitting-room, at a rental 
of 10s. a week, without relatives and without friends, 
and who can look only to the Fund as the society 
which “ never forgets them ” on Christmas Day. 

I ask everyone who reads this last appeal not to 
pass it by but to send a donation, however small or 
large, without delay to the hon. treasurer, Royal 
Medical Benevolent Fund, ‘11, Chandos-street, 
Cavendish-square, London, W.1, so that we may be 
in a position to give the 30s. Christmas gift to those 
who have so little of their own and who are befriended 
by the Fund. I am, Sir, yours faithfully, 

Nov. 30th. Tuos. BARLOW, President. 


INCUBATION PERIOD OF TYPHOID 
To the Editor of THE LANCET 


Sir,—In relation to the epidemic of typhoid at 
Croydon, and to water- or milk-borne epidemics of 
enteric infection in general, two questions arise in 
which useful analogies are, perhaps, afforded by 
experimental observations on mice infected with 
Bact. typhi-murium (Bact. aertrycke). 

In human epidemics in which a large number of 
persons are exposed to the risk of infection from 
polluted water or milk during a few consecutive days, 
and the risk is then removed by appropriate measures, 
it is not uncommonly assumed that, apart from con- 
tact infections, cases should cease to occur within 
some fixed period. If twenty-one days were allowed 
as the maximal probable incubation period, and 
seven days were added to this to allow for the definite 
diagnosis of a suspected case, it might be supposed 
that no primary case would be notified later than 
twenty-eight days after the initial risk had been 
- removed. 

Our experience with mice leads us to suspect that 
‘this assumption is ill-founded. In certain experi- 
ments that we have performed, we have records of 
440 normal susceptible mice that were given by mouth 
doses of living Bact. typhi-murwm varying from 
100 million to 500 million bacilli. Each mouse was 
thereafter housed in a separate cage, with strict 
precautions to avoid all cross-infection. During the 
subsequent twenty-eight days 300 of these mice died 
of mouse-typhoid. The mortality in relation to 
time is shown in the accompanying Figure. It will 
be noted that the majority of deaths occurred between 
the seventh and fourteenth days, with a modal 
frequency on the tenth and eleventh days. But the 
curve of mortality is markedly skew, with a pro- 
nounced extension to the right, and some mice were 
still dying of the disease twenty-five days or more 
after infection. It would not be just to regard the 
form of the mortality curve as aa accurate reflexion 


of variations in the incubation period, since it will be” 
determined, in part at least, by differences in length 
of illness before death occurs. We think, however, 
that some part of the skewness is almost certainly 
due to variations in incubation time, For one thing, 


it is very unusual for a mouse to show any signs of 


10 


20 


40 


illness for more than one or two days before its death. 
For another, as we emphasise below, we have ample 
evidence that a high proportion of the mice that 
survive in apparent health for twenty-eight days are 
still harbouring the causative organism in their 
tissues. 

Additional evidence, pointing in the same direction, 
is afforded by the findings obtained in another experi- 
ment. In this experiment several hundred mice were 
submitted, for various periods, to the risk of contact 
infection in a herd in which mouse-typhoid was 
epidemic, and were then removed and kept in isola- 
tion in separate cages for sixty days. This longer 
period of observation enabled us to note that a small 
number of mice died of mouse-typhoid after being 
removed from all risk of infection for periods of 
thirty to forty-six days, and after remaining in 


apparent health for almost the whole of this period. 


It seems to us probable that the average incubation 
time, and the average time between infection and 
death in those that die, are expressions of a modal 
reaction between a particular parasite and a particular 
host, and that this mode may be rather widely 
departed from in a proportion of cases, probably in 
relation to the size of the infecting dose received, or 
to variations in the natural resistance of individual 
hosts, or to many other factors. We have little 
doubt, so far as the mouse is concerned, that the 
skewness of the mortality curve is in part due to the 
fact that many mice develop an infection which 
displays no clinical symptoms, and which may remain 
latent for long periods, and eventually disappear 
altogether, unless it is activated by some secondary 
factor. Whether a mouse that dies thirty or more 
days after infection does so because it has been 
“ incubating ° the disease for an unusually long 
period, or because a latent infection has become 
active and lethal, it is impossible to say. The point 
of interest is that, when any large number of animals 
are infected synchronously, or within a short period 
of time, sickness and deaths will continue to occur 
for a period considerably in excess of that indicated 
as likely by the modal course of events. It seems to 
us probable that the same may be true of typhoid in 
man and that, apart altogether from contact infections, 
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a few cases may be expected to occur well after 
„ the time limit calculated on the basis of the customary 
incubation period. oo 
There is indeed direct evidence from human 
epidemics that such delayed primary infections occur. 
From the nature of the case it is not often that con- 
tact infection can be excluded, as it can in animals 
kept under experimental conditions; but circum- 
stances occasionally arise in which these conditions 
are at least approached. Thus J. R. Miner (J. infect. 
Dis. 1922, 31, 296) records a water-borne typhoid 
epidemic at Mankato in which 21 cases occurred 
among persons who had only been in the city on one 
day. For these 21 cases the,mean incubation period 
was 13°8 days, but in one case it was as long as 29 days. 
The same paper records other epidemics in which 
the mean incubation period was significantly longer 
or shorter than this, and in several of these primary 
cases are recorded as occurring later than the twenty- 
first day; but in no other instance does it seem 
possible to exclude contact infection with the same 
degree of probability as in the Mankato outbreak. 
The second point concerns the possibility of con- 
tact infection from carriers, or from missed cases. 
We have noted above that mice killed in apparent 
health twenty-eight days after feeding with a large 
dose of Bact. typhi-murium are frequently found to 
be harbouring that organism in their tissues, Actually, 
in the series of experiments referred to, 140 mice 
_were killed in apparent health on the twenty-eighth 
‘day, and Bact. typhi-murvum was isolated from the 
spleens of 70. The true infection figure was certainly 
higher, since the presence of secondary infections 
sometimes makes isolation difficult. Results of a 
similar kind have been obtained on many thousands 
of mice in various other experiments. We should 
therefore, so far as it is permissible to argue from 
mice to men, expect that, in a water- or milk-borne 
epidemic in which large numbers of persons are 
exposed to infection, latent infections would be 
relatively common. This would mean the occurrence 
in the following weeks or months of a certain number 
of “ contact” infections not traceable to any pre- 
ceding case. It is probable that, here as elsewhere, 
the potential danger from a carrier will he closely 
related to the extent to which she, or he, is concerned 
in the preparation or handling of food. How numerous 
such carriers may be in relation to the number of 
cases we cannot guess, since, so far as we are aware, 
no figures are available. It is a point on which it 
would be interesting, and perhaps useful, to obtain 
some reliable data. 
We are, Sir, yours faithfully, 
MAJOR GREENWOOD, Marion WATSON, 
W. W. CG TopLey, Joyce ‘WILSON. 
London School of Hygiene and Tropical Medicine, 
Keppel-street, W.C., Dec. 1st. 
STANDARDS OF NUTRITION 
To the Editor of THE LANCET 


Srr,—As one confronted weekly with the problem 
of assessing the ‘“‘ nutrition’ or “ nutritional state ” 
of school-children and investigating the various con- 
ditions called “ malnutrition,’ may I enter a late 
protest against the continued employment of these 
words in a Clinical sense? I believe firmly that the 
present divergences of findings and the confusion 
surrounding the whole subject are due far more to 
the misuse (as I think) of these words and to the 
hazy thinking underlying it than to inaccuracy or 
prejudice of individual observers. 

The word “nutrition” has, of course, long been 
used by physiologists to describe one of the charac- 
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teristic phenomena of life—the ingestion and utilisa- 
tion of foodstuffs. As a word used in parallel with 
“ respiration” and “reproduction” no one can 
quarrel with it. It may also be used without danger 
of confusion to describe a province of science which 
concerns itself with alimentation—an experiment to 
determine the effect of changes of diet on animals or 
children can be called an experiment in nutrition. 
But when it is used clinically to describe some quality 
in an individual comparable to height, weight, colour, 
build, or posture and is assumed to be a thing measur- 
able or referable to some standard then, I submit, the 
word has no connotation, no accurate meaning at all, 
and we do ourselves and the cause of truth great harm 
by employing it. 

It is only too clear that it is used in widely differing 
senses by individual writers and speakers. Some use 
it as a synonym for health or “ general condition.” 
A child in perfect health has perfect nutrition, one in 
indifferent or poor health has indifferent or poor 
nutrition. No doubt this is true in a physiological 
sense but as the words ‘health’ and “‘ general con- 
dition ” are unambiguous and beg no questions, why 
not use them? . 

To another school of thought almost any defect, 
even apart from general health, is evidence of impaired 
nutrition, and the existence in an otherwise healthy- 
seeming child of dental caries, furunculosis, postural 
faults, or perhaps even errors of refraction will auto- 
matically exclude him or her from the “ good ”? or 
“ normal ” classes. Others of a more direct and less 
sophisticated turn of mind mean by the word some- 
thing scarcely different from “ bulk.” ‘“‘ Nutrition 1” 
(plump or well covered), “nutrition 2” (slender), 
“nutrition 3” (too thin), “‘ nutrition 4” (much too 
thin). This has at least the great merit of being a 
logical classification based on a single quality and 
one, within limits, measurable as a height-weight 
ratio. There is no word for this fatness-thinness 
quality and one is badly needed; but “ nutrition ” 
has too many other meanings. But to many others 
the word has a close and essential connexion with 
feeding (as indeed might be supposed from its 
derivation) and to these a child of good nutrition is a 
well-fed child and a child of poor nutrition is an 
ill-fed or underfed child. 

There can be little doubt that by most laymen the 
word “ malnutrition ” is regarded as a euphemism 
for underfeeding or semi-starvation. We might well 
agree to use the word in this sense if the clinical 
manifestations of good and bad feeding were distinct 
and specific, but whereas it is a fair assumption that 
a child in excellent physical condition is, inter alia, 
well fed the reverse is, of course, by no means true 
and if we exclude specific vitamin deficiencies and 
actual starvation or something near it we cannot, in 
any given case, diagnose diet from physical examina- 
tion. The clinical picture called ‘‘ malnutrition” | 
may, as every clinician knows, be due to a host of 
causes other than food or the lack of it, and while 
this is less true of a group than of an individual it is 
not easy, even in a group, to separate the effects of 
environment, way of life, and personal hygiene from 
those of feeding. 

Is it wonderful that when the basis of classification 
completely eludes definition no uniformity in standards 
can be obtained? Could we not return this truant 
word to the physiologists and use for the future 
accepted clinical terms on whose meaning we shall 
all agree ?—I am, Sir, yours faithfully, 

LINDSEY W. BATTEN. 

Lyndhurst-road, N.W., Dec. 6th. 
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ASSESSMENT OF PSYCHIATRIC TREATMENT 
To the Editor of THE LANCET 


Srr,—I have followed the controversy in your 
columns between Dr. Desmond Curran and Dr. Mary 
Luff with increasing bewilderment. Dr. Curran 
started by claiming for certain methods of treatment 
that they gave results as good as those published for 
cases treated by psychotherapy. He did not give 
any description of those “ other forms of psychiatric 
treatment.” It is obviously important for medicine 
as a whole that these methods should be clearly 
described if they are as important as Dr. Curran 
claims. Dr. Luff asked him two questions: (1) What 
exactly are his methods of treating neuroses apart 
from any form of psychotherapy ? (2) What are his 
criteria for distinguishing cases suitable for such 
methods from those suitable for psychotherapy ? 

This seems a clear-cut issue, and I waited expec- 
tantly for the appearance of the rabbit out of the hat, 
and have only been rewarded with the red herring 
of ‘‘ narcissism,” while Dr. Luff has been promised a 
glass of sherry. But some of us are thirsting rather 
for information. I am sure Dr. Curran does not 
intend to be evasive, but seriously I do feel we have 
been treated to a display of dexterous fencing over an 
important issue. Many of us are deeply concerned 
that medical students should have skilled training in 
the treatment of the psychoneuroses. It is a really 
urgent matter. Dr. Curran claims he has an excellent 
plan. I am sure you would afford him as much 
space to explain that plan as you have given him to 
expound its results. In his last letter‘he says it is 
high time for him to turn to the two questions he is 
asked. I agree.—I am, Sir, yours faithfully, 

W. LANGDON-BROWN. 

Cavendish-square, W., Dec. 6th. ; 

To the Editor of THE LANCET 


Sir,—There are implications in Dr. Curran’s 
article which go, in my opinion, deeper than the 
questions raised by Dr. Luff. The article contained 
details of the excellent results obtained in neurotic 
patients apparently by their mere attendance at 
St. George’s Hospital without the application of any 
definite form of treatment. The pure empiricism of 
this manner of approach to the problem is somewhat 
striking, for Dr. Curran, I have no doubt, would be 
the first to admit that his insight into the patho- 
logical processes at work in his patients was about 
the same after they had improved or much improved 
as when he saw them first. 

If results of this type are to be looked upon as 
sufficient, as the pragmatists perhaps will contend, 
they form a justification and excuse for the applica- 
tion of any and every kind of therapy that may 
contain a hope of benefit, however remote it may 
appear to be from accepted scientific principles. We 
are scarcely in a position to criticise ‘‘ nature-cure ” 
and the hundred-and-one different systems in vogue 
if our own methods of treatment are equally empirical. 
I have previously suggested that numerology would 
make an excellent background for a system of 
Pythagorean psychotherapy and perhaps we shall 
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foretell ”) will be entering the field as a rival or 
additional system recommended for neurotic patients. 

If we are to encourage the purely empirical approach 
we may as well try to reduce the process to its 
simplest terms, and perhaps the time-honoured 
formula “Abracadabra” would meet the case as well 
as anything. But if we have in mind even a minimum 
definition of neurosis, be it frustration-regression- 


fixation, or merely suggestion, I think it would be 
more in accordance with the best medical practice if 
neurotic patients were dealt with by as rational a 
method of treatment as the situation will allow. 
_ Iam, Sir, yours faithfully, 
Wimpole-street, W., Dec. 4th. FREDERICK DILLON. 


THE FREUND TEST FOR CANCER 
To the Editor of THE LANCET 


Sir,—In your issue of April 3rd of this year Dr. 
P. N. Panton of the London Hospital reports’ 
results given by different diagnostic tests for carci- 
noma, including that of Freund. The Freund test 
was carried out at the London Hospital by a member 
of the staff. of the Pearson Institute, Vienna, . with 
the assistance of Dr. Hans Loewenthal of the London 
Hospital. The blood of 134 persons was tested, 
including 58 who had carcinoma, and Dr. Panton 
states that only 66 per cent. of correct results were 
obtained where the patient had cancer and 45 per 
cent. where he had not. Thus Dr. Panton comes to. 
the conclusion that the Freund test has “‘ no diagnostic 
value,” falling far below the level that must be 
demanded of it. 

The results obtained in London differ so widely 
from those obtained over many years in the meta- 
bolism laboratory at Linz, at the Pasteur Institute in - 
Paris, and in Switzerland (Bezirksspital Zweisimmen), 
as well as by other authors (Plonskier), that the 
circumstances in which these examinations in London 
were made need closer discussion. The reason for 
their failure lies, in my opinion, in the way in which 
the test was carried out.’ I raised objections to this 
a year ago in letters to those doctors at the London 
Hospital whom I know personally and also to Dr. 
Loewenthal. Prof. Freund, too, did not approve 
of the way in which the test was applied in London: 
the failure was inevitable. Results obtained else- 


‘where under strict clinical control have been as 


follows :— 


CAROINOMA PATIENTS | CAROINOMA-FREE PATIENTS 


Allgemeines Krankenhaus, Linz 
(May, 1935, to November, 1935) 


Freund’s test positive .. 137 | Freund’s test positive.. 23 
5 » negative .. 4 » negative . 237 
Total 141 Total 260 
Institut Pasteur, Paris 
Freund’s test positive .. 33 | Freund’s test positive .. 7 
ð » negative .. U | ‘i » negative.. 32 
Total 33 | Total 39 
Allgemeines Krankenhaus, Linz 
(February to July, 1936) 

Freund’s test positiveand Freund’s test positive .. 196 
incomplete positive .. es » negative.. 1103 
Freund’s test negative .. 12 — 
— Total . 1299 

Total 135 


It is much to be regretted, I think, that the 
unfavourable London results have found their way 
into the literature; for they are likely to prevent 
proper recognition of the Freund test, in England at 
least, for many years to come, 

I am, Sir, yours faithfully, 

Linz a.D., Austria, Nov. 6th. J. KRETZ. 


** In reply to this criticism Dr. Panton writes: 
“Dr. Kretz states quite correctly that he objected 
to the London trial of the Freund test at the outset. 
Prof. Freund wrote to me of his criticisms at a later 
date. Dr, Kretz considered that his lady technician 
from Linz should be given preference over Prof, 
Freund’s lady technician from Vienna, and on this 
delicate point I took no side. Dr, Kretz further 
demanded that he should select the clinical cases 
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for his technician to report the results of the tests 
upon and to this procedure I definitely objected. 
The criticisms of Prof. Freund were rather general 
ones—that a delicate test might fail if transported 
to a foreign laboratory, and that the reagents used 
were not ideal, The first objection carries its own 
criticism. As to the second, the reagents were 
supplied from Vienna and fresh reagents which 
appeared perfectly satisfactory were also prepared 
at ‘The London.’ The facts of the matter are that 
the trial was first asked for by Mr. Pearson, founder 
of the institute in Vienna which bears his name and 
in which Prof. Freund works, that the technician 
was chosen by him, that the whole scheme of 
the trial was approved by him, and that the institute 
agreed to abide by the results of the trial. These 
results were so unsatisfactory that I do not propose 
to have the test repeated here.” —Ep. L. 


SEDIMENTATION TESTS 
To the Editor of THE LANCET 


Srr,—In reply to Dr. Coke’s letter of Nov. 27th a 
little further explanation seems to be required of the 
preference of many rheumatologists for the standard 
technique in estimating sedimentation-rates. 

The most important point is that the reliability of 
the standard technique has been proved in a very 
large number of laboratories all over the world and 
in many other diseases besides rheumatism. The 
clinician can depend on it as an index of the activity 
of a disease and as a check on the progress of the 
case. Comparisons can be made with results usually 
obtained in rheumatic conditions and in other diseases. 
In addition, my experience with the test has been 
rather different from that of Dr. Coke; significant 
differences are found between the rates in rheumatoid 
and infective arthritis and a somewhat raised rate is 
not uncommon in some cases of osteo-arthritis. 

I agree that the final explanation of the alterations 
in rate is not known, but it does not seem likely in 
this case that the reliability of the test would be 
increased by the removal of certain factors, the 
effect of which is also not thoroughly understood. 


Every alteration to the original blood introduces a | 


possible source of error. As the standard technique 
reduces interference to a minimum, I think it will be 
preferred by many as a practical guide until the full 
explanation is available. 

Dr. Coke has mentioned that the interaction of 
the red cells and the plasma is of the greatest impor- 
tance and this is undoubtedly the case. It has been 
shown that in a normal blood the fall of the red cells 
does approximate in rate to that which would be 
predicted by hydrodynamical formule. In cases 
with a high sedimentation-rate the increase is not 
due to any gross change in the density of the serum 
but to the agglomeration of the red cells into larger 
clumps which fall more quickly, the cells being thus 
far from being merely an “‘indicator.”’ This is the 
essential “factor in raising the sedimentation-rate, 
and it seems rather unlikely that greater accuracy 
would be secured by removing the chief participant 
from the reaction or that an inert chemical substance 
would react in anything like the same way. 

It is possible, of course, that such a precipitation 
of a chemical in serum might yield valuable results, 
but it is somewhat misleading to call it a sedimenta- 
tion-rate. The burden of proof is, I think, still on 
the originators to show that the test corresponds in 
any regular manner with pathological changes in the 
body. I am, Sir, yours faithfully, | 

Harley-street, W., Dec. 3rd. C. L'ESTRANGE ORME. 


IMMUNISATION AGAINST TYPHOID 
To the Editor of THE LANCET 


Sm,—Finding myself in complete disagreement 
with your views on typhoid vaccination as expressed 
in The Lancet of Dec. 4th, and in general agreement 
with: those expressed by the British Medical Journal 
of the same date, I venture to invite you to provide 
for the benefit of all of us, lay and medical, some 
evidence differing in kind from that on which you 
hang the thesis that the ‘negative phase” is a 
contra-indication to inoculation after exposure on the 
ground that a disastrous summation of effect may 
ensue. 

The evidence we want, if it is to impress us, must 
be derived from actual experiences of the sort you 
postulate, in the course of vaccination of human 
beings carried out in the face of isolated or “‘ explo- 
sive ” outbreaks of whatever origin. The literature, 
I may add, abounds in records of epidemics of this 
character where vaccination of exposed persons has 
been put in force as a measure of control. 

The introduction of any antigen into the body 
certainly lowers for a brief period the specific antibody 


for that antigen in the circulating blood, when, for 


example, we give a horse a dose of diphtheria toxin. 
The precise mechanism of this reduction is not known, 
but there is general agreement that it presents no 
obstacle whatever to prophylactic vaccination as 
ordinarily practised. The circumstances of the incu- 
bation period admittedly differ from those of the 
pre-exposure stage, but I would meet this difference 
simply by reducing the doses of vaccine and shortening 
the intervals between them, with the object of raising 
the specific antibody-content of the blood to useful 
levels in the shortest possible time. Though the peak 
of antibody-formation in response to a single dose of 
vaccine may not be reached before the tenth day, 
its rise and progress can be demonstrated from a very 
early period, as every immunologist knows. It is a 
common practice indeed to immunise the horse with 
diphtheria toxin by doubling the dose every second 
day. If I inadvertently swallow typhoid bacilli 
to-day, is there really “‘ a consensus of opinion ” that 
it would be a “ highly undesirable procedure ” for me 
to vaccinate myself? If there is, I propose to ignore 
it and to prepare my defence as best I can while 
there is time to develop it. I would probably also 
give myself a dose of antityphoid serum to add to 
that defence and if, in spite of these precautions, 
I found myself infected, I should promptly demand 
more of this serum for the therapeutic effect it is 
most likely to exert when given early and in adequate 
dosage. l 

When a case has just been diagnosed there may be 
a real risk of other members of the household exhi- 
biting symptoms within a matter of a few days, 
having been exposed at the same time presumably to 
the same infective source. In such cases the use of 
prophylactic antityphoid serum would seem to be 
strongly indicated. 

Would you withhold typhoid vaccination from staff, 
nurses, and general entourage of fever hospitals 
where cases of typhoid are being treated, possibly 
for the first time, on the ground that they are already 
exposed persons and that some or all may be 
incubating the disease? Surely not. 

Reading between the lines of your leading article 
I can see the writer pins his faith at all times and 
doubtless with justice on “our highly developed 
sanitary services,” and he would appear to be only 
mildly interested in typhoid vaccination as a measure 
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of control even under the optimal conditions postu- 
lated by him for any effective action it may possess. 
With the knotty problem of assessing the achievements 
of antityphoid vaccination I am not here concerned. 
My interest at the moment is with the victims of a 
breakdown in any sanitary service leading to what 
is called, but really never is, a truly explosive out- 
break mathematically confined to consumers of an 
incriminated article of food or drink and readily and 
quickly brought to an end by energetic sanitary 
action. 

It seems to me only fair that these potential victims 
should receive at the earliest possible moment what 
benefit may accrue to them from typhoid inoculation, 
being, as it is, the one specific contro] measure we 
possess, and I submit that you have yet to prove 
that such measure will do more harm than good. 

I am, Sir, yours faithfully, 
Lister Institute, Dec. 7th. J.C. G. sie GHAM. 


*.* Sir John Ledingham asks for information on 
certain specified points and raises many others. 
He will not, we think, expect a detailed and docu- 
mented reply at this stage, nor object if we ask him 
to define more closely certain of the points at issue, 
We are sure he does not mean, by the wording of 
his main demand for further’ evidence, that he refuses 
to accept guidance in prophylactic or therapeutic 
immunisation in man from experimental results 
obtained in animals, or that, if such animal experi- 
ments suggest that a particular procedure is likely 
to be harmful, it is unjustifiable to take notice of 
the fact until the harmfulness has been clearly 
established by extensive trials in corpore humano. 
His meaning, we take it, is that it is unwise to rely 
too much on analogy, and that the only final test of 
whether, for instance, vaccination during the incuba- 
tion period of typhoid fever is, on balance, harmful 
or beneficial is to see what actually happens. 
should agree with him, with the proviso that, where 
experimental results had indicated a possible element 
of danger, we should require very definite evidence 
that these results were misleading, or counter- 
balanced by other effects, before we recommended 
this particular method for general use. As Sir John 
states, there are many records of vaccination during 
epidemics; but he will probably agree that most 
of these records are not of a kind that allow of any 
clear comparison between the incidence rates among 
those vaccinated and unvaccinated at particular 
periods after exposure to infection. And we would 
emphasise in this connexion that we were writing 
in direct relation to recent events at Croydon, and 
specifically of persons who had been exposed to a 
short-term» risk over a known period of time. 
stated that the “ negative phase” did not, in our 
opinion, contra-indicate the vaccination of unin- 
fected persons in presence of an epidemic, though 
we doubted its usefulness in this particular case in 
view of the relative slightness, and short duration, 
of the risk to those not primarily infected. 

It seems that Sir John shares our apprehension in 
regard to the possible, if problematical, effects of 
the injection of the customary large prophylactic 
dose of typhoid vaccine during the incubation 
period, since he advocates reducing the doses of vac- 
cine and shortening the period between them. Whether 
he has adequate records in regard to the actual effect 
of such a modified prophylactic method in epidemics 
of typhoid fever he does not say. His views as to 
the possible usefulness of an antityphoid serum are 
even closer to our own. He asks a crucial question 
when he discusses the procedure he would follow if 


We. 


We 


he inadvertently swallowed a dose of typhoid bacilli. 
We note that he would not only vaccinate himself 
but would probably also give himself a dose of anti- 
typhoid serum; and that, if in spite of these pre- 
cautions, he found himself infected, he would promptly 
demand more serum for the therapeutic effect it is 
most likely to exert when given early and in large 
doses. Our own procedure would differ from his only 
in that, on the present balance of evidence, we should 
omit the injection of vaccine. He amplifies this 
personal acceptance of the procedure we suggested 
by stating, again in agreement with ourselves, that 
the administration of an antityphoid serum to those 
exposed to the primary risk appears to be strongly 
indicated. 

Sir John is, of course, right in assuming that we 
should not approve of withholding typhoid vaccina- 
tion from the nursing or domestic staff of fever 
hospitals where cases of enteric fever are being 
treated. The chance that any nurse was incubating 
the disease at the moment of inoculation would be 
very low, while her exposure to risk would probably 
be prolonged. Nor, though we certainly pin our 
faith on the excellent sanitary services in this country, 
are we in any way uninterested in, or unmindful of, 
the great benefit that is conferred by prophylactic 
immunisation when environmental conditions allow 
it to exert its optimal effects. Indeed, we cannot 
think that Sir John’s disagreement with us is nearly 
as complete as: his opening words suggest. We hold 
many views in common. 

Two things Sir John has demonstrated beyond 
question, that no didactic statement on the points 
at issue is as yet possible, and that their further dis- 
cussion is eminently desirable. Since we hope that 
this discussion will take place, we may summarise 
the views we have already expressed, as a tentative 
working hypothesis which is clearly open to modi- 
fication in the light of any new evidence. These 
are : 

(1) That prophylactic active or passive immunisation 
against any particular disease cannot be dealt with as a 
problem with one general simple solution, but must be 
considered in relation to the actual circumstances of any 
given case, and particularly in relation to the nature of 
the risk of infection and its probable duration. 

(2) That in the particular case of a water-borne or 
milk-borne epidemic of typhoid the circumstances are 
relatively unfavourable to active immunisation with an 
antityphoid vaccine, but very favourable to passive 
protection with an antityphoid serum. 

(3) That, in the light of our present imperfect know- 
ledge, the most hopeful attempt at control along immuno- 
logical lines, should the Croydon experience be repeated 
elsewhere, is to administer specific antiserum to all those 
who were known to have incurred the risk of drinking the 
suspected water or milk. 

We cannot share Sir John’s view that the only 
evidence of value is that drawn from the records of 
epidemics in man, and we hope that no relevant 
argument from any sources will be excluded from 
discussion.—EpD,. L 


GASTROSCOPY AS AN ESTABLISHED METHOD 
To the Editor of THE LANCET 


_ Srr,—Dr. Jennings’s letter in your issue of Nov. 27th, 
relating to the excellent editorial on gastroscopy, 
was as inaccurate in its criticism as it was unfortunate 
in its reference to a medical “‘ racket” on gastritis. 
There is no doubt that gastroscopy in skilled hands 
is a reliable investigation. I believe, however, that 
nothing but harm can be done by the statement that 
“a high proportion of the carcinomata are prepyloric 
ulcers or have originated from polyadenoma en nappe, 
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and in such cases I believe the histological criteria of 
malignancy to be unreliable, and the evidence of 
gastroscopy to he decisive.” It is notoriously difficult 
to decide gastroscopically whether a prepyloric ulcer 
is carcinomatous, but a skilled histologist can dis- 
tinguish, if adequate material is submitted for section. 
As regards the fact that Gutzeit, despite a pro- 
longed follow-up, did not see carcinoma developing in 
an early stage, it should be pointed out that the 
chronic atrophic gastritis that so often gives rise to 
gastric carcinoma is usually a symptomless disease. 
I am, Sir, yours faithfully, 
P. E. THompson HANCOCK. 
Queen Anne-street, W., Dec. 3rd. 


To the Editor of THE LANCET 


Sık, —I am quite unable to verify Sir Arthur Hurst’s 
statement in to-day’s issue of Tue Lancet that 
Korbsch, Henning, Hauser, Konjetzny, Boas, and 
v. Bergmann have so far changed their opinions 
as to agree with him on the subject of carcinoma of 
the stomach, or for that matter to agree with any of 
his stimulating but paradoxical views on gastric 
pathology. Sir Arthur possibly wrote his letter under 
the misapprehension that I am opposed to the old 
Virchow doctrine of an association between malignancy 
and chronic irritation. Nothing could be further 
from my thoughts. I wrote in the most emphatic 
terms possible ‘‘ Hurst's views on gastritis . . . are 
contradicted ” by gastroscopical experience. 

Hurst (1937) summarised his views on carcinoma 
of the stomach in his recent Harveian oration as 
follows: *“ There is abundant evidence to show that 
in the 70 per cent. of cases with achlorhydria the 
carcinoma results from the malignant degeneration 
of chronically inflamed mucosa, the achlorhydria 
being a result of the preceding gastritis and not of the 
carcinoma, .In the remaining 30 per cent. of cases 
with a normal or high acidity the evidence is equally 
conclusive that the carcin ma is a result of malignant 
degeneration of a simple ulcer” (italics mine). 

The view that 30 per cent. of carcinomata develop 
from simple ulcer and that these are the only 
carcinomata to retain free HCl was, and to the best 
of my knowledge still is, opposed by every single 
authority mentioned by Hurst. References are given 
below ; it will be found that 3—5 per cent. is a rough 
average of the different estimates. Orator, who put 
forward in 1925 the view that prepyloric ulcers are 
especially liable to malignant change, finds that 
10-15 per cent. of carcinomata originate from ulcer. 
When one considers that one of Korbsch’s great 
services to gastric pathology was to call attention 
to the frequency with which benign prepyloric ulcers 
occur and are missed by X rays, it is amazing that 
Hurst should cite his name in favour of a hypothesis 
which assumes that benign prepyloric ulcers are 
relatively rare and dangerous lesions. 

The view that the achlorhydria of gastric carcinoma 
was primary and not secondary was, of course, put 
forward and became a subject of controversy in the 
eighties and nineties of the last century. Since then 
evidence against it has steadily accumulated. Boas, 
Borrmann, v. Bergmann, and Katsch, merely to 
quote the authors of the standard German encyclo- 
peedic works of reference on the subject, oppose the 
view for the following reasons :— 

1. Small. gastric carcinomata found incidentally in 
routine post-mortems on accident cases, &c., are often 
situated in comparatively normal mucosa. 

2. The average acidity of the rare lucky cases which 
are diagnosed early is higher than the average of all 
gastric carcinomata. 


and elbow-joints in each case. 


3. Considering the difficulties attendant on such 
observations, it is not at all uncommon for free HCl to 
disappear in the interval between successive test-meals. 

4. All severe wasting diseases tend to produce achlor- 
hydria when associated with malutrition and toxsemia. 
In gastric carcinoma this tendency is probably exaggerated 
by the constant stimulation and neutralisation of the 
acid secretion. l 


Two further points can now be added :— 

1. Follow-up figures (see Held and Goldbloom 1937) 
are now available on some 1600 cases of pernicious anæmia. 
If those cases are excepted which die within 2-3 years of 
the onset of symptoms and which are probably the result 
of misdiagnosis, it is impossible to detect any very definite 
increase in the liability to gastric carcinoma, 

2. It is extremely doubtful if irritants such as those 
cited by Hurst are capable of producing a gastritis 
sufficiently severe to cause achlorhydria. Atrophies of the 
gastric mucosa appear rather to be associated with 
toxeemias, deficiency syndromes, and possibly endocrine 
disorders. , 


The implication that I associate ‘‘ rackets ” with 
British medicine is not justified by anything in my 
letter. In fact I wrote “since the days of Hippocrates ” 
and ‘‘ in many clinics . . . especially outside England.” 
I sincerely regret being forced to rely on continental 
authorities, especially as I think that geographical 
variation may be responsible for some of our differences 
of opinion, There has been however no English or 
American gastroscopy to speak of, and my whole 
argument is that if you kill or gastrectomise your 
patients, you will never learn if supposedly pre- 
cancerous lesions lead to cancer or not. 

I am, Sir, yours faithfully, 
DENYS JENNINGS. 
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Oxford, Dec. 4th. 


DISABILITY FROM PNEUMATIC DRILLS 
To the Editor of THE LANCET 


S1z,—I recently discussed this subject with Dr. 
Vossenaar, chief medical officer of the Dutch State 
Mines, and he kindly gave me a report of an investi- 
gation undertaken by him. Dr. Vossénaar had 
examined 1000 workmen who have worked for at 
least ten years with pneumatic machines and who 
were still working at the time of the investigation. 
Eight X ray photographs were taken of the wrist- 
The following con- 
ditions were found among these 1000 workmen : 


Necrosis. . me .. 28 per cent. 

Chondromatosis 2:7 3s 

Arthritis deformans 4-3 is 
Total a .. 98 ra 


He found also 2-6 per cent. of conditions which he 
considered as trouvailles accidentelles. Among his 
conclusions were : 

S’il était permis d’admettre que le travail avec des 
outils pneumatiques exerce une influence sur certaines 
articulations des extrémités supérieures, il serait établi en 


$ 
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même temps par notre enquête, que 90% des ouvriers 
ont échappé à cette influence pernicieuse. 

Il est toutefois certain que les affections trouvées, se 
recontrent aussi dans tous les groupes de la population, 
méme chez ceux qui ne manient aucun outil pneumatique 
ou qui ne font aucun autre travail lourd. 

De plus, les affections trouvées appartiennent & trois 
groupes dont on peut difficilement concevoir qu’ils puissent 
étre rapportés & une seule cause. Une réserve toute 
spéciale est nécessaire principalement à l’égard de l’arthrite 
déformante, 


On the other hand, as Dr. McLaren stated in | 
your last issue (p. 1296), the disease is scheduled 
in Germany as ‘‘Erkrankungen der Muskeln, 
Knochen und Gelenke durch Arbeit mit Pressluft- 
werk zeugen.”’ | 

Dr. McLaren’s interesting paper is welcome as the 
use of pneumatic machines will increase as time 


goes on. I am, Sir, yours faithfully, 
S. W. FISHER, 
Dec. 6th. H.M. Medical Inspector of Mines. 
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WORKING HOURS OF HOSPITAL NURSES 


In the House of Commons on Dec. 3rd Mr. F. O. 
ROBERTS moved the second reading of the Local 
Authorities (Hours of Employment in connexion 
with Hospitals and Institutions) Bill. He said 
that many of the difficulties of those in control of 
hospital and institutional administration would be 
solved if they reduced and regularised working hours. 
Unless a remedy could be found for the unsatisfactory 
state of recruitment the acute shortage of nurses 
must continue, and discontent would spread. The 
present Bill dealt only with hospitals and institutions 
controlled by local authorities. It provided for a 
48-hour working week for outdoor staffs, except 
in case of emergency, where extended work might 
be permitted provided the overtime rates were 
paid. For the indoor staffs the Bill proposed a 
96-hour fortnight, again making provision for paid 
overtime in emergencies. The cost should not be 
prohibitive ; some part of the obligation, if not all, 
should rest on the State. The evidence obtained 
from tests made in certain hospitals of the 48-hour 
week—for example the London mental hospitals, 
in the Leicester Mental Hospital, and the North 
Middlesex County Hospital, the last-named on the 
8-hour shift principle—showed that the experiment 
had been justified. Hours of work varied in hospitals 
from as low as 48 to as many as 80 a week. The Bill 
if it became operative need not interfere with the 
work of the interdepartmental committee on nursing. 
He was informed that the measure had the full 
support of the great majority of workers employed 
in and about hospitals controlled by local authorities. 
At a meeting held last week 500 nurses representing 
over 4000 nurses employed in London hospitals 
passed a resolution in favour of the Bill.—Mr. 
MARSHALL seconded the motion. He quoted from 
the final report of THE LANCET Commission on 
Nursing published in 1932, and said that while that 
was not a Government inquiry it was a very important 
one, comprising distinguished men and women in 
surgery, medicine, and economics. That report 
did not paint a very rosy picture, and it was amazing 
that something was not done as a result of it. The 
inquiry covered 44,000 nurses, so that no one could 
say that it was not comprehensive or intensive 
enough. The report was most amazing reading on 
the question of hours. Taking the day span it was 
stated that 63 per cent. of the municipal hospitals in 
London and the provinces compelled their nurses to 
be on duty from 13 to 13} hours every day, and that 
in 23 per cent. of them the nurses had to be on duty 
from 134 to 132 hours with perhaps two hours off 
duty and time for meals. In the night the report 
stated that in 70 per cent. of the London and pro- 
vincial municipal hospitals the nurses had. to be 
on duty for from 11} to 12} hours, and in 28 per 
cent. of them they had to be on duty from 11 to 11} 
hours, with no free time during the night. The 
report stated that the lack of eagerness on the part 
of girls from secondary schools to train as nurses 
showed that adjustments were necessary unless the 
whole system was to break down. 

Mr. ERSKINE HILL regarded the Bill as premature 
in view of the deliberations of the interdepartmental 


committee. A Bill dealing with local government 
hospitals would obviously have repercussions on 
voluntary hospitals, though these should certainly 
reduce the total hours of work, some of them would 
find this very difficult. He hoped to see before long 
a Bill which would deal not only with conditions and 
hours but with the whole question:—Major’ NEVEN- 
SPENCE hoped that reduction of hours of work could 
be achieved through persuasion aided perhaps by some 
system of periodical inspection rather than by the use 
of the bigstick.—Mr. LANSBURY said that if this reform 
was right they ought to find the ways and means by 
which it could be carried out; perhaps by subsidising 
the voluntary hospitals or establishing a national 
medical service.—Sir FRANCIS FREMANTLE felt certain 
that members of the interdepartmental committee 
on the nursing services would be largely in agreement 
with the main principles of this Bill, and certainly 
with its ultimate general object. But they could not 
establish a 48-hour week in the nursing and medical 
services as easily as they could in the factory world. 
To work less than a 56-hour week would aggravate 
the shortage. If the Bill were passed municipalities 
would be bound to increase their staffs and take 
nurses away from the voluntary hospitals, including 
the cottage hospitals. This reform must be brought 
about gradually. The conclusion of THE LANCET 
Commission was that the span of work should not, 
as a rule, exceed 18 hours, but that if one or two 
days a week the span should extend to 143 hours, 
which should never be .exceeded, the extra time 
should be compensated for by extra time off duty. 
If that was the most up-to-date and comprehensive 
inquiry that had been made it was obviously necessary 
for the interdepartmental committee to go rather 
thoroughly into the matter before making more 
drastic recommendations, but the voluntary hospitals 
did not have the power of the rates behind them. 
The House must be quite clear whether it wished to 
extinguish the voluntary hospitals and have a 
complete municipal system. If Mr. Lansbury meant 
by a national service a system of national coöperation 
he would be with him; but if the service was to be 
put under local government he would hotly oppose 
the idea, and so would the medical and nursing 
professions as a whole until times changed. They 
must meet modern needs in regard to nursing, but 
they would be sacrificing an enormous asset in trying 
to draw girls of the highest kind into the nursing 
service if they were to forget the spirit of service 
coming down from the days of the religious houses 
to the present case of the great voluntary hospitals. 
The voluntary hospital was on trial for its life, and 
so was the basis of one of the noblest occupations open 
to men and women and that demanded the rejection 
of this Bill—In the debate which followed several 
members on the Labour Opposition benches strongly 
criticised Sir Francis Fremantle’s speech in view of 
his position as a member of the interdepartmental 
committee, and suggested that he should resign, or be 
asked to withdraw from that committee.—Mr. STOREY 
said he thought he was right in saying that the 
College of Nursing, which represented some 29,000 
general-trained nurses, looked upon such legislation 
as this Bill as harmful to their profession. ‘They were 
strongly in favour of a reduction of hours, but not of 
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hours standardised by legislation. They particularly 
condemned the proposal for extra pay for extra time 
on grounds that this would lower the fine tradition of 
British nursing. The voluntary hospitals supported 
the College of Nursing in regard to the improvement 
of nursing conditions, and were determined to reduce 
hours as quickly as possible. 

Mr. BERNAYs, Parliamentary Secretary to the 
Ministry of Health, said that the practice in regard 
to nurses hours was unequal. Some local authorities 
had saps ge a three-shift system for nurses and in 
some, for example Middlesex, a 48-hour week was 
actually working. Most hospitals were working 
longer hours, especially at night. THe LANCET 
Commission reported that in 50 per cent. of the 
hospitals the hours were from 55 to 60 per week, 
and in 7 per cent. the hours were more than 65 per 
week, t was a situation which clearly called for 
serious and searching examination. The London 
County Council employed 11,000 nurses, but that 
authority had not been asked for its views on this 

The Association of Municipal Corporations 
was against the Bill. The immediate imposition of a 
48-hour week could not but increase the shortage of 
nursing recruits. To ensure the supply they had 
not merely to consider the question of hours, but other 
means of making the profession as attractive as 
possible, including training and education. The 
need for the new inquiry arose primarily out of the 
difficulty which had recently’ grown more acute of 
staffing hospitals. The interdepartmental com- 
mittee were charged with the important duty which 
fell outside the findings of THE LANCET Commission, 
to inquire into many other fundamental questions 
besides hours of labour. which militated against the 
adequate recruitment of nurses. The House would 
stultify itself, and embarrass the committee of 
inquiry if they passed the present Bill. The Govern- 
ment felt they were adopting a more practicable 
way of achieving the objects of the Bill. 

The motion for the rejection of the Bill was carried 
by 122 to 111. 


JUVENILE UNEMPLOYMENT AND MEDICAL 
| CARE 


IN the House of Commons on Dec. 2nd Mr. ERNEST 
Brown, Minister of Labour, secured the second 
reading of the Unemployment Insurance Bill. He 
said that the Bill was another instalment in the 
improvement of our social services, and it carried 
out the recommendations of the National Advisory 
Councils on Juvenile Employment. An amend- 
ment that was to be moved on behalf of the Opposi- 
tion for the rejection of the Bill began: ‘ ilst 
this House welcomes the belated recognition that 
Many unemployed juveniles are suffering from lack 
of food. .. .” That phrase as it stood was liable to 
a good deal of misconstruction, because the National 
Advisory Councils did not make their statement in 
those terms at all. They discussed the question 
of under-nourished children after visiting the centres, 
and came to the conclusion that there was a certain 
number of under-nourished children. There were 
now in Great Britain 175 centres—139 in England 
and Wales, and 36 in Scotland. No one could visit 
any of them without being struck by the fact that the 
standard of the young people was very remarkable, 
considering that so many of the centres were in 
areas that had suffered badly from heavy unemploy- 
ment. Yet the finding of the National Advisory 
Councils was that it was not true to say that the over- 
whelming majority of these young people suffered 
at all from lack of food. The Councils’ statements 
had been confirmed by his own investigations. 

The Councils had recommended three things 
that the Bill proposed to carry out. First, enabling 
powers sould be given to the higher education 
authorities of England and Wales on lines precisely 
similar to those enjoyed by the elementary education 
authorities for the provision of meals. Secondly, in 
addition to giving the higher education authorities 


power to provide meals in the juvenile instruction 
centres on the same terms as those enjoyed by 
elementary education authorities they should also 
give free milk and biscuits with an appropriate grant 
from the Government. Thirdly, the law in Scotland 
should be brought into conformity with that of 
England and Wales so that the authorities should 
have the power not merely to provide medical 
inspection but to give medical treatment. 


LABOUR REJECTS THE BILL 


Mr. ARTHUR GREENWOOD moved 


That, whilst this House welcomes the belated 
recognition that many unemployed juveniles are suffering 
from lack of food, it cannot assent to the second reading 
of a Bill which, whilst bringing within unemployment 
insurance certain limited classes, ignores the recom- 
mendation of the statutory committee for the inclusion 
of non-manual workers, and leaves upon a section of the 
community a national burden incurred in time of depression 
instead of devoting the surplus in the Unemployment 
Fund to raising the standard of life of the unemployed. 


Certain proposals in the Bill were welcomed by the 
Labour opposition. He was glad that the Minister 
had agreed to provide meals for young people in the 
juvenile instruction centres. It was a recognition 
that there were under-nourished children in those 
centres. That did not, however, carry them a very 
long way. He had never accepted the idea that the 
juvenile instruction centres should be run by the 
Ministry of Labour. The right place for these children 
if there was no work for them was under the care of 
the educational authority. If the children had four 
square meals a day they would not need milk and 
biscuits between-whiles. Under the Bill there would 
be a substantial sum left for the local authorities to 
pay and unfortunately it was those in the most 
hardly hit areas who would have this new care thrust 
upon them. Unemployment should be a national 
responsibility. The amendment was not moved 
for shadow-fighting purposes; it was put down to 
challenge the whole policy of the Government in their 
treatment of the unemployed. 

GRAHAM WHITE, speaking for the Liberal 
party, said the new precedent of giving free meals at 
the juvenile instruction centres was one that he 
hoped would be followed wherever necessity called for 
it. It was disappointing that while gamekeepers, 
grooms, and chauffeurs were to be brought within 
the insurance scheme the 400,000 black-coated, or 
non-manual, workers were to be left out. He hoped 
they would have no more Bills of this kind piece- 
meal, but measures that would bear in mind the 
necessities and competing claims of the social services 
as a whole. 

Mr. T. SMTH said the proposal to give higher 
education authorities the right to provide meals for 
children receiving juvenile instruction was a step in 
the right direction, but there would be more credit 
to the Government if they were to tackle this question 
of juvenile employment in different ways. It was a 
scandal that in the twentieth century they should 
have so many juveniles out of work. If he had his 
way he would keep these children at school and give 
their parents maintenance grants. 

Mr. R. J. TAYLOR said with the present rise in the 
cost of living the standard benefits should have been 
raised. He welcomed the fact that boys and girls 
between 14 and 16 were to receive milk and solid 
meals at schools, but surely the Government ought 
to recognise the crushing burden of public assistance 
on local authorities, especially in the depressed areas 
where they had the hard core of unemployment.— 
Mr, E. BROwN replied that it was possible for the 
Minister in cases like that to make a 100 per cent. 
grant.—Mr. TAYLOR said that might be so, but this 
Bill did not seem to say it. 

Mr, LAWSON said the Minister was asking the House 
to swallow a very bitter pill with a certain amount 
of jam on it. He thought at first that there was 
something in some of the provisions of the Bill until 
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he tasted the jam, when he found it was the old-time 
‘plum and apple. The Bill did not really do much 
for the juveniles, but he was grateful for the small 
amount that it did. The purpose of the Govern- 
ment apparently was to see that the old barrier 
against giving boys and girls in the juvenile training 
centres some food through the local authority if 
they could get the necessary sanction from the 
doctors was removed. He had been alarmed in the 
last year to see the positive degeneration in many cases 
of the training centres. Ultimately the Govern- 
ment would have to come round to the idea of keeping 
these boys and girls at school unless there was work 
for them. He was astonished at the apathy on the 
Government benches towards the position of the 
black-coated workers. It was admitted that theirs 
was among the most lamentable parts of society 
in this country. 


PARLIAMENTARY SECRETARY’S REPLY 


Mr. BUTLER said that when he and the 
Minister visited the boys’ club at Whitehaven and 
saw boxing in progress it might appear that there 
was no need for extra nourishment, but when they 
read the medical reports of some of the centres and 
visited them they began to appreciate the need for 
such provisions as were included in this Bill. With 
regard to the black-coated workers the Government 
could not deal with everything at once. The Bill 
indicated that the Government had taken another 
step on the road of social progress, but they were not 
satisfied, and it was not in the spirit of self-satisfaction 
that they asked the House to give the Bill a second 
reading. 

The motion for the rejection was negatived by 
198 votes to 118. 


NOTES ON CURRENT TOPICS 


In the House of Lords on Dec. 7th the National 
Health Insurance (Juvenile Contributors and Young 
Persons) Bill passed through committee and was 
reported without amendment to the House. 


Lord ALNEss moved the Divorce and Nullity of 
Marriage (Scotland) Bill which was read a second 
time, 

QUESTION TIME 
WEDNESDAY, DEC. Ist 
Typhoid among Troops in India 


Sir ARNOLD Wutson asked the Secretary of State for 
War, whether in view of the statement made at page 92 
of the Report on the Health of the Army for 1935 that 
30 per cent. of all typhoid cases among troops in India 
occurred within six months of inoculation and that nearly 
avery year the highest percentage of cases occurred within 
12 months of inoculation, he would consider the possibility 
of inoculating any men who might be sent to India 12 
months before they were likely to embark.—Sir V. 
WARRENDER, Financial Secretary to the War Office, 
plied : My right hon. friend is advised that inoculation 
L2 months prior to embarkation would not confer addi- 
ional protection. The majority of cases of typhoid 
ccur during the first 12 months of service in India among 
xersons who do not obtain immunity by inoculation. 


THURSDAY, DEO. 2ND 
Silicosis in Pottery Industry 


Mr. HoLLIiNs asked the Home Secretary whether he was 
wware of the alarming incidence of silicosis in the pottery 
ndustry resulting in the average of over 50 deaths per 
ear for the past several years, in addition to a large number 
f certified total or partial incapacity cases; and whether 
e would consider making such addition to the staff of 
Jis Majesty’s inspectors in Stoke-on-Trent as would 
aake it possible for the adequate inspection of factories 
nd mills engaged in the pottery industry, with a view 
> the more rigid enforcement of the Factories Act and 
pecial regulations, and the reduction of.the high incidence 
f silicosis—Mr. GEOFFREY Luoyp, Under-Secretary, 
[ome Office, replied: My right hon. friend is aware of 
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the figures, but silicosis develops slowly and the deaths 
now occurring in the potteries appear to be largely due 
to conditions which prevailed many years ago. Moreover 
the number of cases of disablement has substantially 


- declined.” My -right hon. friend is, advised that the 


standard of compliance with the new Regulations of 1932 
has greatly improved, and that the use of harmless 
materials is developing. The Factory Department is 
however fully alive to the importance of further efforts 
to reduce the risk of this terrible disease, and my right 
hon. friend will ask the Chief Inspector to bear the point 
in mind in the distribution of the staff. 


Seagulls and Infectious Diseases 


Captain ARTHUR Evans asked the Minister of Health 
if his' department had carried out experiments to teat 
the theory that diseases of various kinds might be carried 
by seagulls, and with what results.—Sir KminesLEy Woop 
replied: Some investigations were carried out in 1903 
by the late Sir Alexander Houston at the request of the 
Local Government Board, but I am advised that other 
more recent investigations have taken place. I am 
sending my hon. friend particulars. 


Medical Officers of Health at Local Inquiries 


Sir Francis FREMANTLE asked the Minister of Health 
whether he had considered the resolution by the Barrow- 
in-Furness town council deploring the action of retired 
medical officers of health in appearing against local 
authorities at inquiries held by the Ministry of Health ; 
and whether, in the interests of public health and the 
rights of ratepayers, he would instruct his officers holding 
such inquiries to obtain the best evidence available whether 
from retired medical officers of health or otherwise.— 
Sir Kin@stEY Woop replied: I have received a copy 
of the resolution referred to, which relates to inquiries 
held by my inspectors into orders made under the Housing 
Act, 1936. It is for the owners of property affected 
by such orders themselves to decide what evidence they 
should produce at an inquiry, and I have no intention 
of doing anything to diminish their rights in this respect. 


Watercress and Typhoid Infection 


Sir R.. MELLER asked the Minister of Health whether, 
as the result of his inquiries, he could give an assurance 
that the watercress beds in Mitcham district were free 
from pollution and that the watercress obtained from these 
beds was fit for human consumption. 

Mr. DONNER asked the Minister of Health whether, 
in order to allay public fear of typhoid infection which 
had brought the sale of watercress to a standstill, thereby 
threatening the whole industry with ruin, he would 
approach the British Broadcasting Corporation and the 
public press with a request that publicity should be given 
to the fact that there was no danger from eating water- 
cress grown in Hampshire or other areas rerhote from 
Croydon, and that such bundles of watercress frequently 
bore a label indicating the place of origin. 

Sir ALFRED KNox asked the Minister of Health whether 
he was aware that the fear that the epidemic of typhoid . 
might have been caused by the eating of watercress had 
caused serious loss to the growers of cress; and whether 
he could make a public statement to put matters right.— 
Sir KiInasLEy Woop replied : I am aware of the statements 
on this matter which have been current and I am in 
communication with the local authority regarding the 
watercress beds referred to by my hon. friend the Member 
for Mitcham. I can assure my hon. friends that as I 
stated in the answer on Nov. 29th I have no evidence to 
suggest any connexion between the present outbreak 
of typhoid and the eating of watercress. I have no doubt 
that, in view of the widespread public interest which has 
been aroused, what I have said will receive full publicity. 
Sir NicHovas GRaLLaN-DOyLE asked the Minister of 
Agriculture whether, with a view to relieving doubts as 
to purity, he would cause a statement to be issued as to 
the tests made by his department to watercress before the 
national mark was permitted to be applied.—Mr. 
RaMSBOTHAM replied: Before a watercress grower can 
be authorised as a packer under the National Mark 
Scheme an examination of the beds and a topographical 
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survey of the surrounding land are made; and samples of 
the water entering the beds from springs or artesian 
wells are analysed by the Government chemist to ensure 
that the degree of purity of the water is equal to that of 
drinking water. Further analyses of the water are made 
from time to time after authorisation. 


MONDAY, DEO. 6TH 
Ex-Service Men in Mental Hospitals 
Mr. KELLY asked the Minister of Pensions the number 


of ex-Service men having treatment in mental hospitals in 


England, Scotland, and Wales.—Mr. H. RAMSBOTHAM 
replied : The number of officers, nurses, and other ranks 
for whose treatment in mental institutions in England, 
Scotland, and Wales my Department was responsible at 
the end of November, 1937, was 5269. 


Oysters and Typhoid Infection 


Mr. CRAvVEN-ELLIs asked the Minister of Agriculture 
whether he was aware that owing to the outbreak of 
typhoid the demand for oysters had fallen away and the 
oyster industry was thereby prejudiced; if he would 
take steps to inform the public that it was possible to 
obtain certified oysters which, having been cleansed by a 
process approved by his department and the Ministry of 
Health, could be eaten without danger; and if he would 
take steps, in the interests of the shell fisheries as well as 
the public health, to make the cleansing of all oysters, 
mussels, and other edible molluscs which were sold for 
human consumption compulsory.—Mr. RamsBoTHaM 
replied : With reference to the first part of the question, 
my right hon. friend has been informed that there has 
recently been a reduction in the demand for oysters and 
that this has been attributed to nervousness on the part 
of the consuming public induced by the present outbreak 
of typhoid, but while he cannot properly express an 
opinion as to the cause of this outbreak pending the 
result of the public inquiry which is being made, he 
understands that there is no evidence to suggest that it 
is in any way connectéd with the consumption of oysters 
or other shell-fish.. As to the second part of the question, 
my right hon. friend’s department directs attention, as 
opportunity offers, by means of reports, leaflets, lectures 
by officers of the Department and otherwise, to the 
existence of supplies of purified oysters and mussels and 
explains the methods of purification and the resulting 
advantages; as to the last part of the question, an 
immediate requirement that all molluscs intended for 
human consumption should be cleansed would not at 
present be practicable, but the subject is receiving the 
careful consideration of my right hon. friend’s Department 
and the Ministry of Health. 


TUESDAY, DEC. 7TH 
Cerebro-spinal Fever in the Army 


Mr. Day asked the Secretary of State for War the 
number of cases of cerebro-spinal fever reported and 
admitted to hospital, from the various stations throughout 
. Great Britain, for the 12 months ended to the last con- 
venient date.—Mr. HoRE-BELISHA replied: During the 12 
months ended Nov. 30th last, the numbers of soldiers 
admitted to hospital on account of cerebro-spinal fever 
were as follows : London 8, Woolwich 4, Caterham 3, Bury 
(Lancs) 2, and 1 each at Aldershot, Canterbury, Halifax, 
Lichfield, and Preston. Three soldiers’ children were also 
admitted, 1 each at London, Parkhurst, and Woolwich. 


A Welding Accident 


Mr. CHarpMaN asked the Home Secretary whether he 
was able to report the circumstances under which Mr. 
John Jamieson of 7, Overton-road, Halfway, Cambuslang, 
Lanarkshire, was severely injured by an explosion when 
welding a large petrol tank, in the employ of the River- 
side Engineering Company’s works in Glasgow; and 
whether all statutory precautions were being observed at 
the time of the accident.—Sir SamusL Hoars replied : 
I understand that the tank had contained sulphuric acid 
and it is presumed that sufficient hydrogen was generated 
from the diluted remains of the acid to form an explosive 
mixture, which ignited when welding commenced. There 


does not appear to have been any breach of the Factory 
Acts, but Section 28 (4) of the new Act of last session will 
require further precautions against accidents of this kind. 


Small-pox Prevention 

Mrs. Tate asked the Minister of Health what action 
was being taken by his department to meet what the 
Rolleston (Vaccination) Committee, in their second report in 
1930, described as the urgent necessity of trying to find 
some means of protection against small-pox othér than 
that of the direct introduction of a living virus into the 
organism.—Sir Kinastey Woop replied: Experiments 
were carried out in 1929.and 1930 at the Freedom Research 
Laboratories of the London Hospital, with financial assis- 
tance from my department, to test what immunity, if any, 
could be produced by inactivated vaccinia virus. A report 
was published in the Journal of Hygiene for January, 
1932. I am advised that, though slight immunity was 
produced in some cases, the results of the experiments 
give little assurance that solid immunity can be produced 
in this way. 


Microscopes for Ships’ Doctors 

Major Dower asked the President of the Board of Trade 
if he was aware that microscopes were not provided for 
ships’ doctors on merchant ships; and in view of the 
recent death of Mrs. T. J. Johnson, caused by the absence 
of a microscope on the s.s. California, would he consider 
introducing legislation to make such provision compulsory. 
—Mr, OLIVER STANLEY replied: My attention has been 
called to the death to which my hon. friend refers and I 
am making inquiries in regard to it. The provision of 
microscopes for ships on long voyages was fully examined 
in consultation with the Royal Colleges of Physicians and 
Surgeons, the Ministry of Health, and the shipowners 
some years ago, when it was decided that there was not 
@ sufficient case for making the provision of microscopes 
compulsory. I am having the question reviewed. 


OBITUARY 


ROBERT BLACK PURVES, D.S.O., M.B., 
F.R.C.S. Edin. 


On Friday of last week Mr. Purves, a surgeon well 
known in the Eastern counties, fell dead from his 
horse when following hounds near Lincoln. Born at 
Manghyr, Bengal, in 1873, the son of Lieut.-Col. 
H. B. Purves, I.M.S., he was educated at Epsom 
College and Edinburgh University, qualifying in 1895. 
He stayed on in Edinburgh for some time as tutor in 
clinical surgery and was then ‘on the surgical staff of 
Tewkesbury Hospital before settling in Lincoln where 
he spent the rest of his life, becoming surgeon to the 
County Hospital and consulting surgeon to a number 
of other hospitals in the district. Soon after the 
outbreak of the late war he joined the Mediterranean 
Expeditionary Force with the Lincolnshire Yeomanry 
and was on the transport Murcian when attacked by 
æ submarine, being awarded the D.S.O. for bravery 
in attending wounded under fire. He remained in 
Egypt and Palestine until 1920 with the rank of 
lieut.-colonel. In 1927 he was Sheriff of Lincoln. 
A week ago he presided at the annual dinner of the 
Lincoln Scottish Association of which he was president. 
Mr. Purves married Ethel, daughter of the late 
John Locke, 


REGINALD L. E. DOWNER, M.D. Lond., M.C.O.G. 


Dr. Downer, who died on Nov. 28th, after a long 
illness, was the only child of Mr. W. J. Downer, C.B., 
of Shrewsbury. Born in 1884, he was a foundation | 
scholar at Highgate School before entering St. 
Bartholomew’s Hospital with an open scholarship in | 
science. After qualifying in 1907 he held resident | 
appointments at Chester and was for a time in 
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practice at Matlock. Joining the R.A.M.C. in 1914 
with the rank of temporary captain, he saw service 
first in France and then on a hospital ship, and on 
his return in 1920 he settled in Shrewsbury where 
he specialised in midwifery and gynzcology and was 
the first obstetric officer at the Royal Salop Infirmary. 
Always interested in ambulance work he became 
county commissioner and serving member of the 
Order of St. John. He was also for many years 
secretary of the local branch of the B.M.A. A large 
smiling person with a large hearty laugh he was 


well liked by all his patients. It is perhaps on the 
social side that he will be best remembered, for he 
was a fine musician, extempore pianist and singer, 
and his renderings of Gilbert and Sullivan made him 
indispensable at local medical dinners and enter- 
tainments. Debarred by increasing arthritis from 
active practice he still showed his interest in medical 
matters both professional and social. Dr. Downer 
married in 1913 Daphne, daughter of A. Hatton 
Beebe, of Esher, Surrey, and leaves a widow with a 
son and three daughters. 


University of Wales 


At recent examinations at the Welsh National School of 
Medicine, Cardiff, the following candidates were successful : 


Medicine.—John Farr (with distinction), Gweneth Howell, 
W. R. L. James, J.T. Wat. „and H. O. C. Williams. 
Pharmaco A. G. C. Cox, T. C. H. Davies, I. L. R. Evans 


. 


ou distinction), Michael Grolman, Olwen Howell, D. H. 
enkins, Anne N. M. Llewhelin, Flora Macaulay, R. M. Marshall, 
Josephine Parnell, Mary G. Powell, and Cecil Thomas. 

Surgery.—J. A. B. Thomas. 
Royal College of Physicians of Edinburgh 

At the annual meeting of the college on Dec. 2nd 
Dr. Alexander Goodall was elected president for the 
ensuing year. Dr. W. T. Ritchie, Dr. Edwin Bramwell, 
Dr. John D. Comrie, Prof. Charles McNeil, Dr. A. Fergus 
Hewat, and Dr. D. M. Lyon were elected members of 
council. The president nominated Dr. Comrie as vice- 
president. Dr. G. Lovell Gulland and Dr. R. B. Campbell 
were appointed. representatives of the college on the 
board of managers of the Royal Infirmary, Edinburgh. 


Flag Days for London Hospitals 

At the combined flag days held this year in the City and 
the metropolitan police district for the London hospitals 
over £32,500 was collected. This is £7000 more than was 


obtained from the 56 individual collections held in 1936. 


London (R.F.H.) School of Medicine for Women 
Mrs. Kinnell presided at the annual dinner held at the 
Savoy Hotel, London, on Dec. 2nd, and herself proposed 
The School and Hospital in a speech admirable alike for 
its form and brevity. She referred with feeling to the 
retirement under the time limit of Miss Brooks whose 
lifelong dream of & trip round the world was now being 
realised, and congratulated the school on the qualities of 
her successor, Miss Nancy Moller, M.A. Among the 
events of the year must be mentioned an extra scholarship 
and an extra prize offered by the Clothworkers, whose 


benefit they already abundantly enjoyed. It was a dual 


toast she was proposing. The school and hospital filled 
so large a part of the lives of most of us, she said, that we 
had almost forgotten that they did not start life together. 
The liaison however had proved easy and satisfactory, 
subject to sundry little readjustments necessitated by 
disparity of fortune, for the hospita] had no endowment. 
Nevertheless the office of the hospital was to teach and 
to set a standard of excellence to other hospitals.—Mr. 
P. Jenner Verrall proposed The Guests, who formed part 
of what he justly called an exceedingly pleasant and 
friendly gathering, and he explained with some care how 
he had himself surmounted the fearful dangers of meeting 
so many intellectual women.—Mr. David Low, in respond- 
ing, said that at a medical gathering he had expected 
good wholesome food and the standards of conduct 
prescribed by the G.M.C.; “yet,” he added, “I have 
not read my Cronin for nothing.” He was however 
generously prepared to find among doctors, as among 
cartoonists, some who could still give unselfish service to 
humanity.—Miss Grace Hadow, M.A., also replied, and 
Dr. D. C. Staveley proposed The Chairman who, she said, 
was the first woman to preside at the weekly board of a 
teaching hospital. 


_ MEDICAL NEWS | 


Association of Scientific Workers 


The show of science films announced for next Sunday 
has been postponed until Wednesday, Dec. 15th, at 


8 P.M., at the Royal Institution, 21, Albemarle-street, 


London, W. i 


London School of Hygiene 

A short course on industrial physiology and medical 
industrial psychology will be held at the school, Keppel- 
street, W.C., from Feb. 7th to 18th. Itis designed pri- 
marily for members of the supervisory staff in industry 
but may be of interest to industrial medical officers. 
Further information may be had from the secretary of 
the school. 


Bernhard Baron Trust 

On Dec. 5th grants amounting to £43,000 were made 
from this trust to various hospitals and charities. The 
grants included £16,335 to London hospitals and £10,290 
to hospitals outside London. Under the terms of the 
trust they are made every year on the late Mr. Baron’s 
birthday. The gift of new laboratories to the Royal 
College of Surgeons of England’is described on p. 1395. 


Post-graduate Courses in Berlin l 

The following are the subjects of international medical 
post-graduate courses to be held in Berlin next year: 
constitutional pathology and clinical medicine (Feb. 21st 
to 26th); common mistakes in the diagnosis and treat- 
ment of internal diseases (Feb. 28th to March 5th); diet 
(March 7th to 12th); tuberculosis (March 14th to 19th) ; 
diseases of the ear, nose, and throat (Feb. 28th to March 
12th); surgery (April 25th to 30th); ophthalmology 
(March 21st to 26th); ray therapy (May 2nd to 7th); 
homeopathy (April 25th to May 2lst). These courses 
have been arranged by the Berliner Akademie für arzt- 
liche Fortbildung, and further information may be had 
from the secretary, Robert Koch-Platz 7, Berlin, N.W.7. 


The Thames Estuary and Sewage Disposal 

In a Chadwick lecture given at the London School of 
Hygiene on Dec. 7th Lt.-Colonel W. Butler, M.B., spoke 
of the importance of the Thames estuary to the health 
of London. It was not merely the largest open space of 
the metropolis, but if unpolluted would, like the parks, 
renew the atmospheric oxygen. Pollution of the estuary, 
however, both above and below the sewage outfalls of 
the London County Council, was now very serious, and 
at times the whole of the dissolved oxygen in the waters 
of the estuary throughout the County of London was 
removed by sewage carried upstream through London by 
tidal resurgence. The sedimentation of the grosser solids 
of the sewage, carried out at Barking and Crossness, was 
now utterly inadequate. Colonel Butler urged the need 
for a barrage to prevent resurgence of the contaminated 
water. As to purification of the sewage, the L.C.C. had 
provided or had in hand work for treating about a fifth 
of the total volume, if its reception were limited to the 
waters below the barrage—a much simpler task. Puri- 
fication of the still limited character at present aimed at 
in the new plant should be extended till the whole of the 
sewage of the main drainage of London was treated to 
that degree. The lecturer expressed his agreement with 
the recommendation of the Report on Greater London 
Drainage by Sir George Humphreys and Mr. Peirson 
Frank in 1935 that all arrangements for sewage disposal 
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in and around the metropolis should be coérdinated and 
planned. The report also made proposals for the treatment 
of sewage in ten or fewer centralised disposal works dis- 
tributed throughout Greater London, and sited with a 
view to possible ultimate conveyance of the sewage to 
Dungeness, there to be discharged into the sea together 
with the rest of London’s sewage. Colonel Butler, on 
the other hand, contended that the whole of the sewage 
of Greater London should be brought as originally intended 
into the main drainage system of the metropolis which 
already dealt with about three-quarters of the total and 
that this sewage should all be conveyed to the lower 
estuary below the proposed barrage and, after adequate 
treatment, there discharged. A pure Thames above the 
barrage would thus be ensured, while the condition o° 
the estuarial waters below it would be improved beyon 
comparison. 


County Hospital, Farnborough 


Kent County council is going to spend over £69,00 
on extensions to this hospital. 


Hospital Libraries = 

Queen Mary has consented to become patroness of the 
British Red Cross Society and Order of St. John hospital 
library. There are now about 2000 hospitals on the lists 
of the hospital library. 


Hoxton Health Centre 


A new school treatment centre was opened at Hoxton, 
near Shoreditch Church, on Nov. 30th. It has two rooms 
for dental treatment, a surgery, a waiting-room, a room 
for remedial exercises and sun-ray treatment, and a 
‘‘shampoo’”’ room where children will be taken to get 
rid of nits. l 


= Medical Diary 


December 13th to December 18th 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
MONDAY. ad 
United Services. 4.30 P.M. 
Major-General W. P. MacArthur: Some Unpublished 
Correspondence of William Fergusson, M.D. (1773-1847), 


a ec pero of Military Hospitals. (Presidential 
address. 
TUESDAY. 
Therapeutics and Pharmacology. 5 P.M. 
Dr. J. W. Trevan: The Introduction of New Remedies into 
Clinical Practice. (Presidential address.) i 
Psychiatry. 0 


.30 P.M. 
Dr. Mildred Creak: Psychoses in Children. 
THURSDAY. 

Dermatology. 5 P.M. (Cases at 4 P.M.) 

Dr. F. Parkes Weber and Dr. W. Freudenthal: 1. Synovial 
lesion. Dr. Robert Klaber: 2. Recklinghausen’s Disease 
with Glomoid Tumours. 

Neurology. 8.30 P.M. 
pr Oljenick (Amsterdam): Osmosis and Brain Pathology, 

RIDAY. 
Physical Medicine. 4.30 P.M. 
Dr. H. J. Gibson, Dr. L. C. Hill, Dr. D. H. Collins, and Dr. 
W. Yeoman: The Effects of Physical Treatment on the 
araen Count and Sedimentation-rate in Rheumatic Con- 
ons. 
MEDICAL SOCIETY OF LONDON, 11, Chandos-street, W. 

MONDAY.—8.30 P.M., Mr. H. W. Rodgers, Dr. G. T. Calthorp, 
and Dr. S. Cochrane Shanks: Modern Methods of Investi- 
gating Gastric Diseases. 

CHELSEA CLINICAL SOCIETY. 

TUESDAY.—8.30 P.M. (Rembrandt Hotel, Thurloe-place, 

aul Mr. Alan Shorter: Medicine and Surgery in Ancient 
gypit. 
ae MEDICAL AND CHIRURGICAL 

WEDNESDAY.—9.15 P.M. (Royal Northern Hospital, N.), Dr. 
Margaret Lowenfeld : Some Contributions of Child Psycho- 
logy to Problems of General Practice. 

PADDINGTON MEDICAL SOCIETY. 

TUESDAY.—9 P.M. an eddinglon Tuberculosis Dispensary, 
Talbot-road, W.), Dr. H. L. Marriott: Treatment of Cases 
of Acute Poisoning. 

ASSOCIATION OF INDUSTRIAL MEDICAL OFFICERS. 

FRDAY.—5.30 P.M. (London School of Hygiene, Keppel- 
street, W.C.), Dr. J. J. Buchan and Dr. Donald Stewart: 
The Public Health Services and Indusfrial Hygiene. (Com- 
bined meeting with Society of Medical Officers of Health.) 

BRITISH PSYCHOLOGICAL SOCIETY. 
Medical Section. 

WEDNESDAY.—8.15 P.M. (1, Wimpole-street, W.), Dr. K. de B. 

Codrington : The Meaning of Ritual. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


ac i POSTGRADUATE MEDICAL SCHOOL, Ducane- 
road, W. i 
TUESDAY.—4.30 P.M., Dr. Hinds Howell: Syphilis of the 
Nervous System. 
WEDNESDAY.—Noon, clinica] and pathological conference 
(medical). 2 P.M., Dr. T. C. Stamp : Diagnosis of Typhoidal 


' Diseases. 3 P.M., clinical and pathological conference 
(surgical). 4.30 P.M., Dr. S. R. Gloyne: The Pathology of 
Tuberculosis. - 


THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
demonstration. 3.30 P.M., Mr. G. F. Gibberd: Toxsemias 
of Pregnancy. 

FRIDAY.—2 P.M., clinical and pathological conference (obstet- 
rics and gyneccology). 2.30 P.M., Mr. C. Naunton Morgan : 
Diseases of the Rectum. 

Daily, 10 a.m. to 4 P.M.. medical clinics, surgical clinics and 


—— ee 


—- —-ruvercul0sis.—vvuurses are Open only to members. 


CENTRAL LONDON THROAT, NOSE, AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C. 
EDAT = P.M., Mr. W. G. Scott-Brown: The Common 
old. 


HOSPITAL FOR SICK CHILDREN, Great Ormond-street 


THURSDAY.—2 P.M., Mr. T. Twistington Higgins: Congenital 
Abnormalities of the Urogenital Tract. 3 P.M., Dr. D. B. 
Bradshaw: Are Skin Tests of Value in Asthma ? 

Out-patient clinics daily at 10 a.M. and ward visits at 2 P.M. 

ST. GEORGE’S HOSPITAL, S.W. ` 

THURSDAY.—5 P.M., Dr. E. Guttmann: Cerebral Arterio- 
sclerosis. (Psychiatric demonstration.) 

SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 

WEDNESDAY.—4 P.M. (St. James’ Hospital, Ouseley-road, 
S.W.), Dr. C. E. Lakin: Demonstration of Medical Cases. 

MANCHESTER ROYAL INFIRMARY. 
Espey a 15 P.M., Mr.. Geoffrey Jefferson: Neuro-surgical 
ases. 
LEEDS GENERAL INFIRMARY. l 

TUESDAY.—3.30 P.M., Dr. J. R. H. Towers: Some Common 
Cardiac Conditions. 

GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 

WEDNESDAY.—4.15 P.M. (Western Infirmary), Prof. A. J. 
Ballantyne: Diseases and Abnormalities of the Eyelids. 


, Appointments 


ALLEN, S. G., M.R.C.S. Eng., L.D.S., Hon. Assistant Dental 
Surgeon to the London Hospital. 

BRADDOCK, DorotHy M., M.B. Birm., Resident Anæsthetic 
Recinirar at the Hospital for Sick Children, Great Ormond- 
street. 

BRODRICK, J. M., M.R.C.S. Eng., Hon. Assistant Ophthalmic 
Surgeon to the Royal Albert Edward Infirmary and Dis- 
pensary, Wigan. 

BRYSON, A. F., B.Chir. Camb., F.R.C.S. Eng., Resident Surgical 
omoer and Registrar at the Miller General Hospital, Green- 


URNETT, J. S. G., M.B. Glasg., D.P.H., Medical Officer of 
Health for Chadderton Urban District. 
Gowar, E. J. S., M.B. Lond., F.R.C.S. Eng., Surgical Registrar 
at the Middlesex Hospital. 
GRUNDY, ERNEST, M.D. (Hyg.) Lond., D.P.H., Medical Officer of 
Health for Southall. 
LOUGHRIDGE, W. M., M.B. Belf., House Surgeon at the Hospital 
for Sick Children, Great Ormond-street. 
MaoKeirsH, S. A., M.R.C.S. Eng., D.P.M., Hon. Psychiatrist to 
the Coventry and Warwickshire Hospital. 
MuRRAY, R. ©., M.B. Camb., F.R.C.S. Eng., Resident Surgical 
oma at Ropar Jones and Agnes Hunt Orthopædic 
ospital, Oswestry. 
NAPTALIN, REUBEN, L.R.C.P. Edin., Resident Medical Officer 
at Hull Infectious Diseases Hospital. 
OwEN, S. A., M.D. Camb., F.R.C.P. Lond., Consulting Physician 
for Medical Diseases of Children to the West London 


.. B.M. Oxon., M.R.C.P. Lond., Medical 
Middlesex Hospital. 

STEVENS, H. E., M.B. Sydney, M.R.C.P. Lond., D.P.H., Medical 
erks and Bucks Joint Sanatorium 


Peppard. on R ` 
am P. W., M.B: Edin., D.P.H., Assistant Tuberculosis Officer 
or ; 
TAYLOR, R As R., M.B. Glasg., Resident Súrgical Officer at 


the 


Hospital for Women, Soho-square, London.—The following 
appointments are announced :— 

NIXxon, W. C. .. M.D. Lond., F.R.C.S. Eng., M.C.0O.G., 
Surgeon in Charge of Out-patients ao necologice)) i 

LANDER, F. P. LEE, M.D.,.M.R.C.P. Lond., Hon. Consulting 
Physician; an 

Smrpson, S. Levy, M.D.Camb., M.R.C.P. Lond., 
Consulting Physician. 


Hon. 
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London County Council Ho Staff—tThe following appoint- 
ments, promotions, and Peters areannounced. A.M.O. (I) 
or De a Assistant Medica] Officer, Grados 1 a II; D.M.0.= 
District Seen Officer ; Temp. =Tem 

.D. opa; A.M. ani T), 8 ‘St. Giles’ ; 

R., MB. Belf., A.M.O. (1), Lewis 

» M.B. S) 


WOODHEAD, 

CAIRNS, D. 

EDWARDS, Mi” 
eoa : 


Y, J. D., M.D. Belt., D.C.O.G., A.M.O. (I) Fulham ; 
WILTON, Jack, F.R.C.S. Edin., AM. (I), Fulham 
TRECHO NAN, E. M., M.B. Aberd , A.M. Ò. (Ii), Queen Mary’ 8, 
cup ; 
Pones H.C., M.B. Lond., A.M.O. age St. Stephen’s 
EASON, a J.. M.B., F.R.C.S. Edin., A.M.O. (II), Heather- 
woo 
SANDFORD, IRENE E., M.B. Lond., A.M.O. (II), St. James’; 
MACDOUGALL, W. E., M.B. Durh., L.D.S. Glasg., A.M.O. (II), 
Lewisham 
SHARP, H. W. R., M.B. Sydney, A.M.O. (II), Lewisham ; 
HUNT, H. B., M.B. Birm., A.M.O.(II), St. Mary, Islington ; 
SMITH, Maun 1., M.B. Edin., A.M.O. (II), Hackney 
MILNER, A. N. P., M.B. Du l., AMO. (IT), Paddington ; 
BARBOUR, G. B., M.B. Camb., A.M.O . GÍ), Lambeth ; 


M.B. Glasg., House Physician, Downs ; . 
STEED, G. R., M. ‘CS. Eng., House Physician, St. Giles’ ; 
IVILLE, J. T., M.B 


FRENDI " . Dubl., House Surgeon, St. Mary 

ots ; 

DAVID, ALAN, TEN .S. Eng., House Physician, St. Andrew’s ; 

FABER, G. R., A. Camb., M.R.C.S. aoe House B 
Paddington ; : 


INGLIS, AGOIA S., M.B. Edin., Clinical Assistant, Fulham ; 
CoLIn-Russ, ERNEST, M.R.C.S. Eng., Temp. D M. O. for part 
of Lower Holloway and part í of Een tury 
Lovis, Francis, M.B. Lond., F.R S. Eng,” Temp. D.M.O. 
for East Fulham ; 
MELTON, GEORGE, M. D., M.R.C.P. Lond., Senior A.M.O. (II), 
Lewisham ; : 
, C. R. M., M.B. Lond., D.P.H., Senior A.M.O. 
(II), N orth Hanteri: ; 
MaAacKEITH, r C., B.M. Oxon., A.M.O. (I), St. James’; 
SAVAGE, O. A , M. R.C.P. Lond., A.M.O. (I), St. Stephen’ 8; 
LAWSON, W. S. G., M.B. Lond., "A.M.O. (I), St. Nicholas’. 
seca hae Surgeons under the Factory and Workshop Acts: 
E. L. MoMMEN (Denby Dale District, York, W.R.); 
Dr. T. Ò. OuTRED (Gravesend District, Kent); Dr. A.C. 
THOMSON (Kirton-in-Lindsey District, Lincoln). 


V acancies 


For further ee refer to the advertisement columns 
Acton Hosp., W.—Cas. O., at rate of £150. 
Biminohen City.— Asst. Res. M.O. in Tuber. Section of P.H. 
Dept., £450. 
Birmingham ge pap T re ee a M.O., £350. 
Blackburn Royal Infirmary 50. 
Board of Control—Commiassioner, 2850. 
Br » Grassington Sanatorium. *— Asst. M.O., £175. 
Br ford Te Technical College.—Asst. Lecturer in Physiology, £186 


Bristol General Hosp.—Cas. H.S., at rate of £100. Also H.P.’s, 
H.S.’s, and Res. Obstet. O., "each at rate of £80. 
British Red Cross Society Clinic for Theuma is, Peto-place, 
Marylebone, N. W.—Hon. Asst. Laryngologist 
Burton-on-Trent General Infirmary.—H.P. and Cas. O., £150. 
Canterbury, Kent and Canterbury Hosp.—H.8. to Spec. Depts., 
H.P., and H.S., each at rate of £125. 
Cardi, y Welsh National School of Medicine —Asst. Lecturer in 
e of Nintoria Medica and Pharmacology, £50 
Chesterfield and North Derbyshire Royal Hosp.——H.S. to Ophth. 
and He ge pnd eee Depts., at sate of £150. 
Royal ex Hosp. —Sen. and Jun. H.S.’ 8, 
£175 and £125 eapectively. 


Coventry and Warwickshire Hosp.—Res. Cas. O., at rate of £200. 
Crover % Generar Hosp.—Second Cas. H.S., £200. Also Cas. 
Deal, ae imn. —Res. M.O., at rate of £150. 


nought Hosp., Greenwich, S.E. —Receiving Room Officer, 
at rate of 2100. 
Durham Oounty and Sunderland Eye Infirmary.—H.S., £350. 
Durham, Richard Murray Hosp., Blackhill.—H.S., £200. 
Eang Borough.—Res. Asst. M.O., £350. 
Grinstead and Uckfield Rural "Districts. —M.O.H., £800. 
pete Borough.—Asst. M.O.H., £600. 
Elizabeth Gor Garrett Anderson Hosp., Euston-road, N.W.—Hon. 
Asst. Surgeon. Hon. Asst. Obstet. Surgeon. Also H.P., 
_ First, Second, and Third H.S.’s. and Obstet. Surgeon, 
each ‘at rate of £50. 
General tei Office, Headquarters Medical Branch.—Asst. M.O., 


Gordon Hosp. for Rectal Diseases, Vauxhall Bridge-road, S.W.— 


Res. Surg. O., at rato of £150. 
- Grims |, Corporation —Asst. M.O.H., £500. 
Guy’s , S.E. a Hes sesthetist, at rate of £125. 


Hennmneranth Metropolitan Borough —Asst. M. O., £500. 
canst dake Fir Sussex County Mental Hosp.—Jun. Asst. Res. 


' Hosp. for Consumption. and Diseases of the Chest, Brompton, 
S.W.—Asst. Surgeon to Throat and Ear Dept. 
Hosp. for Sick Children, Great Ormond-street, W.C.—Asst. 
i Pathologist, £400. 
Hounslow Ho —Cas. O., £100. 
Huddersfield al Infirmary.—H. S., at rate of £150. 
Ilford, King George Hosp.—H.S., at rate of £100. 


VACANCIES,.—BIRTHS, MARRIAGES, AND DEATHS 


ydney, AM. O. (I), Quai Mary’s, 
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Indian Government.—Six Appts. for Med. Research Dept., each 
Rs. 625 per month. 

Infants Hosp., Vincent-square, Westminster. Hon. Radiologist. 

amg, Edward Ne sl ata Hosp., Ealing, W.—Second Cons. 

aryDngolo, 
ap atP cies County Mental Hosp .—Two Asst. M.O.’s, each aan 
L.C.C.—Organiser of School Meals, £360. Raat M 

Grade I, each £350. Also Asst. M. 0? A Gradell, Le p50" 

Lincoln County Hosp.—Jun. H.S., £150-£200. 

Lingfield Epileptic Colony. —Asst. M. O., 230 0. 

taver DOOL. County Mental Hosp., Rainhill. —Second Asst. M.O., 


London University. — University Chair of Medicine at St: Bartho- 
lomew’s Hospital Medical College, £2000. 

Manchester City.—City Coroner, £1200. 

an AO. ean. Hosp. for Infectious Diseases.—Jun. Res. 

88 

Manchester Royal Eye Hosp.— Jun. H. S., £120. 

Manchester, St. Mary’s Hosps.—H.S.’8, each at rate of Da: 

Middlesex Count feke , Bushey.—Res. Asst. M.O., £40 

Miller General reenwich-road, S.E.—Hon. Asst. Ophth . 
Surgeon. Alea: Hon. Asst. Physician. 

National Hosp., Queen-square, W.C.—H.S., £100. : 

Newcastle, Royal Victoria Infirmary. —Hon. Asst. Surgeon. 

Northampton General Hosp.—Hon. Surgeon. 

Norwich, Norfolk and Norwich Hosp.—Cas. Q., £120. 

Peterborough and District Memorial Hosp —Pathologist, £500. 

Pontefract General nmay. —Second Res. M.O., at rate of £150. 

Preston and Cou Yo Lancaster Royal Infirmary. —Res. Anæs- 
thetist, Soo Aae. 

Putney Hosp. .» Lower Common, S.W.—Res. M.O., £150. 

ee Urban District Council.—Temp. Asst. M. o. at rate of 

Rotherham C.B.—Asst. M.O.’ s, each £600. 

Royal Cancer Hosp., Fulham-road, S.W.—H.S. to Radium Dept. 

Royal Masonic OSD., Ravenscourt Park, W.—Res. M.O., £300. 

St. Albans, Hill End Hosp. and Clinic, &c. 2. P., at rate of £165. 

St. Mary’s Hosp. for Women and Children, Plaistow, E. — Hon. 
O hth. Surgeon. 

St. Peter's Hosp. for Stone, Henrtetta-street, W.C.—Clin. Assts. 
to Hon. Staff. 

Shrewsbury, Royal Salop Infirmary— Res. H.S., at rate of £160. 

PORREN on, Isolation Hosp. and Sanatorium. —Jun. Res. M.O., 


Southend-on-Sea General Hosp.—Res. Anæsthetist, at rate of £125. 

University College Hosp., Gower-street, W .C.— —Ophth. Registrar, 
Rect ‘Also Part-time Hon. Clin. Asst. in X Ray Therapy 

Wakendd, Wesi Riding Mental Hosp.—Two Ungraded M.0O.’s, 
eac 

West London Hosp., Hammersmith-road, W.—Res. Med. Reg., 

Physician for Medical Diseases of Children. Hon. 
Ophth. Surg. Also Med. Reg. to Ohildren’s Dept., 8100. 

Willesden General Hosp. arlesden-road N.W.—Cas. O., at 
rate of £100. Med. Reg., at rate of £50. Hon. Clin. Aasta. 
to Out-patient Dept. Also Sister in Oh arge of Massage 
and Electric Therapeutic Dept., S120. 

Windsor, King Edward VII Hosp —Two H.S.’s and Cas. O., 
each at rate of £100. 

Wolverhampton and Midland Counties Eye Infirmary.—H.S., £150. 

Wolverhampton ‘Royal Hosp.—H.S., and H.S. for Orthopsdic 
and Fracture Dept., Aah at rate of £100. 

Wrexham au East Denbighshire War Memorial Hosp.—Res. 
H.S. to Spec. Depts., at rate of £150. 

The Occ Inspector of Factories announces vacancies for 
Certifying Factory Surgeons at Solihull (Warwickshire), 
Tilbury (Enget), "batbury (Staffordshire), Applied (West- 
sa a New Mills (Derbyshire), and Ule Lincom- 
shire). 


Births, Marriages, and Deaths 7 


BIRTHS 


CAMPBELL.—On Dec. lst, at Nuffield House, Guy’s Hospital, the 
wife of Dr. Maurice’ Campbell, of Hampstead—a son. 
CHEVERTON.—On Dec. 7th, at Belize, the wife of Dr. R. L. 
(Hovor ton, Senior Medical Officer, British Honduras—a 
aughter 
GALLAGHER.—On Dec. 2nd, at Jersey, the wife of Dr. J. F. P. 
Gallagher—a son. 
AIN.—On Nov. 28th, at Newcastle-on-Tyne, the wife of Dr. 
ADE F. Main—a daughter. 
NICHOLSON.—On Nov. 30th, at Hong-Kong, the wife of Surg. 
Lt.-Commar. ©. B. Nicholson—a son. 
PHACEEETON BADEY. —On Dec. 5th, at Norwich, the wife of 
. J. Shackleton Bailey, of Eye, Suffolk—a son. 


MARRIAGES 


VELL—-SWINBURNE.—On Dec. ere a St. Andrew’s, Tot- 
teridge, Denys Clowes Reavell, M B.S., to Doris Mar- 
garet, eldest daughter of Mr. and Ae, F. R. Swinburne, of 
Wylde Green, Warwickshire. 


DEATHS 


PASSMORE.—On Dec. 4th, George Shapland Passmore, L.R.C.P.I., 
L.S.A., of Clevedon, aged 77. 

PRIESTLEY.—On Nov. 30th, at ae ome Bucks, Robert 
Cees Priestley, O.B. E., B. Camb. P., in his 

st year 

PuRVES.—On Dec. 4th, Robert Black Purves, D.S.O., M.B., 
F.R.C.S. Edin., of Lincoln. 

W AITHMAN.—On Dec. 2nd, James O. Waithman, M.D. Camb., 
New Cavendish-street, 

N.B.—4A fee of 78. 6d. is charged for the insertion of Notices of 

Births, Marriages, and Deaths. 
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NOTES, COMMENTS, AND. ABSTRACTS 


DEGENERATION IN THE BUSHVELD 


It is not every medical inspector of schools who 
can bring to his work the energy, enthusiasm, and 
enduring optimism of Dr. Leipoldt. His account! of 
medical adventure in the Bushveld of the Transvaal 
and of his fight against disease and superstition 
among the white settlers there makes good reading. 
Having examined some 150,000 boys and girls, he 
can speak with authority on the medical problems 
of that physically beautiful country where, in his 
considered view, ten generations of Nordic-born 
settlers have not yet produced a type adapted to an 
environment which includes ‘ heat, drought, isola- 
tion, and humidity.” Eighty-five per cent. of 1000 
Bushveld children born of white parents and grand- 
parents showed degenerative defects. It is true that 
the first, and sometimes the second, generation show 
papaia! improvement, but, after that, deterioration 

egins which can only be stayed by an influx of fresh 
Nordic blood. Chronic malaria is the curse of the 
Bushveld ; nearly 50 per cent. of children suffer 
from this or from redwater (bilharziasis) and 90 per 
cent, are definitely undernourished. This malnutri- 
tion is due to a quite unnecessarily unbalanced 
diet consisting largely of mealie meal. In one settle- 
ment, fresh fruit and vegetables are scarce although 
the soil is not poor and there is no stint of water. 
Milk and fresh meat also are scarce, wheaten bread 
is not a staple article of diet, and fresh butter is a 
comparative rarity. Close by runs a river teeming 
with fish, yet fish is hardly ever eaten. No wonder 
the children are listless and disinclined to exert 
themselves—either at work or play. The school 
curriculum also’ invites criticism ; a five-hour session 
daily devoted to ‘‘ the three R’s, a little bilingualism, 
and a good deal of formal religious instruction ”’ 
sounds sufficiently uninspiring, and the reason why 
some of the boys chew tobacco may not be solely 
to stave off the pangs of hunger, as Dr. Leipoldt 
suggests, but also as an antidote to boredom. In 
contrast to the generally poor standard of physique 
found among the children, Dr. Leipoldt once met with 
a twin boy and girl, aged nine, neither of whom 
showed any physical defect whatsoever. Their great- 
grandparents had been brother and sister who had 
married incestuously, their grandparents were cousins 
and their parents seéond cousins, suggesting that, 
given a sound stock, endogamy is not necessarily 
harmful. The author writes interestingly and 
sympathetically of Kruger, whom he had met, and of 
many other matters both para-medical and non- 
medical. Especially attractive are the chapters on 
the natural history of the country written by one 
who is obviously a born naturalist, since the mamba 
holds no terrors for him and he thinks nothing of 
sharing a bedroom with a nest of tarantulas. The 
reader ignorant of the Bushveld may hesitate to 
pick up this book; but, having picked it up, he will 
certainly have difficulty in putting it down. 


MEDICINE IN PARAMATTA 


Ir is almost a century and a half ago that the first 
buildings were erected on the site of Paramatta; 
for in 1789 the urgent necessity of providing food for 
the settlement at Port Jackson induced Governor 
Phillip to organise an agricultural department which 
should provide for the needs of the establishment for 
which he was responsible. He built quarters for the 
convicts, a small residence for himself, and a large 
structure called the Hospital to accommodate two 
hundred inmates. Naturally such an_ enterprise 
required the services of a surgeon in charge, and 
Thomas Arndell, a naval surgeon, was the first holder 
of the office, to be succeeded by a long line of official 
medical men for forty years till in 1829 the growing 
population of the township required and could support 


1 Bushveld Doctor. By C. Louis Leipoldt. London: Jonathan 
Cape. 19387. Pp. 350. 10s. 6d. 


a practitioner wholly independent of the official 
appointment. It is an interesting story of slow 
development that Mr. K. M. Brown has been able to 
gather together,' illuminated by anecdotes and local 
traditions, by the inevitable disputes of a small 
community and the enviable enterprise of the earlier 
years. He passes in review all the outstanding 
medical names of his beloved town, many of them men 
of courage and ability beyond the average. He him- 
self was born and lives in a house which was built 
more than a century ago by an ex-convict who must 
have been a man of extraordinary ingenuity and 
perseverance, though unhappily nearly always in 
defiance or evasion of constituted authority. The 
book is illustrated with spendin | photographs and 
drawings of places and people and is a worthy con- 
tribution to the history of the author’s birthplace. 


WOMEN GYMNASTS AS MOTHERS 


In the course of a discussion following a demon- 
stration of physical education given to members of 
the medical profession in Birmingham on Nov. 19th, 
Dr. D. J. Nicol asked whether it had been noted that 
the women who produced the best babies with the 
least effort were often those who ap ed to be the 
least athletic, his contention being that over- 
development of muscle in the athletic girl tended to 
make labour difficult. Dr. Arthur Beauchamp said 
that he was aware that this opinion had been held 
and was still quoted in text-books, but that he did 
not think it was true. Mrs. Adair Impey, president 
of the Birmingham Trained Gymnasts Club, said 
that as the result of an extensive inquiry made among 
gymnast teachers, past students of physical trainin 
colleges, it had been found that gymnaste did no 
have longer or more difficult labour than other women 
and that miscarriages were rare among them. We 
are informed that another inquiry on similar lines 
is to be made by the Medical Women’s Federation 
in conjunction with the Ling Physical Education 
Association. 


i V (COUPONS FOR A MEDICAL CHARITY 


Dr. HENRY ROBINSON, chairman of the Sherman 
Bigg Fund, writes from 49, Bedford-square, London, 
W.C. 1: ‘ Your readers may be aware that two daily 
illustrated papers—the Daily Sketch and the Daily 
Mirror—are printing in every issue a coupon which 
entitles any approved charity to collect from the 
proprietors of those papers a fraction of a penny for 
each one presented. There must be thousands of 
medical households in, which these popular papers are 
taken in. In some of these households, I expect. 
the coupons are already being collected on behalf 
of some charity or another. This letter is to 
inform your readers that the Sherman Bigg Fund, 
administered from these offices, has been approved 
in respect of this scheme; and to ask every doctor 
to get some junior member of his household to cut 
out the eoupons and send them here. The Bigg 
Fund, I ought to say, is available for the relief of 
any sort of distress, and is mainly used for educa- 
tional grants to medical orphans, both boys and 
girls, for whom the ordinary scholarships of the 
Royal Medical Foundation are not available or are 
unsuitable, by reason of age and other causes.’’ 


1 Medical Practice in Old Paramatta. By Keith Macarthur 
Pp 138 your ene London: Angus and Robertson. 1937. 
: : 8. 6d. 


— 


War MEMORIAL HOSPITAL, PETERBOROUGH.— 
Since 1885, when the Peterborough and District work- 
people’s hospital fund was started, it has raised £51,000 
for the old i and the present War Memorial 
Hospital which replaced it. The fund’s latest gift is a new 
X ray.power unit. In 1887 subscriptions to the fund 
amounted to £325; in 1936 they were £2768. 
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ADDRESSES AND ORIGINAL ARTICLES 


THE PROBLEM OF THE 
GALL-BLADDER * 


By Ceci. P. ) 
| F.R.S. Edin., F.A.C.S. 


FELLOW OF EING’S COLLEGE, LONDON; SENIOR SURGEON AND 
DIRECTOR OF SURGIOAL STUDIES, KING’S COLLEGE HOSPITAL ; 
CONSULTING SURGEON TO THE MAUDSLEY HOSPITAL 
AND TO THE ROYAL NAVY 


Ir might be thought that the gall-bladder becomes 


of interest to the surgeon only when it is inflamed or 
diseased during the third and fourth decades of life. 
This is far from the truth, however, and the more 
we consider the problem of this interesting appendage, 
the more we realise that the gall-bladder frequently 
becomes diseased early in life although toxic mani- 
festations may not become obvious until middle or 
later life. Diseases of the gall-bladder are of interest 
to the general practitioner, the pediatrician, the 
physician, the surgeon, and the pathologist, and all 
play their part in the diagnosis and treatment of 
these diseases. 


Congenital Conditions 


These -are believed to be rare, but when con- 
sidered from a broad viewpoint this is far from the 
truth. Four congenital conditions are of interest 
mainly to the surgeon—namely, obliteration of the 
bile-ducts, double gall-bladder, intrahepatic gall- 
bladder, and a gall-bladder with a complete mesen- 
tery which invariably leads to torsion of the .viscus. 


OBLITERATION OF THE BILE-DUCTS 


Owing to the fact that more clinical material is 
reported to-day than formerly, cases of congenital 
obliteration of the bile-ducts are not so uncommon 
as was formerly supposed, although it may be said 
that even now only a small proportion of interesting 
clinical cases is reported. Ladd of Boston in 1935 
published 45 cases in one children’s hospital, and I 
venture to suggest that if all instances of this condi- 
tion, which have occurred in the hospitals for children 
in Great Britain, were totalled the number would run 
into hundreds. 


The causative factor is a primary cirrhosis of the 


liver, the result of toxins that have entered the fœtus 
via the umbilical vein. The diagnosis should’ be 
made before the end of the second month of life 
because surgery can cure the condition, but if nothing 
is done all the children die. The main feature is an 
increasing jaundice which appears about the second 
week after birth. It can easily be distinguished from 
icterus neonatorum by the absence of bile from the 
stools and the presence of bile in the urine. Con- 
genital syphilis with jaundice is usually very obvious, 
and the Wassermann reaction quickly settles the 
diagnosis. The operative treatment consists in 
unblocking the common bile-duct which may have a 
plug of inspissated bile and mucus. If definite 
atresia is present choledochoduodenostomy or chole- 
cystgastrostomy is required. 


DOUBLE GALL-BLADDER 
Considered from the developmental standpoint 


one would imagine that double gall-bladder would 


! * Delivered before the New Soyth Wales Post-graduate 
l Sodez rt the University of Sydney on Dec. 9th, 1937. 


G. WaxErELEY, D.Sc., F.R.C.S. Eng., | 


be quite a common abnormality, but in reality it is 
a rare congenital condition. The gall-bladder itself is 
an outgrowth of the primary hepatic diverticulum, 
and this outgrowth is sometimes bifid, giving rise to 
complete division into two, or the subdivision of the 
fundus. Double gall-bladders are to be seen in 
museums, and each year more cholecystograms 
reveal the condition. l P 


INTRAHEPATIC GALL-BLADDER 


In about the second month of human fetal develop- 
ment the gall-bladder is quite buried in hepatic tissue, 
and at birth it persists in a small proportion of infants, 
who are found to have complete or partial intra- 
hepatic gall-bladders. Fortunately it is rare in man 
for it gives the surgeon considerable trouble if he is 
not aware of it, and no doubt it accounts for those 
cases reported as congenital absence of the organ. 
Intrahepatic gall-bladders are found, however, in 
certain species, such as the shark, stoat, ferret, pig, 
wart-hog, and many marsupials. The condition may 
persist throughout life, but normally during the first 
year the gall-bladder becomes more prominent and 
tends to leave the liver bed. The amount of liver 
tissue covering an intrahepatic gall-bladder is rela- 
tively small, and the surgeon on diagnosing the 
condition has only to incise this when the viscus can 
be separated. | 


TORSION OF THE GALL-BLADDER 


The exact opposite conditions to those found in an 
intrahepatic gall-bladder—a long cystic duct and the 
presence of a mesentery—produce torsion. Although 
a well-formed mesentery is seen in anything up to 
10. per cent. of gall-bladders, yet extremely few of 
these are free because the fundus of the gall-bladder 
becomes adherent to the stomach, duodenum, trans- 
verse colon, or the omentum. I have actually seen 
one case in which the fundus of the gall-bladder was 
adherent to the appendix. These adhesions are no 
doubt the result of congestion followed by inflam- 
mation caused by a partial rotation of the gall- 
bladder. <A partial twist will obstruct the venous 
return but at the same time the arterial supply is 
unimpeded, the pressure in the veins gradually rises 
until rupture of the veins takes place leading to an 
intramural hemorrhage. This congestion is respon- 
sible for the fundus of the gall-bladder becoming 
adherent to any structure in its vicinity. The pre- 
sence or absence of gall-stones does not seem to play 
any part in the causation of torsion of the gall- 
bladder, since an analysis of the reported cases seems 
to show that gall-stones are present in 50 per cent. 
while in the rest they are conspicuous by their absence. 
On the other hand a long cystic duct is commonly 
present and must be looked upon as a predisposing 
cause. Normally the cystic duct is 1} in. in length 
but it may. be as long as 34 in. in some cases, 

By far the most commonly affected are elderly 
females who complain of right-sided abdominal pain ; 
this is often not very severe and therefore the correct 
diagnosis may not be made until autopsy. Careful 
examination may reveal a tumour in the right upper 
quadrant of the abdomen and operation should be 
advised in every case, for there should be no mortality 
since the mobility of the viscus renders the operation 
quite simple. This is in great contrast to torsion, or 
volvulus, of the bowel which causes great shock 
and vomiting together with gangrene of the bowel 
necessitating enterostomy or resection. 

BB 
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Cholecystitis 


By far the greatest problems that medical men 
have to solve regarding the gall-bladder are due ‘to 
inflammation. It is quite erroneous to think that 
inflammation commences in the adult, for it is really 
a progressive disease that begins with infection 
of the gall-bladder in early life. This infection 
quite often gives rise to biliary colic in middle age 
and if not treated by surgical means will cause serious 
complications in later life. T 

The pathology of cholecystitis is still somewhat 
uncertain but during recent years certain facts have 
crystallised out. Blood-stream infection of the gall- 
bladder is quite common, the wall of the viscus 
becoming infected with streptococci. In such cases 
the bile may remain sterile and examination of bile 


by means of a duodenal tube cannot, as some physi- © 


cians hold, prove or disprove the presence of chole- 
cystitis. It is quite true that intraluminal infection 
may be superadded on an intramural one, but such 
a condition is nearly always due to coliform organisms, 
which .could be isolated by means of duodenal 
intubation. 

It is important to discover which type of infection 
is present—i.e., intramural or intraluminal—for on 
this depends the success of treatment. To-day with 
all our aids to diagnosis this should not prove to be a 
difficult task. Duodenal intubation, cholecystogram, 
and barium meal taken into consideration with a 
complete case-history and thorough clinical exami- 
nation should. substantiate each case. 


ACUTE CHOLECYSTITIS 


In far the great majority of cases this is an acute 
exacerbation of a long-standing chronic cholecystitis 
in which gall-stones are also present. The diagnosis 
is easy—the previous history, the sudden onset of 
pain starting at the umbilicus, radiating upwards and 
settling in the right hypochondrium. In some cases 
@ large, tender gall-bladder may be palpated, but 

often the mass is so tender that palpation cannot be 
attempted. 

During recent years there has been a general 
tendency to advise operation in cases of acute 
cholecystitis and I endorse this procedure for several 
reasons, Firstly, because the operative mortality- 
rate is extremely low in competent hands; during 
the last two years 12 cases of acute cholecystitis 
at King’s College Hospital were operated upon without 
a death. Similar results have been obtained at the 
Mayo and other surgical clinics. Secondly, the 
investigation of fatal cases of acute cholecystitis 
that have refused operation shows that in not a few 
the prominent organisms are those responsible for 
gas gangrene, and everyone will agree that expectant 
treatment here is useless. Thirdly, sometimes acute 
cholecystitis if not surgically treated may lead to 
perforation of the gall-bladder, carrying with it a 
high mortality. Fourthly, acute cholecystitis cannot 
be compared to acute appendicitis, as some clinicians 
would have us believe. The commonest position 
for the appendix is retrocecal and if it becomes 
acutely inflamed it is soon shut off from the general 
peritoneal cavity. Should an abscess develop it, too, 
will be localised and as such, if treated with absolute 
rest in bed, may in some cases subside. The gall- 
bladder when it becomes acutely inflamed is lying 
free in the upper part of the peritoneal cavity and if 
it does become adherent, the duodenum, stomach, and 
transverse colon are the organs to which it becomes 
attached. The cedema caused by the acute inflam- 
mation may block the common bile-duct leading to 


hepatic congestion which itself displaces the distended | 
gall-bladder farther down into the abdominal cavity, | 
and if perforation occurs in these circumstances the 
mortality must be high. Early operation prevents 
these complications and therefore should be adopted. 
It is true that patients with acute cholecystitis in 
themselves are bad surgical risks, but prompt pre- 
operative medication, in the shape of intravenous 
glucose, intramuscular injections of calcium gluconate, | 
and even a blood transfusion, has gone a long way to 
overcome these and ensure hepatic balance. The 
anæsthetic is a real problem in these acute cases; 
local anesthesia cannot be used, since if pus is 
present the wound is very prone to become infected. 
Inhalation anesthesia is contra-indicated in the 
majority of cases because of chronic bronchitis or 
other chest complication ; gas-and-oxygen anæsthesia 
may suffice in some cases, however, but inadequate 
relaxation may hamper the surgeon’s progress. 
For these reasons spinal anssthesia is often used; 
the only disadvantage is the fall in blood pressure, 
but this can be prevented quite easily by the use of 
intravenous glucose given at the same time. Relaxa- 
tion of the abdominal musculature is complete and 
the time of the operation is reduced to a minimum. 
Even after spinal anszsthesia patients with acute 
cholecystitis are liable to develop chest complications 
and therefore it is important that they should be 
nursed in the high Fowler position and should have 
inhalations of carbogen—mixed carbon dioxide and 
oxygen—three times a day. Any inflammation in the © 
region of the liver will hamper the excursions of the — 
diaphragm and carbogen is probably the best means 
we have yet at our disposal for ensuring deep 
inspiratory efforts. Its judicious use will prevent 
the advent of collapse of the lower lobe of the 
lung, bronchitis, or pneumonia. 


CHRONIC CHOLECYSTITIS © 


Probably there is no condition that gives the medical 
practitioner more trouble in diagnosis than chronic 
cholecystitis. Of course there is the typical case with 
flatulent dyspepsia, biliary colic, and gall-stones 
showing in the radiogram, but it is not the typical 
case that is a problem at all. Chronic cholecystitis 
is often the precursor of such crippling conditions 
as chronic arthritis, toxic myocarditis, toxic nephritis, 
toxic hepatic cirrhosis, to mention only a few, and it 
is in these conditions that the practitioner wants 
some help and requires to know if the gall-bladder is 
at fault. ? 

The chronic infection of the gall-bladder may give 
rise to no symptoms whatsoever, even although the 
gall-bladder is full of gall-stones. Only too often 
we see autopsies on elderly patients where gall-stones 
are found, but there has been no history or symptoms 
of cholecystitis during life. Again, we must not 
assume that the typical case of chronic cholecystitis 
with gall-stones is the “fair, flabby, fat, fertile, 
flatulent female of forty.” With modern aids in the 
diagnosis of disease there is a definite tendency te-day 
to belittle the clinical history and clinical examina- 
tion, and allow the biochemist and the radiologist 
to make the diagnosis of gall-bladder disease. This is 
detrimental to the whole realm of medicine. It is, 
I am afraid, quite a common thing for a patient to be 
told that the gall-bladder is quite free from disease 
because the cholecystogram does not reveal any 
abnormality, or that there cannot be any stones in 
the gall-bladder because biliary drainage by means 
of the duodenal tube and the administration of 
magnesium sulphate does not reveal any cholesterin 
crystals or calcium bilirubin. Such statements as 
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these show a lack of clinical acumen and keenness 
that is to be deplored. Therefore it is wise for the 
practitioner to consider the gall-bladder ‘“ suspect ”. 
in middle-aged persons who have some manifestation 
of chronic toxemia, unless some other focus of 
infection is discovered. 

Reasons for increase in number of cases.—There is 
no doubt that chronic cholecystitis is more prevalent 
to-day than during the last century and many factors 
are responsible for this increase. The tendency for 
most middle-aged people to take’ little exercise ; 
the use of the motor-car, electric train, motor bus, 
and taxi have all played their part in eliminating to 
a great extent any walking, which undoubtedly is the 
best exercise for both the young and middle-aged. 
Again, with the rush of modern civilisation, meals are 
taken hurriedly and no post-prandial rest is taken so 
that gastric digestion is upset. To-day many people 
prefer to spend their leisure hours sitting in a cinema, 
. theatre, or watching a football match instead of 
obtaining some form of healthy exercise that will 
benefit their body. 

National Health Campaign as a preventive measure.— 
Let us hope that the National Health Campaign that 
has been started will play its part in the elimination 
of such preventable diseases as chronic cholecystitis. 
The medical profession has a definite responsibility 
towards this campaign. Too often its attitude has 
been in the past to leave it to the public health 
authorities. No one who has the health and happiness 
of the nation at heart can fail to appreciate its 
importance and its possible far-reaching effects. 
It is imperative that the medical profession 
should actively take part and interest itself in 
the proposed measures, because one of the dangers 
is lack of medical supervision. All public schools 
and institutions that indulge in physical training have 
some form of medical supervision and the same is 
true of the services. Moreover, as physical fitness, 
the health services, and nutrition are inseparable 
problems, it is of vital importance that there should 
be some medical representation to guide and direct 
the various organisations and no one is more qualified 
for this than the general practitioner. Not only is 
he well acquainted with local conditions, but from 
his personal relationship with the community he 
will be in an unrivalled position to support and 
subsequently observe and assess the results. 

Diagnosis—The diagnosis of chronic cholecystitis 
is often difficult because of the presence of a right- 
sided abdominal syndrome, and the practitioner is 
not sure whether the appendix, the stomach, or the 
gall-bladder is at fault. It may. be that chronic 
disease of two of these organs may be present at the 
same time, Chronic appendicitis may be the fore- 
runner of a similar disease of the gall-bladder, and 
the same type of organism may be discovered in the 
wall of both these structures. Chronic ulcer of the 
stomach or duodenum may coexist but no definite 
food pains are complained about because the patient 
may take food between meals and so mask the clinical 
picture. There are now many cases on record in 
which all three members of this abdominal triad were 
present and the diagnosis was made before operation. 
It is the duty of the practitioner to see that the surgeon 
examines the appendix, stomach, duodenum, and 
gall-bladder in all cases where a right-sided abdominal 
syndrome is present. Too often we hear of the 
diagnosis of chronic appendicitis being made with 
great dogmatism, operation being carried out through 
æ minute incision without any relief of symptoms. 
After some months of further suffering the patient 
is thought to be a hypochondriac. The diagnosis 


of chronic cholecystitis will be made by a careful 
history, a complete clinical examination, followed by 
a cholecystogram and often a barium meal. The 
X ray examination must be looked upon as an 
accessory aid in the diagnosis and is not to be relied 
upon to the exclusion of the clinical examination. 
Treatment.—When toxic manifestations are present 
the treatment is cholecystectomy. Medical treat- 
ment is of no avail except in the pre-operative sense, 
when it plays an important part. Hexamine when 
given in large doses is excreted in the bile but cannot 
have any effect on organisms situated in the wall of 
the gall-bladder. Again the bile may be sterile but 
infection may be present in the wall of the gall- 
bladder. Such focal infection may cause both reflex 
and toxic symptoms, Many cases of asthma, neuritis, 
fibrositis, and chronic myocardial trouble with breath- 
lessness have been cured by the removal of a chronic- 
ally infected gall-bladder. The surgical treatment 
demands not only a removal of the gall-bladder but 


a thorough examination of the biliary ducts, the 


stomach, duodenum, and appendix, for it is only by 
so doing that failures are eliminated and good results 
obtained. Every surgeon has to operate on second- 
hand cases of so-called “recurrent stone,” but in 
reality no such condition exists; it is the result- of 
bad and inefficient surgical technique in the first 
instance. 

Practical points.—Although acute cholecystitis calls 
for immediate treatment, the chronic disease calls 
for careful pre-operative preparation if the mortality 
is to be low, the convalescence rapid, and the patient 
cured. Liberal glucose drinks should be given, con- 
taming if need be some vitamins. Calcium gluco- 
nate injections are often useful and play their part 
in ensuring coagulation of blood in the operation 
field. When hepatic congestion is present diathermy 
pads placed over the liver twice a day will soon 
overcome this complication. An ox-bile enema given 
the morning before operation will often prove a great 
help in that there is no abdominal distension whatso- 
ever at the time of the exploration. The anes- 
thetic problem is settled by the use of gas-and-oxygen 
or Cyclopropane. Avertin may be used in the non- 
toxic cases. Spinal anastheisa is useful in some 
patients and the fall in blood pressure can be con- 
trolled by Icoral, The incision should be a right 
paramedian one, for it is only through such an incision 
that the biliary apparatus, the stomach, duodenum, 
and appendix can be explored. The common bile- 
duct must be explored in all cases, and it is a wise 
surgical precaution to drain the duct with a small 
rubber T-tube for some days. It is only by so doing 
that the so-called ‘‘ recurrent ” stones can be elimi- | 
nated and the toxic bile drained from the liver. 
Twenty-five years ago when working for Sir Watson 
Cheyne and Mr. F. F. Burghard I was struck with 
the good results obtained by cholecystostomy, far 
better than cholecystectomy, and this was due in 
my opinion to the complete removal of the toxic bile 
by drainage. The T-tube can be removed from the 
common duct by traction without pain after four or 
five days if the bile is clear and sterile, but if it is 
infected it may be necessary to retain the tube in 
position for several weeks. 

Post-operative treatment is important for the smooth 
convalescence of the patient. An enema is given the 
day after the operation; about three ounces of bile 
which has collected from the T-tube is mixed with 
an ounce of turpentine and an ounce of olive oil. 
This is then added to an ordinary enema saponis and 
the whole run into the rectum. Flatus is passed and 
often an action of the bowels results later in the day. 
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second bile enema in two days’ time. Fluids are 
given ad lib. and the patient encouraged to eat a 
little solid food as soon as possible. 

Importance of pathological examination.—Every 
gall-bladder after removal should be examined both 
macroscopically and microscopically, and it is a 
surgical crime to neglect this. For it is only by 
having a complete microscopical examination that 
early malignant disease of the gall-bladder can be 
discovered. The Table is an analysis of my cases 


Analysis of 700 Oases of Cholecysteclomy, 1915—37 


Cases. Deaths. 
Diagnosis. 

P Total.) Sex. | No. aoe Total. 
Acute cholecystitis | 384) 331 $ | i388 |} 1568 
Chronic cholecystitis 645 { vA ofS ae : Š \ 5-4 
Malignant cholecystitis .. 14 { a. as >: B: \ 50 ° 

| 
- Torsion of gall-bladder .. 2 { te A | g — — 
; | 
Double gall-bladder 1 {| re ; | — = 
i 9 


from 1915-37. The operative mortality includes 
deaths up to four weeks after operation ; this refers 
especially to the cases of malignant cholecystitis. 


SHOCK AND ALLIED CONDITIONS 
A SURVEY 


By J. WALKER Tome, O.B.E., M.D. Dubl., D.P.H. 


FORMERLY OF THE DEPARTMENT OF PUBLIC HEALTH, EGYPT 


SHock is often confused with the closely allied 


conditions of collapse, concussion, and syncope. 
The term ‘‘ shock ” was originally used by James Latta 
of Edinburgh in 17965 to describe the state of collapse 
of the circulation following upon severe injury 
(Kinnaman 1903), and since this circulatory collapse 
is the essential feature of shock we may begin by recall- 
ing some of the principal physiological facts about it. 


BLOOD PRESSURE 


Arterial blood pressure depends on three factors : 
(1) the force of the heart-beat ; (2) the peripheral 
resistance ; and (3) the volume and viscosity of the 
blood. Any condition which interferes adversely 
with any one of these will, if of sufficient severity, 
produce a fall in blood pressure, accompanied by 
collapse of the circulation. 

The force of the heart depends primarily upon the 
venous inflow—i.e., the amount of blood entering 
the heart in diastole—since ‘‘ by the law of the heart,” 
the greater the distension of the heart muscle-fibres 
by filling, the more forcible will be their contraction 
(Halliburton and McDowall 1937). The force of 
the heart-beat may therefore be lessened by 
diminished venous inflow. It may also be lessened 
by lowered arterial resistance ; by reflex vagal inhibi- 
tion of the heart itself (syncope); by anatomical 
defects of the heart, congenital or acquired ; and by 
degeneration or inflammation of the myocardium 
from infection or toxemia, acute or chronic. When 
the systolic blood pressure falls to 80 mm. Hg, 
cardiac contraction begins to weaken. When the 
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systolic blood pressure falls to 60 mm. Hg, complete 


collapse of the circulation occurs and if allowed to 
persist for half an hour it is liable to bring about 
permanent changes, which may be fatal. In sucha 
state of collapse, heat-production is reduced by more 
than 50 per cent. (Medical Research Committee, 
special reports Nos. 25 and 26.) 

The peripheral resistance may be lowered by dilata- 
tion of the peripheral.arteries and capillaries through 
vasomotor action, and by dilatation of and damage to 
the capillaries through circulation in the blood of 
drugs, chemicals, and toxins—such as carbon dioxide, 
lactic acid, histamine, and bichloride of mercury— 
which cause stasis with subsequent exudation and loss 
of plasma. 

The volume of the blood may be reduced by hsemor- 
rhage; by loss of fluid, as in cholera, excessive 
diuresis, sweating, or vomiting; by diminished 
fluid intake; and by exudation of plasma in pro- 
longed capillary stasis. The viscosity of the blood may | 
be diminished by increased intake of fluid, either 
orally or parenterally, and conversely may be 
increased by diminished intake of fluid and by 
excessive loss of fluid or exudation of plasma in the 
conditions enumerated above. With a blood volume 
below 80 per cent., the patient shows serious symptoms 
of collapse, while below 65 per cent. his condition 
is critical. (Medical Research Committee, special 
report No. 26.) 

The arterial circulation of the blood being under 
the control of the sympathetic nervous system, we 
may now briefly consider the functions of the latter 
with special reference to the phenomena of shock. 


SYMPATHETIC NERVOUS SYSTEM 


The sympathetic nervous system is dependent on 
the central nervous system and is controlled by 
ganglia situated in the lower part of the wall of the 
third ventricle and upper part of the iter (Romanis 
and Mitchiner 1937). According to Halliburton 
and McDowall (1937) it may be looked upon as adapt- 
ing the body to the needs of muscular activity, 
emotion, and exposure to cold. 

Its most important functions are to increase the heart- 
rate, maintain blood pressure, apd to mobilise glucose. 
It constricts the cutaneous and splanchnic vessels (which 
constitute the great blood reservoirs of the body) and 
dilates the blood-vessels of the skeletal muscles. It dilates 
the pupil and causes the secretion of sweat. Most of the 
actions of the sympathetic are also brought about by 
the injection of adrenaline into the blood stream, and by the 
accumulation of carbon dioxide in the body. The apparent 
object of this mechanism is ‘to make available for the 
active muscles a maximum amount of oxygen-carrying 
blood, at the temporary expense of those parts of the 
body whose activity is not immediately required—e.g., the 
skin and abdominal organs. The sympathetic makes it 
possible for the body to use its accumulated stores of 
potential energy without having recourse to its immediate 
environment for anything but oxygen, which it cannot 
store to any appreciable extent, but which is always 
available in the normal atmosphere. 


The sympathetic nervous system is constantly 
receiving impulses from all parts of the body, through 
afferent nerves, both somatic and sympathetic, and 
transmitting corresponding (“ sympathetic ”) efferent 
impulses through the white rami communicantes to the 
organs and structures innervated by it. Where the 
reception of afferent impulses is blocked (as in spinal 
anesthesia) the transmission of efferent impulses, 
we find, is correspondingly reduced. In sleep or 
during chloroform anesthesia, owing to the cutting 
off of the flow of normal afferent impulses, blood 
pressure is found to fall by 20 mm. Hg (Gray and 
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Parsons 1912). In spinal anesthesia, where more 
afferent impulses are cut off, the fall in blood pressure 
is still greater. The collapse that is liable to occur in 
high spinal anesthesia is due to the fact that all 
afferent impulses from the abdomen and lower limbs 
are thus cut off, thereby causing vasodilatation of 
the corresponding capillaries, both cutaneous and 
splanchnic, owing to cessation of normal efferent 
constrictor impulses. 

The’ activity of the sympathetic nervous system 
is specially related to sensation, and to afferent 
impulses which may not reach consciousness. Accord. 
ing to Halliburton and McDowall (1937) all the 
actions of the sympathetic are essentially reflex 
in nature and depend upon afferent impulses which 
reach the system from the external environment or 
internal structures. 

The stimulation of afferent nerves, with the production 
of pain in man, or stimulation in anaesthetised animals, 
causes sympathetic activity, which is evidenced by dilata- 
tion of the pupil, acceleration of the heart, and con- 
traction of the cutaneous and splanchnic blood-vessels. 
This effect is a reflex one, via the posterior root fibres, and 
the white rami communicantes of the sympathetic. 
Although general anzsthesia may abolish the connexion 
between the posterior and the anterior roots, the con- 
nexion between the posterior roots and the white rami 
of the sympathetic is unaffected. 


This accounts for the fact that shock develops 
during many surgical operations, despite general 
anæsthesia. Records taken during operations under 
general anesthesia show that at certain stages where 
sensory nerves are stimulated a well-marked fall in 
blood pressure occurs and this is intensified by rough 
handling or tearing of the tissues (Rose and 
Carless 1937). 

Spinal anesthesia blocks both connexions. Regard- 
ing spinal anzsthesia Rose and Carless (1937) state 
that where great operative shock is anticipated, 
spinal anesthesia is ideal, for it effectually blocks 
the nervous paths of shock impulses. 

Evans (1929) states that spinal anesthesia not only 
prevents further shock in operations on patients 
suffering from severe traumatic shock—e.g., severe 
crushing of the limbs—but actually diminishes the 
shock already present. This is accounted for by the 
fact that in traumatic shock (as we shall subsequently 
see) the fall in blood pressure is due to the reception 
and transmission by the sympathetic nervous system 
of an excess of (abnormal) stimuli. When these 
stimuli are diminished by spinal anesthesia blood 
pressure tends to return to normal, On the other 
hand, in the absence of shock spinal anesthesia causes 
a fall in blood pressure through interference with the 
reception of normal afferent stimuli. 

It may here conveniently be noted that collapse 
from spinal anesthesia is due to excessive dilatation 
of the corresponding cutaneous and splanchnic 
capillaries, through wnder-stimulation of the sympa- 
thetic nervous system; whereas collapse in shock 
is due to excessive dilatation of the capillaries of 
the skeletal muscles (accompanied by constriction 


of the cutaneous and splanchnic capillaries) from . 


over-stimulation of the sympathetic nervous system. 


ADRENALINE 

Adrenaline is the active principle of the medulla 
of the adrenal gland, which is developed from that 
part of the neural crest which subsequently becomes 
differentiated into the sympathetic and posterior 
root ganglia. The intravenous injection of adrenaline 
has the same effects as stimulation of the sympathetic 
nervous system, or stimulation of a sensory nerve 
(pain). The secretion of adrenaline is excited by 
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asphyxia, emotion, and by stimulation of the 
splanchnic nerves. 

All changes known to occur in shock can be repro- 
duced by prolonged stimulation of the sympathetic 
nervous system with adrenaline. 

In 1919 Erlanger and Gasser perfused adrenaline 
for periods of 20-30 minutes, into an experimental 
animal at such a rate as to cause high arterial pressure. 
When sufficiently large doses were given, the blood 
pressure subsequently fell steadily until the animal 
succumbed, though vasoconstriction persisted. They 
concluded that a reduced blood volume, either 
real or effective, was the main factor at fault, and 
found that the post-mortem appearances were similar 
to those found in shock. They stated that apathy 
as well as the other signs of shock were present i in the 
living animal. . 

Freeman (1933) perfused adrenaline in physio- 
logical amounts into dogs for two hours. In his 
experiments he noted an immediate rise, and later 
a gradual fall of blood pressure. There was a decrease 
in total blood volume of 8-5 to 27 per cent., with a 
relatively greater decrease in plasma volume—the same 


state of affairs as found in shock. This change in the 


blood was prevented by apreliminary dose of ergotoxine, 
which paralyses the sympathetic nervous system. 

From these, as well as from the earlier experi- 
ments of Erlanger and Gasser referred to above, 
Freeman concluded that shock is due to loss of blood 
volume, following persistent vasoconstriction through 
hyperactivity of the sympathetic nervous system. 
Freeman writes : ‘“‘ If we examine all factors which are 
at present known to produce shock or to aggravate 
the condition if present, we find that they have one 
physiological action in common: they are all adequate 
stimuli for producing hyperactivity of the sympathetic 
nervous system.” 

Stimuli, such as those caused by traction on the 
mesentery or parietal peritoneum, or stimulation of a 
sensory nerve, produce a rise in blood pressure owing 
to constriction of the cutaneous and splanchnic blood- 
vessels, which is followed by a fall when the stimulus 
ceases. If these stimuli are continued, after a time, 
depending on the nature and number of stimuli, 
the mean blood pressure gradually falls, the blood 
concentration increases, and the rises in pressure from 
stimulation become less and less, until the animal 
succumbs of respiratory failure—a sequence of events 
similar to that produced by perfusing an animal 
with adrenaline. 

Most of the confusion regarding the natute of 
“shock ” has arisen from failure to appreciate the 
fundamental physiological fact that stimulation of the 
sympathetic nervous system results in the dilatation 
of the capillaries of the skeletal muscles, as well as 
in the constriction of those of the skin and abdomen. 
When, therefore, the sympathetic nervous system is 
stimulated, the rise or fall in blood pressure at any 
moment will depend upon the balance between the 
dilatation of the muscle capillaries and the constriction 
of those of the skin and abdomen. This balance of 
forces is well seen in the action of adrenaline on the 
volume of the limb of an experimental animal. 
Adrenaline is a stimulator of the sympathetic nervous 
system and, as such, constricts the cutaneous blood- 
vessels, while dilating those of muscle. If the 
intact limb of such an animal be measured by 
plethysmograph, it is found to diminish in volume 


_after the injection of adrenaline, owing to the dominat- 


ing effect of constriction of the cutaneous blood- 
vessels ; but if the limb be now skinned its volume 
is found to increase, owing to the ak Sea 
dilatation of the muscle blood-vessels, 
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‘The coronary vessels, like those of the skeletal 
muscles, are dilated by adrenaline (Halliburton and 
McDowall 1937). 


CAPILLARIES 


We may now consider some physiological facts 
regarding the capillaries and the circulation within 
them. The capillaries of the body are minute 
cylindrical vessels, the walls of which are composed 
of a single layer of elongated, flattened, nucleated, 
endothelial cells. 


The total number of capillaries in thé body is 


enormous. If all the capillaries in the skeletal 
muscles alone were open simultaneously, their volume 
capacity would be sufficient to contain the entire 
blood of the body (Krogh 1929). According to 
Halliburton and McDowall (1937) some capillaries 
remain permanently open, while others open and close 
at intervals. . i 


These changes take place independently of the arteries 
and veins, and depend on the oxygen requirements of 
the tissue supplied. The opening up occurs in all tissues 
during activity, or after cutting off the oxygen supply. 

The control of the capillaries is both sympathetic and 
local. 
CO, and by lactic acid. These chemical substances take 
precedence over the influence of the sympathetic, for in 
a rabbit’s ear, when the cervical sympathetic is stimulated, 
the constrictor effect is seen to wear off, and the capillaries 
to become dilated as soon as tissue asphyxiation occurs from 
lack of oxygen. 

In normal muscles CO, is produced by the combustion 
of glycogen, but in muscles deprived of oxygen, glycogen 
is converted into lactic acid. 

As illustrating the control of the sympathetic 
nervous system over the capillaries, Bayliss (1919) 
writes :— 

- Large volumes of blood or gum saline can be injected 
without more than a few minutes’ effect into cats in which 
the blood-vessels have been removed from the control of 
the vasomotor centre by section of the spinal cord in the 
cervical region. The blood pressure is raised temporarily, 
but by the end of seven or eight minutes it has returned 
to its low level. . . . The only explanation that can be 
suggested is that the capillaries are normally under the 
control of the nervous system, and in the absence of this 
control, they allow themselves to be distended, and thus 
soak up large volumes of blood.” 


Having now considered the chief physiological facts 
concerning the circulation and the maintenance of 
blood pressure, we shall proceed to consider the 
phenomena of shock. 


SHOCK 


In shock, four vital processes are notably depressed : 
the temperature is subnormal, the blood pressure 
falls very low, the pulse is extremely feeble, running, 
and irregular, and the respirations are shallow and 
sighing (Boyd 1933). The symptoms as described by 
Rose and Carless (1937) vary from slight momentary 
giddiness or faintness to complete prostration, insensi- 
bility, and even death. 

. In a case of shock of moderate severity the patient 
lies in a state of apathetic torpor, from which he is aroused 


with difficulty, but if so aroused, he can answer intelli- 


gently, though faintly; the surface of the body is cold 
and pallid, and often covered with a cold clammy sweat ; 
the pupils are dilated ; the temperature is subnormal and 
gradually falls, the pulse is weak, running, and perhaps 
uncountably quick; the eyes are sunken; the finger-tips, 
the lips, and the extremities of the nose and ears gradually 
become blue and livid; the secretion of urine is diminished ; 
the respirations are rapid and shallow, becoming 
irregular; the mouth is parched, the sugar content of 
the blood is raised, and the patient complains of intense 
thirst. Gradually he passes into a state of complete 
unconsciousness and dies of respiratory failure. 


The capillaries of muscle are dilated locally by’ 


Clinical observation has shown that the degree of 
shock depends on the nature of the injury and the number 
of sensory nerves involved. Thus trauma to organs with 
a rich sensory supply, such as the testis, intestine, or 
hand, will produce much shock; an extensive laceration 
of the skin will be more productive of shock than a deep 
cut, and a superficial burn of the first or second degree 
involving half the body surface is more dangerous.than 
the complete incineration of.a hand. 


The post-mortem features of death from traumatio 
shock are thus reported by O’Shaughnessy and 
Slome (1935) : 


“ The characteristic feature after death from traumatic 
shock is a general pallor of the viscera, especially of the 
intestines and the omentum. The liver and kidneys do 
not bleed readily when cut. Œdema of the pancreas is 
never observed. The spleen is contracted but red in 
colour. The lungs are generally pale. The heart contains 
little blood. Frequently the left ventricle is in a state of 
tonic contraction.” 

The physiological changes which accompany collapse 
are described by Dale, Laidlaw, and Richards (1919), 
with special reference to the injection of histamine 
into a cat. Histamine is derived from the amino- 
acid histidine, by the removal of CO.. It has an 
intensely stimulating action on plain muscle including 
that of the arteries. When injected intravenously 
in large doses into experimental animals it causes 
typical shock-like collapse of the circulation, accom- 
panied by arterial constriction, diminished blood 
volume, concentration of the blood, and failure of 
cardiac output.. Intravenous injection of histamine 
dilates all the capillaries of the body, whereas stimu- 
lation of the sympathetic nervous system or 
perfusion with adrenaline dilates the muscle capillaries 
only (Halliburton and McDowall 1937). 

According to Dale, Laidlaw and Richards, if the chest 
of such an experimental animal is opened under 
continued artificial respiration— 

‘it is seen that the heart is indeed beating strongly and 
regularly, but that its chambers contain remarkably little 


blood. Compression of the ventricles between the fingers — 


causes scarcely a movement of the mercury in the arterial 
manometer. The venæ cave in the thorax are seen to be 
flaccid and half empty, and when the abdomen is opened 
it is seen that the abdominal cava is poorly filled with 
blood, while the portal vein is flat and almost empty. 
The arteries, both large and small, similarly contain but 
little blood, and appear to be constricted rather than 
dilated. The liver ig moderately pale and certainly not 
distended with blood, and the same is true of the spleen, 

“ The blood, then, is not in the heart, arteries, or large 
veins, and no large part of it is accumulated in liver and 
spleen. What has become of the missing volume, which 
normally circulates rapidly, filling the heart and great 
vessels? ... 

‘A process of exclusion led us inevitably to the capil- 
laries in attempting to locate the lost blood. . . . Direct 


inspection of the internal organs, so far as it gave informa- | 


tion, tended to confirm this view. The arterioles supply- 
ing blood to the bowel, down to their finest macroscopic 
branchings, contain but little blood, but the bowel itself 
shows a diffuse, dusky congestion, and the smallest 
venules are rendered visible on its surface by their content 
of dark blood. In the skeletal muscles mere visual exami- 
nation usually gives little information ; but it is certain 
that a similar accumulation and partial stagnation must 
occur in them, since the shock* can be produced with all 
its typical features after complete removal of the abdo- 
minal viscera. Moreover, if the volume of blood in the 
animal is increased by transfusion before the shock*® is 
produced, the accumulation in the capillaries of the skeletal 


muscles during the shook * becomes very obvious.” 


The phenomena of the collapse of the circulation 
in shock may thus be summarised. During shock, 


. i.e, collapse—J. W. T. 
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there is a loss of tone in the capillaries of the skeletal 
muscles and the blood stagnates in them. There is 
also a contraction of the arterioles in an effort to 
maintain blood pressure. At the same time there is 
diminished circnlation of blood, owing to the con- 
stricted state of the arterioles. The amount of blood 
reaching the right ventricle thus becomes seriously 
in defect. An increased permeability of the capillary 
walls then develops, from want of oxygen, and an 
increased amount of blood plasma passes into the 
tissues. Blood volume is in consequence diminished. 

Regarding the increased permeability of the capil- 
laries in shock, Bayliss (1919) writes :— 

“ The second pathological state induced by prolonged 
low blood pressure in the capillaries is an increase in the 
permeability of the blood-vessels to colloids. The normal 
state is one of impermeability to colloids, so that a solu- 
tion of a colloid of sufficient osmotic pressure does not 
leave the circulation. If this property of the capillaries 
is lost, there is no force to retain fluid and both gum- 
saline and blood plasma escape to the tissues. The 
clinical index that such a state has been reached or is 
coming on is a progressive concentration of the blood as 
regards corpuscles. As long as the blood-vessels main- 
tain their normal state, the effect of a fall in blood pressure 
is to attract fluid from the tissues. This is because the 
osmotic pressure of the colloids remains at its normal 
height, while the filtration is reduced owing to the low 
arterial pressure. The result is a dilution of the blood, 
which is a favourable sign... . 

“ If this increased permeability has not reached ‘too 
high a value or not been present for too long a time, 
recovery is possible. . . . It is evident, then, that the 
state is capable of return to normal, if not too serious. 
The renewed supply of oxygen restores the necessary imper- 
meability to colloids.” 

Regarding shock as observed in experimental 
animals Bayliss (1919) states that if treated shortly 
after onset recovery takes place, but “if left for 
two hours or more... recovery is impossible.” 
O’Shaughnessy and Slome (1935) also say: ‘‘ There is 
no satisfactory treatment of shock that has persisted 
for several hours. The subject of severe trauma who 
does not show some signs of recovery under estab- 
lished modes of treatment within two to three hours 
of his injury is almost inevitably doomed.” 


THEORIES OF SHOCK 


Many theories have been advanced to account for 
the phenomena of shock, some of which we shall now 
review. 

Mitchell, Keen, and Moorhouse, the surgeons of the 
American Civil War, considered that the medulla 
and the vagus—i.e., the vasomotor centre—were 
chiefly concerned in initiating the condition of shock. 
Agnew (1881) attributed shock to “‘ feebleness of the 
heart’s action, and paralysis of the walls of the blood- 
vessels.” In 1870, Fischer, relying on the experiment 
of Goltz, who in 1863 had shown that a blow on the 
exposed mesentery of a frog caused a reflex inhibition 
of the heart and a dilatation of the blood-vessels of 
the abdomen, formulated the theory that in shock 
most of the blood stagnated in the abdominal vessels, 
and was thus removed from the general circulation. 
This theory was accepted for many years until 
Wallace, Fraser, and Drummond (1917) pointed out 
that, in the course of many hundreds of abdominal 
operations during the world war upon patients 
suffering from traumatic shock, they had never found 


any evidence of primary splanchnic congestion. 


In 1899 Crile formulated the theory that shock was 


due to exhaustion of the vasomotor centre, but this 
‘was disproved by Porter (1907) and by Seelig and 


Joseph (1914), the latter of whom showed that if in 


' a shocked rabbit blood preggure is suddenly raised 
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by clamping the aorta, the blood greatly distends 
the blood-vessels of the ear, the nerves of which have 
been previously cut, but does not distend the blood- 
vessels of the other ear, the nerves of which are still 
connected with the vasomotor centre; thus showing 
that the centre is still holding the blood-vessels in 
effective contraction. Pike, Guthrie, and Stewart 
(1908) showed that the vasomotor centre is more 
capable of withstanding anemia than any other of 
the vital centres, and that its function is the last 
to disappear in total anemia. (Medical Research 
Committee, special report No. 25.) 

Gray and Parsons (1912) found that if at the moment 
of death from experimental shock a stout needle were 
driven into the centre of the floor of the fourth 
ventricle, a marked rise in blood pressure with 
acceleration of the pulse was observable, thus proving 
that the vasomotor centre is still active in the most 
extreme degree of collapse. ` 

It was also repeatedly noted by surgeons in the 
world war while operating on cases of shock that no 
bleeding occurred when vessels were cut across, 
owing to the strong contraction of the outlying 
arteries (Cannon 1919). Miller (1927), in a close study 
of experimental cerebral concussion in animals, 
found the vasomotor centre “ extraordinarily resistant 
to violence.’ Experience in the world war showed 
that the vasomotor centre was still active in cases 
of established shock, since shock was observed to be 
constantly increased by pain, cold, fear, anxiety, 
and rough handling, all of which are stimuli of the 
sympathetic nervous system. 

In 1910-11 Henderson advanced the theory that loss 
of CO, from the body (“ acapnia ”) was the cause of 
shock, but this was proved to be erroneous by many 
observers. 

Following the work of Dale, Laidlaw, and Richards 
(1919), referred to above, on the state of collapse 
produced by the intravenous injection of histamine, 
Cannon and Bayliss (1919) formulated a theory of 
traumatic toxemia as a factor in shock, based on 
the hypothetical production in traumatised tissues 
of histamine-like substances; but Smith (1928), 
Parsons and Phemister (1930), and others have shown 
that infusion of blood from a traumatised animal into 
a normal animal produces no fall in blood pressure. 
Moreover the histamine content of muscle is very 
low, and O’Shaughnessy and Slome have shown that 
the amount of histamine which could possibly be 
derived from muscle injury in experimental traumatic 
shock is totally inadequate to produce shock in the 
animal concerned. Furthermore, the amount of 
histamine necessary to produce shock by intra- 
muscular injection is ten times that found necessary 
by intravenous injection. O’Shaughnessy and Slome 
finally conclude that “ a toxemia due to the elabora- 
tion of histamine or any other depressor substance, 
manufactured in the traumatised area, plays no part 
in the syndrome of traumatic shock.” They are of 
the opinion that it is the continuance of abnormal 
nervous impulses from the site of injury which pre- 
vents spontaneous recovery in traumatic shock 
(unaccompanied by hemorrhage), and that if these 
impulses be controlled, this favourable reaction takes 
place naturally. The one therapeutic measure (they 
state) which succeeded in raising and maintaining 
blood pressure in a traumatised cat when pressure 
had fallen to 20 mm. Hg was the induction of spinal 
anesthesia. There is no doubt (they add) that this 
procedure has a most favourable influence in delaying 
and even preventing the onset of shock, since, as 
they point out, spinal anzsthesia blocks all afferent 
paths, both somatic and sympathetic. 
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In 1933 Freeman, as already observed, formulated 
the theory of the hyperactivity of the sympathetic 
nervous system in shock, with loss of blood volume 
following persistent vasoconstriction. Regarding 
` this loss of blood volume, Freeman writes :— 

“ In order to account for the loss of blood volume in 
shock, Starling (Arch. Méd. Belges. 1918) suggested that 
the muscle capillaries were dilated, and the fluid elements 
of the blood escaped from these dilated vessels. The 
effects which have been here obtained may have been 
due to vasodilatation in the muscles, rather than to 
vasoconstriction in other areas.”’ 


MacCallum (1936) writes: “There is a general 
idea that (in shock) there is reduced blood volume 
due to reflex contraction of the splanchnic and 
cutaneous vessels, but not of the vascular supply of 
the muscles.” 


DISCUSSION 


From the foregoing survey of the physiology of the 
circulation, and of the recorded clinical and experi- 
mental phenomena of shock, it appears that when 
the body receives any injury, afferent stimuli reach 
the sympathetic nervous system via the brain and 
spinal cord. 

The sympathetic nervous system reacts to this 
abnormal stimulation by constriction of the cutaneous 
and splanchnic blood-vessels and by dilatation of the 
blood-vessels supplying the skeletal muscles. This 
results as a rule in a fall of blood pressure. 

Where the stimuli are sufficiently severe, this fall 
in blood pressure occurs immediately and symptoms 
of collapse appear at once (‘‘ primary shock ’’), but 
where the stimuli are less severe, their effect is cumu- 
lative, the fall in blood pressure is more gradual, and 
collapse only appears after a certain interval of time 
(“ secondary shock ”). 

Owing to capillary dilatation and diminished blood 
pressure capillary stasis ensues. This in time leads to 
asphyxiation of the capillary endothelium from want of 
oxygen resulting in the exudation of plasma and loss 
of blood volume. A vicious cycle is thus established 
which if not broken within 2-3 hours inevitably ends 
in death. While this vicious cycle is in operation, 
the introduction of any additional stimuli of the 
sympathetic nervous system (such as pain, fear, cold, 
anxiety) as well as the reduction of blood volume by 
hemorrhage, sweating, or vomiting will still further 
increase the state of collapse. 


DEFINITION 


Shock may therefore be defined as the collapse 
of the circulation from over-stimulation of the 
sympathetic nervous system. 


A METHOD OF TREATMENT 


Since all the symptoms of shock are directly 
referable to over-stimulation of the sympathetic 
nervous system, and to consequent asphyxiation of 
the cells of the body through want of oxygen, and since 
Freeman (1933) has shown that when the sympathetic 
nervous system is paralysed by ergotoxine, intravenous 
injection of adrenaline does not cause a fall in blood 
pressure, it is suggested that shock can probably 
be successfully treated in its earlier stages—before 
irreparable damage has been done to the capillary 
endothelium through tissue asphyxiation—by appro- 
priate doses of ergotoxinet (administered where 
practicable intravenously) together with inhalations 
of oxygen, in addition to the usual measures. 


t This probability, based on theoretical considerations, is 
enhanced by the successful employment of ergotoxine in attacks 
of migraine of sympathetic origin. 
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CONCUSSION 


Concussion is described by Romanis and Mitchiner 
(1937) as— | 
“a clinical condition which is really very similar to that 
of acute shock, the symptoms in this case being produced 
by violence, acting directly upon the brain instead of being 
due to impulses transmitted thereto by afferent nerves. ... 
The symptoms vary according to the severity of the 
violence and to whether only the higher centres are affected 
or the lower medullary centres involved as well.” 


According to Miller (1927) of the department of 
physiology and experimental medicine, McGill Uni- 
versity, who made an exhaustive study of experi- 
mental concussion in animals, the symptoms of 
concussion are mainly referable to the cortex, the 
medulla, and to a certain degree to the labyrinth 
(vertigo). The cortical symptom is the instantaneous 
generalised disturbance of consciousness, while the 
medullary symptoms depend on the severity of the 
blow, and are evidenced either by stimulation or 
inhibition of the medullary centres, causing changes 
in blood pressure, pulse-rate, and respiration. Miller 
found that any agency which stimulates or inhibits 
the medullary centres produces effects similar to those 
produced by blows on the head. Mild cases of 
concussion show scarcely any stimulation or inhibition 
of the medullary centres. Mechanical effects not 
severe enough to paralyse the respiratory centre will 
stimulate respiratory movements. In such cases 
there is a primary fall of blood pressure (due to vagal 
stimulation) followed quickly by a rise of blood 
pressure due to stimulation of the vasomotor centre. 
The same results are always obtained whether the 
stimuli affecting the medulla are mechanical, electrical, 
or nutritional. All such agencies act as stimuli of the 
medullary centres when of moderate degree, but 
inhibit or paralyse them when severe. 

The first centre to be paralysed is the respiratory 
centre. The vasomotor centre is extraordinarily 
resistant to violence. From his experiments Miller 
concluded that concussion is an immediate transient 
disturbance of consciousness (with or without cell 
death) caused by direct mechanical violence to the 
cells of the brain, and that the medullary effects 
(when present) are those of stimulation or paralysis 
of the respiratory, vagus, and vasomotor centres, 
depending upon the severity of the violence. 

Such being the case in concussion as generally met 
with, two sets of phenomena are observed: the 
phenomena of disturbance of consciousness and 
the phenomena of the abnormal stimulation of the 
medullary centres. When the stimulation of the 
medulla is excessive, respiratory paralysis occurs 
immediately and death results at once, but when the 
stimulus, though severe, is of lesser degree, the 
vasomotor centre is abnormally stimulated, resulting 
in the initiation of the syndrome of shock. 

Shock in concussion is therefore due to diree 
mechanical stimulation of the sympathetic nervous 
system (vasomotor centre), all other forms of collapse 
from trauma (unaccompanied by hemorrhage) being 
due to excessive stimulation of the sympathetic 
nervous system through afferent nerves. 
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PELLAGRA-LIKE LESIONS PRODUCED 
IN MICE BY MINERAL DEFICIENCIES * 


By ©. M. LEutTsKy 


(From Ohemical Laboratory W.F. A the State University, 
Odessa, U.S.S.R.) 


PELLAGRA has been. attributed to many different 
causes. Some workers think the disease is due 
to photodynamic factors in the food (Lode 1910, 
Raubitschek 1911, Horbaczewski 1911, Umnus 1911, 
Haussmann 1910, Suarez 1916), but this hypothesis 
does not explain why skin lesions appear on parts 
of the body not exposed to light, and why animals fall 
ill in the dark. Suarez was forced to conclude that 
pellagra could not be caused merely by zeofin—the 
photodynamic substance he had isolated from maize 
—pbut also required a vitamin-B deficiency. 

I prepared zeofin according to Suarez’s method 
and gave it, with polenta,t to albino mice. Pellagrio 
lesions developed in animals kept on this diet, either 
in the light or in the dark, but I noticed also that 
animals fed in the light and given zeofin with a 
complete food mixture remained healthy. 

The oldest idea was that pellagra comes from living 
on a diet of maize (Strambio 1794, Mazzari 1810). 
The objection to this hypothesis is that pellagra is 
found in countries where maize is not consumed, 
and signs resembling pellagra have been produced in 
animals by giving a diet based on components of 
sarrasin, millet, wheat, or other cereals (Auer 1919, 
Gatzanuk 1926a, Leutsky 1933, and others). Luithlen 
(1919) observed that rabbits fed exclusively on oats 
were inclined to inflammation of the skin. The 
experiments of Goldberger and Lillie (1926), sustained 
by Chick and Roscoe (1927), Sherman and Sandels 


* A number of verbal alterations have been made in the MS. 
of this paper, so as to make it 
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(1929), Hunt (1928), Findlay (1928), Salmon, Hays, 


and Guerrant (1928), Thatcher, Sure, and ‘Walker 
(1931), and others, attribute pellagra to deficiency of 
vitamin B, (G) and, thus the hypovitaminosis theory, 
advanced by Funk (1914, 1913-14), has found strong 
support. Goldberger’s observations have lately been 
confirmed, on rats by Efremoff (1933, 1934). 

According to Mellanby (1931) pellagra is due to a 
deficiency of B, (G), producing skin lesions, associated, 
with a lack of vitamin A or carotin producing the 
degeneration of nerve trunks. The fact that the 
fat-soluble liver factor has a beneficial effect in spino- 
cerebral cases of pellagra, but has no curative action 
on skin lesions, which are susceptible to the influence 
of whole liver (Salmon 1930, Hunt and Wilder 1931), 
suggests that vitamin B, has a twofold nature. 
Sure and Smith (1931) maintain that the growth- 
producing factors associated with the antipellagric 
vitamin are not identical. -A number of authors 
(McCollum and Simmonds 1929, Sabry 1932, Aykroyd 
1930, and others) doubt whether pellagra is identical 
with 'B,-avitaminosis. Sabry points out that pellagra 
cases occur in populations whose food is not deficient 
in vitamin B, and further that B,-deficiency symp- 
toms in animals differ widely from those of pellagra. 
György, Kuhn, and Wagner-Jauregg (1933) have 
stated that B,, not B,, is the antipellagric vitamin. 

I observed, pellagric symptoms in white mice fed 
on a basal polenta diet to which 0-5 g. of dried brewer's 
yeast was daily added as a source of vitamin B,. 


The animals grew in length and weight, but gradually 
the tail, skin, and front part of the body became covered 
with brownish-yellow scales. They scratched themselves 
incessantly and the crusts on the ears were replaced by 
small ulcers. Necrosis of ears and tail followed. The 
hair on the muzzle, around the eyes, and later on the front 
half of the body got thinner or fell out completely, and the 
conjunctiva became inflamed. This state of affairs 
usually developed within two months but was sometimes 
delayed as long as six. Finally the animal perished. 


The basal diet producing these symptoms consisted 
of cereals, including maize, wheat, sarrasin, and 
millet. Their insufficiency has been shown by many 
authors : for various cereals McCollum and Simmonds 
(1917, 1918); for wheat, Hart and McCollum (1914), 
McCollum and Davis (1915), Hart, Halpin, and 
McCollum (1917), Osaki (1914), and others; for 
millet, McCollum, Simmonds, and Pitz (1916), 
Auer (1919); for oats, McCollum and Pitz (1917); 
for sarrasin, Palladin (1913), Gatzanuk (1926b), and 
others ; for maize, Bezzola (1907), Lucksch (1908). 

There can be no lack of vitamin B, in the cereal 
mixture used. Wheat contains vitamin B, (Aykroyd 


and Roscoe 1929, Sherman and Axtmayer 1927); and, 


as Suzuki, Shimamura, and Odake showed as long 
ago as 1912, so do sarrasin and millet. Aykroyd 
(1930) also found this vitamin in millet and it is 
present in maize (Aykroyd and Roscoe 1929, Roscoe 
1931). Bulls experiments (1931) show that when 
cereals are the sole source of vitamin B, a 50 per 
cent. cereal diet suffices to maintain an animal’s 
normal development. In my experiment cereals 
amounted to 90 per cent. of the diet, and it contained 
additional sources of vitamin B,—namely, raw milk 
and dried brewer’s yeast. Evidently the symptoms 
were due either to a deficiency or to an excess of the 
other components of the diet. 

Cereals are an unsatisfactory single source of 
food. The chief objection to them is that their 
mineral content is variable, depending on their 
species and on soil combinations, manure, irrigation, 
and so on. For instance, according to Greaves and 
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Hirst (1929) the percentage of ash obtained from 
wheat seed ‘may vary as follows :— 


Ash 
i (per cent.) 
Without irrigation .. ee oe 1°56 
' 15 in. water <8 ee t -o ee 1°71 . 
20 in. ” oe , @e oe ee 2°02 i 
35 in. 9 ae s'o ee oe l 2°28 


The phosphorus-potassium ratio’ in ash of wheat 


grown on non-irrigated ground: was 1 : 1-34; ‘whereas 


it was 1 : 1-53 for wheat grown on ground that was 
irrigated with 15.in: of water. — 

I decided to investigate the relation of the illness 
of the animals to possible mineral deficiencies. 
mineral constituents of maize, wheat, and millet 
‘were assumed to be those given in Table I. 


; TABLE I 
Mineral Constituents of Maize, j Wheat, and Millet 
(per cent.) 

Total `.. |Ash | Na | 
e (Man- 121 21 | 0026] 0°340] 00121 0° 108| 0°147 0'260/0°063 
ota 1929) 


1°62 | 0°030) 0°511) 0°0 48) 0°123) 0-194) 0°368) 0°082 


heat ` 
(Armsby 1928) , ; i 
2°95 | 0:0 30! 0°274/ 0°0 14! 0°169/] 0°00 4) 0°284/0°010 


l e 
(Wolf-1880) 


My experiments v were ‘based on the mineral gontet 
of maize. . i 
THE EXPERIMENTS 


The animals, albino mice, were fed on the following 
diet : casein, 18; starch, 68; oil, 8 ; cod-liver oil, 2 ; 
. and a salt mixture, 1-1. The salt mixture was 
devised, šo as to correspond with the mineral content 
of maize, taking, into ‘account the ‘phosphorus. and 


FIG. 1— The condition of 
the front half of the body 
and the tail. 


- sulphur of the casein in the diet (casein, according to 


Fleischmann (1908), contains 0-85 per cent. of phos- - 


phorus and 0-72 per cent. of en The salt 
mixture given was as follows :— 

NaHOOs .. 00949 | MgO he . 0°1571 
KCl .. Ba .. 0°1324 | CaCOs  .. . .. 0°0299 
KHP 4 oe ee- 0 °6029 Fe citr. ee oe 0°0290 
MgS0O..7H20 .. 0:1337 


The salts were ground up with water, evaporated to 
dryness in a water-bath, and ground into powder with 
starch rice or potato starch. Dried brewer’s yeast, 
0-5 g. daily, was again added to the diet, and distilled 
water was given ad libitum. 

The experimental animals weighed from 10 to 18 g. 
Their appetite was good and some of them 
unexpectedly increased for some time in weight. 
Their illness began 1-3 months after their diet started. 

On the back and muzzle appeared one or two crusts, 
and sometimes on the ears and the end of the tail too ; 
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_ these crusts foll off and, were replaced by new ones. 


The | 


-potassium but on their. relationship. 
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In 
all the mice the lesions were strictly localised (see Figures) : 


the skin of the front of the body, and especially of the neck, 
ears, and tail, was covered with small yellowish-brown 


symmetrical bilateral areas of hyperkeratosis, with adherent 


scales. The tailsoon began to peel, and after peeling the skin 
became thinner and like parchment. There was hyper- 
emia ‘of the skin and the animal scratched itself all the 
time. Later necrosis of ears and tail set in, the necrosed 


parts of the body being surrounded by nee skin. The 


P \ ay 
. FIG, 2.—The scaly hyperkeratosis of the tail. 


bd a 


grew again. Diarrhea began, pomenmes with blood, and 
the animal died. 


It is impossible to find a difference between these | 
animals and those which fell ill on the first diet of | 


cereals. Yet when the sick animals, remaining on 
the same diet, received the ordinary salt mixture 


of Osborne and Mendel they did not show these 


symptoms and returned to their normal state. ~- 
l DISCUSSION | 


Our salt mixture is poor in. sodium, calcium, and - 
chlorine, and contains an excess of acid radical 
in relation to the animal’s needs. The increased 


supply of magnesium probably leads to increased 
output of calcium (Hart and Steenbock 1913) and 
the deficiency in calcium influences’ the absorption 
of iron (Sherman ree Remy and Miller (1931) 


 Tasin II 
— - Basal Acid | . 5 
E radicals.| radicals.| 2: P jOa : Mg | Na.: K |Ca:K 
Maize .. | 34°86 ; 65°14 0°111 |. 0°076 | 0:032 
Wheat . 34°96 | 65°04 0°390 | 0°058 | 0093 
Millet .. 45°02 54°98 ‘0082 | 0°109 | 0°051 


stated that the rat organism decane normally only 
on the relationship Ca: K-= 1:5. .Redina (1926) 
showed on albino mice that the’ most favourable 


relation is Na: K = 5:1, and this favourable effect 


does not depend on the quantity of sodium. and 
Further the 
output of calcium and phosphoric acid in the process 
of metabolism “mainly depends on the prevalence 


‘either of basal or acid radicals (Gerhardt and 
Schlesinger 1899). The relationships for maize, wheat, | 


and millet are set out in Table II. 
The symmetry of the affected parts of the body is 


hair got thinner, fell out on the front of the body, and 


a proof that the signs developing in these mice are . 
due to the influence of the nervous system, Whilst 


a 


on salt metabolism, as has been shown by .experi- 


_ the nervous system is acted upon, it also acts itself 
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ments which have established the existence of a 
special salt centre (Abderhalden 1931a). 

A whole range of investigators emphasise in 
pellagra, before all, the changes in the nervous 
system. Nervous cells of brain in particular are 
almost always changed (Kozowsky 1904, 1909). 
The spinal cord, to a greater or less extent, is likewise 
changed, and the limits of white and grey substances 
are less: distinct than normal (Lombroso 1898). 
Kozowsky noted changes in the nervous-intestinal 
apparatus, and other changes have been noted in 
the endocrine system (Susman 1930, Roaf 1920, 
Aschoff 1933) and in the organs of special senses 
(Welton 1909). 

It is reasonable to conclude that the relationship 
of elements in our salt mixture affected the nervous and 
endocrine systems and was thus the principal cause 
of the illness. The latent period during which 
the animal is able to carry on its mineral task is a 
long one, and experiments of this kind, to show the 
effect of deficiencies, must last long enough for stores 
existing in the body to be exhausted (Abderhalden 
1931b). 

SUMMARY 


1. On a diet with a basis of cereal components 
(including maize, wheat, sarrasin, and millet) albino 
mice developed signs resembling those of pellagra. 

2. Exactly similar signs developed on a diet which 
was adequate in all respects, except that its mineral 
components resembled those of maize. 

3. These signs disappeared as soon as a normal 
salt mixture was given. 

4. Thus there is a reason to seek the cause of 
pellagra in an insufficiency of mineral components 
in food (cereals). 
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TUBERCULOSIS OF THE SPLEEN ` 
By G. C. PETHER, M.D., M.R.C.P. Lond. 


ASSISTANT PHYSICIAN, DEVONSHIRE ROYAL HOSPITAL, BUXTON ; > 
FORMERLY DEPUTY SUPERINTENDENT OF ST. OHARLES’S 
HOSPITAL, L.C.C, 


By a curious chance I had under my care two 
patients suffering from tuberculosis of the spleen who 
died in the same bed within a few months of one 
another. On account of the great difficulty in 
diagnosis I was prompted to review the literature. 
This paper is an attempt to summarise my impressions. 


CASE REPORTS 


Case 1.—An Irish labourer, aged 53, was first admitted 
to hospital on April 23rd, 1931. He had lived in Great 
Britain most of his life except for periods in the United 
States, France, and Egypt. He had had malaria but 
there was no other history of illness. He smoked and 
drank heavily ; for some weeks before admission he had 
had pain in the left hypochondrium and had been losing 
weight. 

Physical examination.—He was in fair general condition 
but for several decayed teeth ; he was tattooed. The 
spleen extended 2 in. below the costal margin, Temperature 
101° F., pulse-rate 70, respirations 28. No further 
physical signs were detected and symptoms were unchanged 
for a while except for the development of headache. 
Diagnosis was thought to lie between Hodgkin’s disease 
and myeloid leukemia. 

Laboratory investigations —Wassermann and Widal 
reactions, agglutinations for Brucella abortus and melitensis, 
both goat-and human, all negative. A blood count 
showed the following :— 


trog eee es ae saa + Polymorphbs.. oe TTO% 
semoglobin a £90 

Colour index se 0:7 Smalllymphocytes. ` a % 
Some anisocytosis Large os ee % 
White cells .. os 7520 | Hyalines .. s 20% 


The cerebro-spinal fluid, including the Wassermann 
reaction, was normal, 

Progress.—On May 14th he was given quinine as fever 
persisted and sweating was heavy. No effect was observed 
and the drug was soon stopped. Drugs of the aspirin 
group were then tried and on May 22nd the temperature 
was normal; headache was now severe however, being 
mostly felt in the frontal region. The consulting rhino- 
logist found no evidence of sinus disease. An extensor 
plantar response then developed on the left side, the 
patient was still apyrexial but much weaker. He vomited 
several times in the next few days. He became dazed 
and urinary incontinence developed. The spleen was 
palpable until May 27th but from that day was no longer 
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felt. Stools were now examined for schistosomes but no 
parasites nor ova were seen nor were any abnormal 
organisms detected. No ova were found in the urine, 
cultures from which were sterile, but a little albumin 
now appeared. Blood cultures were also sterile. On 
May 28th some swelling of the discs was observed and there 
was rigidity of the neck while the general condition became 
worse, fever returning on May 31st. On June Ist Dr. W. E. 
Cooke kindly carried out Fairley’s reaction with a negative 
result, On that day crepitations were detected in the 
lower zones. Two days later lumbar puncture was per- 
formed showing. 50 cells per c.mm., of which 10 per cent. 
were polymorphs and 90 per cent. lymphocytes. The 
chlorides had fallen from the previous figure of 690 to 
660 mg. The fluid was sterile and no organisms were seen. 
‘A fatal issue now appeared inevitable and the patient 
died next day. 

Post-mortem.—Head: no abnormality apart from a 
few minute tubercles in the brain stem. Thorax: the 
lungs showed terminal congestion, old fibrotic changes at 


the apices, and scattered miliary tubercles; some of the - 


mediastinal glands were enlarged and one contained pus. 

In the abdomen, the peritoneum was studded with 
tubercles, particularly in the upper part. There were 
numerous enlarged and caseous glands in the abdomen, 
especially in the portal fissure and round the head of the 
pancreas. The spleen was congested, being 6 in, by 3 in. 
at its widest part. The surface was studded with discrete 
yellowish nodules up to $ in. in diameter. The capsule 
had patches of thickening especially at the upper pole 
where there were some fibrous adhesions. The cut surface 
showed similar nodules scattered throughout the pulp. 
Microscopical examination demonstrated tuberculous 
lesions of which the larger had central caseation ; some had 
peripheral fibrosis. Apart from tubercles in the kidneys 
there was no other evidence of disease, except such as 
was associated with the terminal heart failure. 


CasE 2.—-A labourer, aged 59, was admitted to hospital | 


on Sept. 22nd, 1931. He had enteric fever in the South 
African war and was unfit to serve in 1914 on account of 
a hernia. He mentioned previous bronchitis, influenza, 
and pneumonia, but it was later discovered that he had 
been ailing for two years and had had an hemoptysis in 
1930, being then sent to a sanatorium with fibrotic signs 
in both lungs. While there he had seven sputum tests, 
all negative, but fluid from a cervical abscess contained 
Koch’s bacillus. When admitted to hospital he com- 
plained of cough, night sweats, and some expectoration. 

Physical examination showed signs thought to indicate 
chronic bronchitis with emphysema; the spleen extended 
to four fingers-breadth below the margin of the ribs and 
was very hard. A week after admission the chest was radio- 
graphed ; the film suggested chronic tubercle with much 
fibrosis, There was considerable dyspnea which seemed 
out of proportion to the physical signs. Fever rose to 
102°5° F. A fortnight after admission a right pleural 
effusion developed, aspiration of which yielded 10 oz. of 
straw-coloured clear fluid. 

Laboratory investigations.—No organisms were seen in 
the direct film from the effusion and cultures were sterile. 
A white count on Sept. 24th showed a total of ‘10,300 cells, 
of which 73 per cent. were polymorphs, 9 per cent. immature 
polymorphs, 8 per cent. mast cells, 2 per cent. immature 
basophils, and 8 per cent. lymphocytes. The blood 
Wassermann and the Widal reactions were negative. 
In the first five weeks in hospital five sputa were negative 
for tubercle. Agglutination tests for the Br. abortus group 
were negative and blood cultures were sterile. 

Progress.—The general condition of the patient gradually 
became worse and fever persisted, often reaching 103°. 
A Te count was done on Oct. 22nd with the following 
result :— 


Red cells .. .. 3,200,000 | Polymorphs .. .. 81% 
Hæmoglobin oe 50% Lymphooytos PEEN 2% 
Colour-index oe 0-8 Basphila -s Si = i & 
White cells .. 8180 | Eosinophils... on 2% 


Two other blood counts at different times gave some- 
what similar results. The disease of the lungs did not 
seem active enough to explain the high fever and search 
was made for other foci. Radiograms of the teeth showed 
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a few abscesses and some teeth were extracted but without 
effect on the temperature. Cough became brassy in 
character suggesting the possibility of pressure from 
mediastinal glands. The diagnosis still remained some- 
what uncertain, Hodgkin’s disease being possible but 
tuberculosis seeming the most likely explanation despite 
the many negative sputa. The respiratory symptoms 
were now much worse and weakness increasing. 
Nov. 19th one tubercle bacillus was found in a sputum 
examination and on Nov. 2ist there were numerous 
organisms. He died on Dec. 2nd. : 

Post-mortem.—Head: normal, Thorax: both lungs 
showed fibrotic changes with more recent caseating 
tuberculous lesions ; the right pleural space was obliterated, 
the left partly so. In the abdomen, the retroperitoneal 
glands in the upper part were enlarged in many places. 
The spleen measured 7 in. by 44 in. and was firmly attached 
to the diaphragm and neighbouring structures by dense 
fibrous adhesions. The cut surface showed a very con- 
gested pulp containing a number of yellow nodules, 
irregular in outline and with a peripheral zone of fibrous 
tissue. Transversing the upper pole there was an old 
area of infarction with a depressed scar. Some fatty 
change could be seen in the liver; all organs showed 
terminal congestion. Microscopically, numerous mili 
tubercles were seen in a section of an abdominal gland in 
which there was central caseation. The liver showed 
congestion and fatty degeneration. Irregular areas of 
fibrosis with the appearance of old infarcts were seen in 
the spleen. It also contained irregular caseous areas, the 
larger of which showed a fine, granular, calcium deposit. 
A few indefinite giant cells were present at the periphery 
of some of the smaller areas, but no tubercle bacilli could 
be demonstrated. The spleen pulp was intensely 
congested. 


DIAGNOSIS 


Consideration of these cases has made me think 
that a definite diagnosis must often be impossible, as 
a review of other published cases also suggests. A 
complete survey has not been attempted but the 
references perused are, I think, adequate to a proper 
consideration of the condition. The patients described 
ranged in age from 7 months to 94 years. 

Cases of tuberculous splenomegaly may be divided 
into three groups :— 

1. Cases in which the splenic tumour is an accidental 
finding with no clinica] or post-mortem evidence of the 
disease elsewhere. l 

2. Cases in which evidence of tuberculosis elsewhere 
appears after the splenic tumour and may be regarded 
as secondary to a “‘ primary ” splenic focus. 

_ 3. Cases in which the splenomegaly appears after the 
recognition of tuberculosis elsewhere. 


Group 3 will not be considered in the present dis- 
cussion since difficulties in diagnosis are unusual. 
Group 1, in which the discovery of tubercle in the 
spleen is fortuitous, is illustrated by the following 
cases :— 


Hodges (1930) describes the finding of a large, nodular, 
tuberculous spleen, showing early caseation, in a youth of 
22 who was killed in an accident. He had apparently been 
quite well up to that time and a careful search at autopsy 
revealed no tubercle elsewhere. 

Klotz’s (1917) investigations are of great interest. He 
reports on 172 cases in which, at autopsy, tubercle of the 
spleen was found. In 12 of these there were no signs of 
tubercle in other organs. In all the others sclerosed lung 
or hilar gland lesions were seen. Of his cases 40 had 
spleens in which the disease was almost or completely 
healed. In 69 others it was still active. Healed disease 
in the liver was shown in 15 cases and in 2-of these the 
liver and spleen were the only organs affected. 


In some cases injury has lit up quiescent disease or 
drawn attention to an abdominal tumour already 
associated with symptoms, 


Cynman (1930) mentions a case in which a ruptured 
spleen was successfully removed and then found to be 
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tuberculous. It had miliary lesions and the subsequent 
development of headache and malaise excited fears of a 
general dissemination. These symptoms subsided and 
there were no other signs of tubercle until the following 
year when disease of a vertebra was diagnosed. This was 
watched for another 24 years and it was then concluded 
that the bone condition was probably a compression 
fracture due to the original injury. 

Cain and others (1932) describe a similar case. The 
patient was a woman, aged 67, who had received a violent 
blow in the abdomen a month before she was first seen. 
She was found to have an enlarged spleen and the liver 
was likewise bigger than normal. Six months later she 
began to waste, the spleen increased in size, and a diagnosis 
of sarcoma was made. A few rales were then found in the 
lungs and in two months she was dead of cachexia. The 
sputum had been negative for tubercle. At autopsy a 
large, adherent spleen was found together with tubercle 
in the abdominal, mesenteric, and _ tracheo-bronchial 
glands. The liver was large and cirrhotic but no tuber- 
culous lesions were found in it. 

These three cases illustrate what may be described 
as the fortuitous discovery of a tuberculous spleen. 

We may now consider those in which the condition 
was discovered after there had been symptoms, 
unassociated with injury. They show an astonishing 
variety. Rosengart (1903) described, as characteristic 
of tubercle of the spleen, the occurrence of poly- 
cythemia, cyanosis, and a splenic tumour, but this 
triad is uncommon and not diagnostic. It will serve 
as a basis for discussion of the condition léading 
us to Group 2. 

The blood changes generally described are very 
varied. The authors consulted are in general agree- 
ment about the functions of the spleen as far as the 
blood is concerned. They do not agree, however, in 
their descriptions of the blood changes observed after 
splenectomy. In considering the blood picture before 
the removal of the spleen it is necessary to remember 
those known to occur after the administration of 
Sanocrysin, amidopyrin, and other drugs that may 
have been given. Greppi (1931) thinks that in 
tuberculosis of the spleen the changes in the blood 
picture depend on the localisation and nature of the 
lesions. If there is gross intoxication and much 
active disease he thinks anzemia is likely, whereas if 
there is little activity and the spleen is largely 


_ fibrosed a hypercythzemia may result. 


It is known that in certain circumstances red blood- 


cells may be formed in the spleen in postnatal life, 
and such formation was noted in one of the cases 


described by Lambert and Bottin (1931). If poly- 
cythemia is present it is usually of slight degree and 


with few or no abnormal forms of myeloid type. 


= Polynucleosis has been observed at times. 


Matzdorff (1931) reports a surprising case in which, 
despite a count of 5,600,000 red cells and 108 per cent. 
hemoglobin, numerous caseating tubercles and extra- 
vasations of blood were found in the bone-marrow. 
Anemia 
appears to be considerably more common than 


- hypercythemia ; it is of the hypochromic type. 


- leucopenia with relative lymphocytosis. 


The white cells are either normal in number or 
slightly increased with a tendency to polynucleosis 
or mononucleosis. In a few cases there is a moderate 
The white 
count is, in fact, of more diagnostic value than the 
red. In many cases, particularly where the spleen 


is the only organ affected, the blood changes are 


slight or absent, but some are recorded in which 
the splenic tumour, with the blood picture, simulated 
polycythzemia vera, pernicious anemia, thrombopenic 


| purpura, and other abnormal conditions of the blood. 
In considering these the articles of Cynman (1930), 


Flandrin (1931), Greppi (1931), and Matzdorff (1931) 
will be found of value. — 


- of platelets. 


A few cases illustrating these points will now be 
described. | 


Epistaxis was described in a patient treated by Lambert 
and Bottin (1931) and is associated with hypercythemia 
in some patients. Kellert (1931) described hemoptysis 
occurring in a patient with a splenic tumour and thrombo- 
penic purpura hemorrhagica with considerable reduction 
Bleeding occurred from a lung known to be 
tuberculous. After a transfusion the spleen was removed 
and found to be involved in miliary tubercle. The 
platelets increased and the general condition greatly 
improved. Bunch (1931) described a case of recurrent 

is associated with an enlarged spleen in which, 
during a barium meal examination, calcified areas were 
observed. The organ was removed and the patient was 
well seven years later. Some sections resembled those of 
Banti’s disease and others were typically tuberculous. 
Flandrin (1931) has also described a case with hemor- 
rhages from the stomach. The patient was a girl of 9. 
She had had a cold cervical abscess at 14 years and at 
4 years enteritis, with blood in the stools, from which she 
did not fully recover. On examination he found an 
enlarged spleen and liver with a little free peritoneal fluid. 
There was slight fever. Radiograms showed no gastric 
abnormality but the chest film revealed hilar shadows. 
There was secondary anemia and a strongly positive 
tuberculin reaction. Bleeding and coagulation times were 
normal, The patient rapidly declined, ascites increased, 
and a pleural effusion developed. Another severe hemat- 
emesis then occurred and the spleen shrank and became 
impalpable (as in my first case). Further gastric hemor- 
rhage and peritonitis occurred shortly before death. 
At autopsy it was found that the stomach had a large 
posterior perforation shut off from the main abdominal] 
cavity, apparently secondary to a progressive portal 
phlebitis which had started in the spleen. The other 
findings in this case will be discussed later. 


Rosengart’s second diagnostic point, cyanosis, 
is not common. In many cases it is due to associated 
pulmonary disease, but the appearance of the patient 
gives little help as a rule. 

Matzdorff (1931) describes a patient who had jaundice 
at intervals together with a splenic tumour. He died 
shortly after admission and autopsy revealed tubercle 
in the spleen, both old and recent, together with enlarged 
tuberculous glands in the portal fissure. It does not 
appear that blood destruction in a tuberculous spleen 
is ever rapid enough to cause icterus, but Cynman (1930) 
mentions a case of tubercle in both spleen and bone- 
marrow which simulated pernicious anzmia, presumably 
with occasional slight icterus. 


The third in Rosengart’s triad, the splenic tumour 
itself, may be noticed because of a dragging sensation 
in the abdomen from the weight of the organ, peri- 
splenitis, or adhesions. 

Diagnosis, as has already been suggested, is often 
impossible. It is not difficult if signs of tubercle 
are found in other organs; the existence of hilar 
shadows in the lungs is not conclusive evidence of 
tubercle, but the typical infiltration and especially 
positive sputum tests should usually decide the nature 
of the splenic tumour. One may reasonably assert 
that the examination of a patient exhibiting a splenic 
tumour of unknown nature is incomplete if the 
chest has not been radiographed. This may also 
show calcified tuberculous areas in the spleen; 
calcified siderotic nodules, not due to tubercle, have 
also been revealed by radiograms. Among other aids 
to diagnosis one may mention tuberculin, which has 
the usual shortcomings. Adrenaline injection has 
been used to estimate the power of contraction of the 
spleen and exclude purely congestive’ conditions. 
Serous effusions are not uncommon complications 
and may give a clue to the diagnosis, and in a consider- 
able proportion of the cases the liver is also found 
to be enlarged, thus simulating Banti’s disease. 
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Tapie (1927) described a case of tubercle of the 
spleen leading to fibrosis. He thinks that many 
so-called ‘essential splenomegalies’’ are really of 
tuberculous origin. 
PATHOLOGY : 

Spleens which have been invaded by tubercle 
show pronounced histological variations. These have 
been classified by Henschen (quoted by Cynman 1930) 
and by Henke and Lubarsch (1927). The groupings 
are rather academic and will not be discussed in detail. 
One may say, briefly, that all possible combinations 
of old and new disease foci have been observed. In 
Flandrin’s case the spleen exhibited numerous Gandy- 
Gamna or siderotic nodules. On close examination 
some of these were found to differ from the others 
inasmuch as they showed whitish central areas, 
occasionally visible with the naked eye. 

Microscopy showed that these abnormal types had 
four zones :— 

1. A central caseous mass. 

2. An intermediate fibrous zone. 

3. An outer fibro-siderotic zone with characteristics of a 
siderotic nodule, 

4, A peripheral zone with a slightly hemorrhagic edge. | 


The central zone was finely granular and with 


high magnification appeared to be a caseous material. 


on a background of amorphous tissue and debris. 
No tuberculous giant cells were seen but Koch’s 
acid-resistant bacilli were detected. At times they 
were homogeneous, at others they had clear spaces 
giving them a granular appearance. Some nodules 
exhibited no organisms and in others they were found 
with difficulty. 

The next zone consisted of concentrically arranged 
fibres ef connective tissue with occasional deposits of 
iron. The other zones need no detailed description. 
Flandrin (1931) noted an unusual degree of fibrosis 
around many of the splenic vessels and extending 
to the capsule. Infarcts were noted at the level of 
the nodules, their occurrence here being explained by 
obliteration of the penicilli. 

Some sections from near the hilum showed early 
proliferative endophlebitis of the larger veins. There 
was extensive fibrosis of the pulp. The liver in this 
case exhibited fatty changes combined with cirrhosis ; 
the portal vein, hepatic artery, and bile-duct were 
unaltered though surrounded by sclerosed tissue. 
Flandrin thinks that he is the first to observe siderotic 
nodules containing tubercle bacilli and comes to the 
conclusion that the development of the nodules was 
conditioned by the appearance of tuberculous foci. 
This appeared the more likely since no tubercle bacilli 
were found in the spleen substance except such as 
were contained within the nodules. Animal experi- 
ments have so far failed to give a similar picture : 
Flandrin suggested that BCG might be used for 
further tests. 

ROUTE OF INFECTION 


There is no unanimity of opinion about the route 
by which infection redches the organ, though I am 
inclined to think that the distribution of the lesions 
suggests that blood-stream infection is more common 
than lymphatic. Aschoff doubts the existence of 
“ primary ” tubercle of the spleen, but, in this con- 
nexion, attention may be drawn to the work of 
Dreyer and Vollum (1931) who found, in animal 
experiments, that subcutaneous, intraperitoneal, or 
intravenous injection of tubercle bacilli gave positive 
blood cultures in 88 per cent. of their cases. It would 
thus seem possible that infection of the blood from 
these sources could easily give rise to “ primary ” 
lesions in and around the splenic blood-vessels. 


l 
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Greppi (1931) mentions experiments in which fluids 
containing organisms of typhoid and cholera were 
injected into the peritoneum. It was shown that 
Similar 
experiments by other workers have given similar 
results when tubercle bacilli of diminished virulence 
were employed. The resistance of the spleen to 
It may play 
a general as well as a local part in defence if 
splenectomised persons, as has been suggested, are 
more prone to tuberculosis than others. Animals 
deprived of their spleens cannot be immunised against 
tetanus and quickly succumb to intercurrent infections. 

Enlargement of the organ in tuberculous disease 
is mostly due to fibrosis round the lesions. ‘There 
are cases in which fibrosis appears to precede, and 
perhaps to favour, the tuberculous process. It has 
been suggested that tuberculous intoxication alone, 


without the immediate presence of bacteria, may 


cause fibrotic changes. With regard to the blood 
changes some authors think that attenuated tubercle 
virus stimulates the bone-marrow while Krumbhaar 
(1927) considers that the spleen gives rise normally to 
some substance which stimulates the marrow to 
activity. It is difficult to reconcile these views. 
Enlargement and hardening of the liver is observed 
in about half the cases of tubercle of the spleen 
(Greppi 1931). In some of these the liver exhibits 
nodular tuberculous lesions with some degeneration 
of the parenchyma or interstitial tissue. Tubercle 
systems may be seen along the portal vein. Other 
cases show an increase of connective tissue producing 
a cirrhosis of annular or periportal type, perhaps 
associated with steatosis. In these the foci may 
not be recognisable as tuberculous, being replaced 
by scar tissue. 
_ Foa’s researches with animals revealed changes 
similar to those occurring in man. He found that 
successive resections of the spleen or tying the splenic 
vein modified and reduced the morbid changes in 
the liver. 


TREATMENT 


Surgery is often justifiable and Cynman (1930) 
thinks that tubercle in the spleen, if left to itself, 
will always prove fatal, but the discovery of healed 
disease must modify his opinion. Hawkes (1919) 
has performed this operation with success. MeNee 


` (1931) points out that, taking all cases of splenomegaly, 


those in which operation offers the best hope of cure 
far outnumber the others, and, if we merely consider 
the splenic enlargements of unknown etiology, this 
is likely to be equally true. If adhesions are extensive, 
partial splenectomy may be of value. The existence 
of tubercle or other disease elsewhere does not inevit- 
ably negative surgery. The general mortality is from 
16-20 per cent. Greppi (1931) states that operation 


should be approached with reserve in the presence - 


of polycythemia, and it is perhaps necessary to 
mention another risk which might be overlooked. 
This is an associated thrombocytopenic state as 
seen in Kellert’s (1931) case. 

Banti’s disease was divided by Rosenthal (1925) 
into two groups, due, as he thought, to two entirely 


different causes. In the first, the thrombocytopenis,. 


there is a marked hemorrhagic tendency and a low 
platelet count. Operation gives good results, an 
immediate post-operative rise in the platelets being 
followed. by a fall to approximately normal figures. 
In Rosenthal’s second group, the thrombocythszmio, 
the platelets are normal or but slightly subnormal. 
Operation is followed by an enormous and persistent 
rise—up to 1,000,000, or more. Patients in this 
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group are very liable to post-operative thrombosis. 
Howel Evans (1929) has since confirmed these find- 
ings although Graham Bryce (1932) has since reported 
two cases, one a rather doubtful splenic anemia, 
in which the unexpected happened. In the first, 
with a low platelet count, fatal thrombosis occurred 
nine days after operation. In the second, the opera- 
tion was successful although the count was almost 
normal before operation and systemic thromboses 
had occurred before the spleen was removed. Kelly 
(1929) thinks a pre-operative count of 200,000 or 
less is within the safety limit. 

Under physiological conditions Samson Wright 
(1931) observes that splenectomy is followed by the 
development of a secondary anemia which gradually 
gives way to a normal count with a temporary increase 
of platelets. Removal of the tuberculous spleen, as 
recorded by Lambert and Bottin (1931), was followed 
by a rise in the platelets which they thought would 
be permanent. There is a fair measure of agree- 
ment that the white cells, especially the polymorphs, 
increase for a time after splenectomy. They return 
later to normal figures. In óne case Lambert and 
Bottin observed a persistent rise in the mononuclears 
after operation. They considered this indicated 
continued infection and were on the watch for fresh 
symptoms of tuberculosis. The post-operative changes 
in the blood, as observed by Wright, tally with most 
of the observations made after splenectomy for 
tubercle. In view of the prognostic significance of 
the platelet count in Banti’s disease it would be well 
to consider its value in dealing with the tuberculous 
spleen. Valdoni (1929) has described the effects of 
ligaturing the splenic artery and leaving the organ 
in situ in certain conditions. He quotes numerous 
cases of his own and many from other sources, and 
considers the operation a good one where it,is desirable 
either to reduce the volume or the functional activity 
of the spleen. His paper does not refer to any such 
treatment for tubercle but states that where atrophy 
and not necrosis is to be anticipated after the inter- 
vention the same is justifiable. It is probable that 
such a procedure in dealing with tubercle of the 
spleen would be followed by necrosis and very 
dangerous sequele. X ray treatment appears of 
doubtful value. 


In concluding this paper I would like to record my thanks 
to Dr. W. E. Cooke for his help in my first case. I am 
likewise indebted to the librarian of the Royal Society of 
Medicine for his assistance in obtaining the necessary 
references. I also thank Dr. Basil Hood for permitting 
me to publish my two cases, patients in St. Charles’s 
Hospital (L.C.C.). 
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PULMONARY REGURGITATION 


By GEOFFREY BourRNE, M.D., F.R.C.P. Lond. 


PHYSICIAN WITH OHARGE OF OUT-PATIENTS AND IN CHARGE OF 
THE CARDIOGRAPHIO DEPARTMENT, ST. BARTHOLOMEW’S 
HOSPITAL : 


PATIENTS suffering from pulmonary regurgitation 
are so rare that a complete account of their investi- 
gation is worth putting on record. In the majority 
the regurgitation is functional and is secondary to 
an excessive pulmonary artery hypertension, which 
results in a stretching of the pulmonary valve ring. 
The chief cause of this pulmonary hypertension is 
either advanced mitral stenosis or severe arterio- 
sclerosis of the pulmonary artery. Very rarely con- 
genital heart disease manifests itself by a deficiency 
of the pulmonary valve. This is occasionally asso- 
ciated with some other type of congenital heart 
lesion, and is rarely found as a single defect. Acquired 
pulmonary regurgitation is usually a terminal lesion 
resulting from bacterial endocarditis of the right side 
of the heart. 


In a thousand cases that were fully analysed Maud 
Abbott (1936) found 8 primary cases of pulmonary regur- 
gitation, 2 of which were due to valvular insufficiency 
and 6 to congenital dilatation of the pulmonary artery. 
She found 13 other cases in the series where the lesion 
was associated with other congenital defects. The cases 
with valvular insufficiency had an average age ‘of 43, and 
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FIG. 1.—Phonocardiographic taong of the diastolic murmur, 
which starts with the second sound. It shows the 


character rather than tho timing of the murmur in 
relation to systole. 


MURMUR? 


those with pulmonary artery dilatation of 14. Delayed 
development was noted in these cases; elubbing of the 
fingers was present in both types; severe cyanosis was 
found in 3 out of 8, and polycythemia in thesame number. 
Diastolic murmurs were noticed also in 3 out of 8 cases. 


The symptoms complained of in her series were those 
of cardiac insufficiency, which were present in 4 out 
of 8 cases. 


CASE REPORT 


The patient who is described here was seen at the 


- request of Dr. George Graham, in his ward at St. Bartho- 


lomew’s Hospital. He was a man aged 54, poorly developed, 
his height being 4 ft. 10 in. and his weight 7 st. 1 1b. He 
was a meat-cutter\by profession, who had remained in 
good health until ten years before admission, when he 
began to suffer from slight winter cough. This became 
slowly worse, but was never severe. Six months ago he 
began to notice undue shortness of breath when hurrying 
on the level or on climbing stairs. The onset of symptoms 
had been quite gradual. A month later his ankles began 
to swell, and, within a short time, his legs and thighs. 
Walking became gradually more difficult, and after a 
fortnight he saw his doctor, who kept him in bed for six 
weeks. Three months ago he began to get up again, his 
breath still remained short, but he had no edema. He 
remained capable of doing light work until four days 
before admission, when the cedema returned rapidly. 

Past history.—He suffered from pneumonia and pleurisy 
40 years ago, and from severe influenza 19 years ago. 
There is no history of rheumatic fever, diphtheria, or 
venereal disease. 

Family history—One brother died of congenital heart 
disease at the age of six. 
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On examination he was somewhat orthopnesic, There 
was no wasting. Cyanosis of the cheeks and mucous 
membranes was well marked. Slight dyspnoea was pre- 
sent at rest. There was no excessive pulsation in the 
neck, ‘venous or arterial. Examination of. the chest 
showed evidence of rather pronounced emphysema, and 
a few rales were present at the. bases. The cardiac exami- 
nation is given below. The abdomen was somewhat 


distended but there was no evidence of free fluid. The - 


liver was palpable, but not the spleen. There was definite 
‘clubbing of ‘the fingers, and cedema of the feet, legs, and 
lumbar region. The 
urine ,was concen- 
trated’ and con- 
tained a moderate 
cloud. of albumin. 
During the course 
of his stay in hos- 


afebrile, and the 


coughed up was 
insignificant. 

Special investiga- 
tions.—The blood 
showedhæmoglobin 
100 per cent., red cells 6,140,000, white cells 15,520 ; the 
differential count. was normal, except for a polymorpho- 
nuclear leucocytosis. The urine showed no red blood- 
cells or casts, but at first contained a cloud of albumin, 
which soon disappeared. No methemoglobin or sulph- 
hemoglobin was present in the blood-serum. The blood 
Wassermann reaction was negative. 


FIG. 2.—Simultaneous electrocardio- 
gram (lead II) and brachial 7 hyg- 
mogram. No evidence of rapid fall 
in pulse tension. 


EXAMINATION OF THE HEART 


~ . Physical signs.—On inspection no: excessive vascular 

pulsation ; no abnormal pulsation of the precordium ; a 
marked systolic pulsation in the epigastric notch. ‘On 
palpation no thrill was felt, the apex-beat was hard to 
localise, and the impulse poor. It appeared to be about 
54 in. from the midline in the fifth space, and was not 
outside the mid-clavicular line. Palpation of the right 


ventricle in the epigastric notch elicited a forcible heaving | 


impulse. On auscultation the first sound at the apex 
was of poor quality and the second sound definitely 
audible. At the bases sounds were exceedingly distant. 
In the fourth left space a loud harsh diastolic murmur was 
present near the sternum, 
and audible with much 
less clearness in the third 
and fifth spaces. It was 
present at all phases of — 
respiration. The timing 
of this murmur and its 
character have been con- 
firmed by a gramophone I 
record and an oscillograph 
phonocardiogram (Fig. 1) 


Lead . 
I 


made by Dr. C. V. A. 
Henriques at King’s Col- . 
lege Hospital medical 7, 
school. 

The pulse on palpation pIG. 3.. — Electrocardiogram 
was of rather poor . showing right-sided prepon- 
volume, and the. blood derance, upright T in lead I. 

o evidence of auricular 


pressure was 140/90 mm. 
Hg. The fact that the 
pulse wave was main- | 
tained and did not fall was demonstrated by a brachial 
pulse curve taken simultaneously with the electro- 
‘cardiogram (Fig. 2). 

_ Hlectrocardiography.—Marked right-sided preponderance 
(Fig. 3) with an upright T-wave in lead I, and no evidence 
of auricular hypertrophy. 

Radiography.—The screening examination was érted 
by Dr. J. Simon as follows : transverse diameter of heart 
14 cm., and of the-thorax 29 cm. There was no enlarge- 
ment in size detected, but the heart is abnormal in shape, 
there being a convex bulge.in the left border just below 

the aortic arch (Fig. 4). This was clearly seen on the screen 
. and in the oblique views was seen to be rather anterior, 


hypertrophy. 
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pital he remained , 


amount of sputum 
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suggesting the conus of the right ventricle. This region 
of the heart pulsated more than the aortic part. ‘There 


. was also marked exaggeration of the pulsations in the 


lower part of the right border and of both hilus shadows. 
The csophagus showed no abnormal deviations or inden- 
tations with the paruro ewallow: A calcified plaque was 


er ere = _ 


FIG. 4.—Radiogram showing. convex bulge on ‘lett border of | 


eart. = 


found to be present in the aortic arch, which, however, 
was not much dilated. The hilum shadows showed 
increase of striation, and the vascular markings were 
increased in the lung fields. 


Conclusion: enlargement of | 


the conus of the right ventricle; vascular congestion of ` 


the hilum region and of the lung vessels around. 

Kymography.—Dr. 
graphic investigation. His report is as follows: The 
aortic pulsations were very small, presumably from the 


Simon also kindly did a kymo- 


rigidity of the aortic wall, resulting from atheroma. The — 
bulge in the region below ‘the aortic knuckle showed deep — 


round-type pulsations, and these were, definitely abnor- 


mally shaped for this region of the heart. The left ventri- 


cular pulsations appeared to be within the normal limits. 
The right border of the heart showed a ventricular type 


of pulsation. This was presumably transmitted from an — 


enlarged and hypertrophied right ventricle. Both hilum 
shadows showed gross accentuation’ of pulsation. Dr. 
Simon further stated that in the absence of sufficient 
normal controls showing hilum pulsation he did not wish 
to draw any definite conclusion from the type of graph 
shown, but stated that it appeared to be rather rounded 
in shape as well as accentuated in depth. 


The excessive hilum pulsation has been described 
by Schwartz (1927) and by Pezzi (1927).in pulmonary 
regurgitation; it is doubtless analogous to the 
excessive systemic pulsation seen in aortic incon- 
petence, a 

COMMENTS 

The clinical history and physical signs of this 
patient appear to point to the presence’ of a much 
hypertrophied and excessively pulsating right ven- 
tricle, This must have been present for considerably 
longer than the history seems to suggest; indeed, 
the fact that his brother died of congenital heart 


disease is a point in favour of deducing that the | 


lesion is congenital, The intervention of chronic 
bronchitis and emphysema is not an unusual event 
in causing failure in such patients.. 


4 


The loudness — 


a One 
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and definite character, and timing and position of 
the murmur make it almost certain that this is caused 
by regurgitation through a semilunar valve. There 
is no evidence in favour of an aortic regurgitation ; 
there is very strong evidence suggesting that it is 
due to an insufficiency of the pulmonary valve. 


I am much indebted to Dr. Simon for his radiological 
help, and to Dr. George Graham for his kindness in allow- 
ing me to make full use of the clinical notes, and for the 
opportunity of investigating the case. 
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NUTRITION SURVEYS 
A SIMPLIFIED PROCEDURE FOR THE 
VITAMIN-C URINE TEST ! 


By LESLIE J. HARRIS, Sc.D., D.Sc., Ph.D. 
AND 
M. A. ABBASy, Ph.D., M.B. 


(From the Nutritional Laboratory, University of Cambridge, 
and Medical Research Council) 


THe method previously described for the measure- 
ment. of vitamin-C undernutrition? involves the 
collection of specimens of 24-hours urine to deter- 
mine (1) the “resting level ’’ of excretion and (2) the 
response after test doses. In examining large groups 
of subjects—e.g., in surveys on school-children and 
sometimes in hospital work—the collection of the 
full 24-hours specimens may be inconvenient. Measure- 
ments of mere concentration are not recommended, 
since the result will depend too largely on the degree 
of dilution of the urine. The following procedure 
has been found satisfactory and sufficiently accurate 
for routine surveys. 

At 9 a.M.—e.g.,on arrival at school—the subjects to be 
examined are instructed to empty their bladders into the 
bottles provided (this specimen of urine is discarded), 
and then not to urinate until 12 noon when a second 
specimen is obtained (or if necessary to retain any passed 
in the interim). This specimen is then titrated. The 
same programme is repeated on a second (and/or third) 
day. Following this, for one or two further days (or more 
if found necessary) the standardised test doses (70 mg. of 
ascorbic acid per one stone of body-weight) are adminis- 
tered at about 10 a.m., and urine collected on the same 
afternoon from 2—4 P.M., or preferably 2—5 P.M. 


Control tests have been carried out on large groups 
of volunteers kept on various graded levels of intake, 
and prove that the 3-hours morning specimen repre- 
sents with sufficient accuracy about one-eighth of 
the total day’s excretion—and hence furnishes a 
record of the “resting level ”—and that the collec- 
tion of the 2-hours or 3-hours afternoon specimen is 


adequate to show whether or not there has been any | 


marked response to the successive days’ test doses. 
The morning period is chosen as most suitable for 
the measurement of the “resting level,” since it 
represents approximately the “fasting”? value. (In 
the very unlikely event of any sudden very large 
increase in the intake of vitamm C at breakfast, the 
consequent rise in excretion will not reach a maxi- 


1 Communicated to the Biochemical Society, at the Birming- 
ham meeting, Dec. 10th, 1937. | 

2 Lancet, 1935, 1, 71, 462 ; 2, 1399; 1936, 1, 1488; 2, 1413; 
1937, 1, 177, 181. 
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mum until 4 or 5 hours afterwards—i.e., after the 
urine has already been collected.) The collection of 
urine in the afternoon, after the test doses, is arranged 
so as to coincide with the period of maximum response. 

As to standards, past work ? on several hundreds 
of controls has shown that the resting level of excre- 
tion, as well as the response to the standard test 
dose, are closely graded in proportion to the past 
intake. Little variation is seen between duplicate 
subjects in equilibrium on given dietary intakes. 
The consumption of the reputed ‘“‘ minimal-optimuny”’ 
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Amount of vitamin O excreted in 3 hours “fasting urine ”— 
e.g., 8 A.M. to 11 A.M., or 9 A.M. to 12 noon—in proportion to 
the total 24 hours’ output. Above: average of 2-days deter- 
minations (circles), or 3-days (squares). Below: single day’s 


determination. (For relation of daily output to past intake, 
see, for example, THE LANOET, July 24th, 1937, p. 179, Fig. 2 


Data for rate of excretion after test doses have been published 
in previous papers.) 


intake of vitamin C, 25 mg. per 10 stone body-weight, 
causes the excretion at equilibrium of 13 mg. per day 
(resting level), and a response to the standard test 
dose generally on the first and certainly on the 
second day. Hence lower values raise the pre- 
sumption that the intake has been deficient. The 
“ minimal-optimum ” intake referred to is the amount 
which has been found necessary to prevent a tendency 
to increased capillary fragility (Göthlin), and is in 
agreement with calculations based on the quantity of 
lemon juice needed to prevent incipient symptoms 
of scurvy in mariners. The needs are increased 
in infection and probably during pregnancy and 
lactation. 

Fuller numerical data and the results of some 
small-scale surveys will be published later. 


3 Loc. cit. (see especially Lancet, 1937, 1,177; 1935, 2, 1399). 


WILLESDEN GENERAL HOSPITAL.—The one-million- 
shilling fund for this hospital was opened on Nov. 30th 
at a public meeting. The money is to be spent on 
rebuilding the out-patient department, which is at 
present an old army hut where over 80,000 patients 
are treated annually. ' ; : 
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INFLUENZAL MENINGITIS IN AN ADULT 
WITH RECOVERY 


- By E. Watson-Wi.iams, M.C., Ch.M. Brist. 


SURGEON IN CHARGE OF THE EAR, NOSE, AND THROAT 
DEPARTMENT, BRISTOL ROYAL INFIRMARY 


MENINGITIS caused by Pfeiffer’s bacillus (Hæmo- 
philus influenze) is rare in adults and recovery from 
it still rarer. Most often, apparently, the condition 
follows influenzal otitis media; but curiously 
enough in these cases the otitis is seldom complicated 
by clinical ‘‘ mastoiditis’”°—which suggests that 
frank suppuration in the middle-ear tract tends to 
prevent the meningeal infection. In influenzal 
illnesses meningitis with sterile but turbid fluid is 
much more common than meningitis caused by the 
influenza bacillus, and it is seldom dangerous ; whereas 
the mortality in cases where H. influenza@ is isolated 
is well over 90 per cent. in all large series. Treatment 
with intrathecal injections of serum has not affected 
the fatality-rate, and in the following case the treat- 
ment adopted was frequent lumbar puncture, with 
intravenous injections of colloidal silver. 

The severity of the infection was shown by the 
character of the fluid withdrawn (at times only with 
great difficulty) and the low chloride content ; ‘any 
reading below 0:600 per cent. usually indicates a 
fatal issue. The favourable feature was the gradual 
diminution in numbers of bacteria found as treat- 
ment continued. But beyond the actual treatment 
adopted this patient probably owes her life mainly 
to assiduous nursing care and the unremitting atten- 
tion of my house surgeon, Mr. J. F. Snawden. 


Mrs. A. B., 46, was referred to me by Dr. L. A. Moore 
on Sept. 30th, 1937, complaining of acute left earache a 
fortnight before, following a severe cold. The pain had 
ceased, but the ear had then discharged and become 
very deaf. The membrane was dusky and appeared 
bulging, but no perforation was seen; the least trace of 
moisture was found in the meatus. The opposite ear had 
been deaf from chronic mastoiditis with polypus for 
many years, but there had been no recent change. Infla- 
tion by Politzer’s method improved the deafness a little. 
There was no mastoid tenderness; the nose and throat 
were apparently normal. 

She went back to work, but on Oct. 5th she again had 
very severe left earache, and became “stone deaf.” On 
the 6th she vomited once; the temperature was 103°F., 
and she gave up work; she had headache “all over the 
head,” bad enough to keep her awake all night. I saw her 
again on Oct. 8th, when she seemed completely deaf but 
had normal bone-conduction; there was no headache 
but she was writhing with backache—she could not lie 


in bed. There was well-marked opisthotonus, Kernig’s. 


sign was prominent, the knee-jerks and plantar reflexes 
were absent. Temperature 101-2°F., tongue red and 
dry; constipated; no nystagmus; vague nausea and 
vertigo. She was admitted to the Royal Infirmary and 
lumbar puncture was performed. The cerebro-spinal 
fluid (C.S.F.) was under very high pressure (manometer 
not available), turbid and greenish ; 50 c.cm. was with- 
drawn. Report: “ purulent fluid, polymorphs 94 per cent., 
globulin plus 3, total protein 0-180 per cent., glucose 
absent, chlorides 0-590 per cent.; deposit shows small 
Gram-negative bacilli resembling B. influenze, no other 
organisms.” Culture: ‘pure growth cf B. influenze.” 
An intravenous injection of 30 c.cm. Collosol Argentum 
was given intravenously, and six hours later (midnight) 
80 c.cm. of C.S.F. was withdrawn (pressure 500 mm.); the 
fluid was much thicker and yellow in colour, Next morn- 
ing the patient was much more comfortable but drowsy, 
“a wee bit of headache’”’; bowels open; temperature 


100-2° F., taking fluids well; no vomiting. At 11 a.m. 
50 c.cm. of C.S.F. was withdrawn (pressure 500 mm.) and 
50 c.cm. collosol argentum injected intravenously. At 
midnight lumbar puncture produced pale yellow fluid 
at a pressure of 400 mm. 

Treatment was continued. with intravenous silver 
(50 c.cm.) and lumbar puncture once a day : on Oct. 10th 
70 c.cm. was taken; on the llth only 20 c.cm. Neck 
rigidity was increasing, although backache and opistho- 
tonus had gone. A report on the C.S.F. was: ‘“* purulent 
fluid (polymorphs 96 per cent.) containing numerous 
B. influenze ; glucose absent: chlorides 0-560 per cent.” 
On Oct. 12th there was diplopia ; she had severe nerve 
deafness of both sides; no drowsiness, no headache; 
back and neck rigid ; temperature 99:6° F. Only 5 c.om. 
of fluid could be withdrawn by lumbar puncture. And on 
the 14th only 2 c.cm. of very thick fluid could be sucked 
out with a syringe ; it presented the most extraordinary 
appearance—thick, chocolate-coloured stuff which one 
would have thought could have come only from a liver 
abscess. After this the temperature ranged round 99° F. ; 
although the silver intravenous injections were continued 
daily, lumbar puncture was performed only twice, because 
after each puncture there was a considerable rise of 
temperature and malaise. On Oct. 23rd 10 c.cm. of very 
thick pus was drawn off, containing ‘a few B. influenze ”’ ; 
patient drowsy, no diplopia. On Nov. lst 15 c.cm. of 
thick blood-stained pus with ‘five B. influenz@ per 
field ” was obtained. The patient was no longer drowsy, 
her hearing was returning, and her temperature was 
normal, 

From this time she made steady progress; she 
was getting up on Nov. 16th, and though the hearing 
in her left ear was poor (as before the attack) her 
general condition was very good. She was discharged 


. home on Nov. 24th and shown at a meeting of the 


Bristol Medico-Chirurgical Society on Dec. 8th. 


HAMATEMESIS WITH MULTIPLE 
RECURRENCES 
TREATED WITH REPEATED BLOOD 
TRANSFUSION BY THE CONTINUOUS DRIP 
METHOD 


By K. O. BLACK, M.B. Camb., M.R.C.P. Lond. 


HOUSE PHYSICIAN AT ST. BARTHOLOMEW’S HOSPITAL, LONDON 


THe following report illustrates the value of the 
repetition of blood transfusion in cases of recurrent 
severe hemorrhage from peptic ulcer, even where 
the prognosis seems hopeless. In the course of four 
weeks 6°4 litres of blood was given. The case differs 
from most others in which large amounts have been 
given by the drip method, in that the blood was 
given in a series of separate transfusions, as the 
indication arose; only twice were quantities of more 
than a litre used (1°8 and 1°06 litres). The amount 
given on each occasion was calculated (except in 
the first transfusion) to restore the hæmoglobin to 
a relatively safe level, no attempt being made to 
raise it to the higher levels which have been recom- 
mended (Wood 1936). The blood was introduced at the 
rate of 90-150 c.cm. per hour, sometimes with the 
apparatus devised by Marriott and Kekwick (1936, 
1936) and sometimes with the Jouvelet electric pump. 

The blood was supplied by the patient’s relatives 
and friends, except once when speed was of great 
importance and a Red Cross donor was called upon. 

A. B., aged 63, was admitted to hospital for hamat- 
emesis, which had occurred four days previously and again 
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on the day of admission. He had been in good health 
and not subject to abdominal pain, until six months 
before admission, when he lost his job. Since then his 
livelihood had been precarious, with consequent anxiety 
and irregularity of meals. Bouts of epigastric pain had 
started soon after this misfortune. The pain came on 
14 hours after heavy meals, and was relieved by alkalis. 
Five weeks before admission it had become rapidly worse. 
It was more intense and now came on regularly after 
every meal, sometimes accompanied by vomiting, which 
gave relief. On the fourth day before admission the 
patient felt faint and weak, sweated and then collapsed, 
and vomited a quantity of dark blood. He was put to 
bed at home and later passed a large loose black motion. 
Next morning he felt weak and was pale, but because 
there was no pain he went to work, as also on the following 
two days. On the day before admission, after half a 
day’s work, he felt extremely weak and faint, and went 
straight home to bed. Next day he vomited a small 
amount of dark blood. 

On admission the patient was pale, restless, cold and 
sweating, and frequently complained of thirst ; his speech 
was rambling and hardly intelligible. The pulse-rate was 
102, the blood pressure 90/70, and the hemoglobin 34 per 
cent, (Sahli), A continuous-drip blood transfusion was 
started at once, and 1800 c.cm. from three donors was 
given in twenty hours. Three hours after the end of the 
transfusion the patient was troubled with cough, which 
lasted for several hours. Apart from this the result was 
satisfactory. There was a striking improvement in the 
general condition, and the hemoglobin rose to over 70 per 
cent., at which level it remained for the next 10 days. 
During this time there was a steady improvement, and 
the pulse-rate fell gradually to normal. On the eleventh 
day, however, there was a recurrence of bleeding as 
‘evidenced by a rise of pulse-rate associated with faint- 
ness and sweatmg. The hæmoglobin fell to 40 per cent. 
‘On the twelfth day he became restless and vomited 
30 c.cm. of dark blood. A transfusion of 600 c.cm. of blood 
was given slowly by drip. Next morning the man 
again became gravely ill, and the hæmoglobin was 
found to have fallen to 28 per cent. A litre of blood, 
given by the same method, produced great improvement 
and return of the pulse-rate to normal. The hemoglobin 
reached 48 per cent., and remained constant at about 
this figure for several days. 

On the seventeenth day there was again evidence of 
severe hemorrhage, and again the hæmoglobin fell 
abruptly, reaching 29 per cent. Another drip transfusion 
was given, only 600 c.cm. being used with the idea of 
minimising the risk of starting the bleeding again. This 
was followed by a rigor and pyrexia, which passed off 
quickly, leaving the patient very much better. Next 
morning his condition was still satisfactory, until quite 
suddenly he collapsed, became dyspnesic and stuporose, and 
rapidly lost consciousness. His skin was cold and moist, 
his pulse of poor volume and too rapid to count. A Red 
‘Cross donor was obtained, and 300 c.cm. of blood was 
given rapidly as a life-saving measure. The result was 
striking : improvement soon began to show itself, con- 
sciousness returning, and the mentality approaching 
normal. A further 500 c.cm. of blood was then given 
slowly at the ordinary drip rate, raising the hæmoglobin 
to 48 per cent. Thirty-six hours later there was a 
similar event, which was treated by giving 1050 c.cm. 
of blood. 

During the next ten days there was no evidence of gross 
blood loss, and the patient seemed to be gaining ground. 
The hemoglobin remained at or about 45 per cent. On 
the twenty-ninth day he became restless again, and 
estimations of the hæmoglobin showed that this had 
fallen to 35 per cent. A transfusion of 550 c.cm. was 
given, after which, though blood could be detected in 
the stools by the benzidine test, for a further three weeks, 
there was no recurrence of the severe hemorrhage. From 
this time he made a slow but uninterrupted recovery, 
and he was discharged, after 12 weeks in hospital, gaining 
weight, with a hemoglobin of 69 per cent. and with no 
blood detectable in the stools by chemical methods for 
the past 5 weeks. A barium meal showed an area of 
‘spasm in the prepyloric segment, but no ulcer crater was 
eeen., The duodenum appeared normal. 


In a previous case of hematemesis in 1933, in which | 
the outlook seemed hopeless owing to repeated severe 
blood loss, a series of transfusions each of 400 o.cm. 
was given. Six of these were required, after which 
the patient made a good recovery. This case came 
before the days of the continuous-drip method, but 
like the present one. it was instructive in showing 
the value of persisting with transfusion, even when 
it may seem that the patient is beyond hope, and 
that to keep on transfusing will be to waste blood. 


I should like to thank Dr. George Graham for permission 
to publish these notes and for much valuable advice in 
their preparation. 
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BUFFERED CITRATE SOLUTION IN 
BLOOD TRANSFUSION 


By TEMPLE Grey, M.A. Oxon., M.B., Ch.M. Sydney 


‘PATHOLOGIST TO THE EAST LONDON HOSPITAL FOR CHILDREN ; 
HON. PATHOLOGIST, EAST END MATERNITY HOSPITAL 


Many reasons have been advanced for the reactions 
seen from time to time after blood transfusion. 
Chilling of the blood is one, and this I have overcome 
by taking the donor’s blood into a Dewar flask.} 
Some however who take other precautions against 
chilling assure me they came across reactions never- 
theless. 

It occurred to me in August, 1934, that the alka- 
linity of the citrate used might be a cause, and con- 
sidering that on general principles anything offered 
to the circulation ought to have, if not the actual 
salt constituents of the blood, at least an approxima- 
tion to these and especially the proper pH (7-3), I 
prepared a modified citrate solution which has been 
used by myself and others with satisfactory results 
ever since. 

Stock solution.—Dissolve 0-6 g. KH,PO,, 0-9 g. CaCl, 
and 3-0 g. glucose in 100 c.cm. distilled water. This keeps 
many months. 

Buffered solution for use.—Take 30 c.cm. physiological 
saline and 30 c.cm. distilled water into a clean flask, add 
2-0 g. sodium citrate. (It is useful to keep in the screw- 
topped bottle of pure sodium citrate a glass scoop, 
consisting of the filed-off bottom of a hard glass tube cali- 
brated to contain 1-0 g.; pick out with a pair of forceps 
kept for the purpose.) Add 2.c.cm. stock solution. Boil 
for ten minutes. As the solution cools, add a few drops 
of phenol red solution. The reaction will be alkaline. 
Filter while hot into another flask. When cool, two or 
three drops of normal HCl will give the copper colour of 
pH 7-3. Cover with a suitable rubber cap. This solution 
keeps indefinitely. 


For use, take one volume of the solution for nine 
volumes of blood—for example, 30 c.cm. (1 oz.) of 
solution and 270'c.cm. blood make up 300 ¢.cm. 


1 Lancet, 1932, 2, 127. 


DERBYSHIRE ROYAL INFIRMARY.—A contributory 
scheme is to be introduced at this hospital to help to 
provide funds for its development. The scheme will also 
benefit other voluntary hospitals in the area, A 48-hour 
week for nurses is to be started, which means that 
64 members must be added to the staff, and difficulty 
is being experienced in obtaining suitable candidates. 
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MEDICAL SOCIETIES 


MEDICAL SOCIETY OF LONDON 


AT a meeting of this society held at 11, Chandos- 
street on Dec. 13th, with the president, Mr. J. E. H. 
ROBERTS, in the chair, Mr. H. W. RODGERS opened a 
discussion on modern methods in the 


Investigation of Gastric Diseases 


He said that investigation should be directed to 
diagnosing the anatomical and psychological lesions 
and the constitutional type of the patient. History- 
taking and clinical exammation were no less impor- 
tant than they had been before the development of 
instrumental and laboratory aids. They contributed 
largely to the psychological and constitutional diag- 
nosis. A complete examination was essential to 
discover extragastric disease and to point the way 
to a special line of investigation. The barium enema, 
the cholecystogram, and perhaps even the gold curve 
had a part to play. The occult blood test was of 
great value, especially to the general practitioner, 
for it might exclude gastric ulcer, and possibly 
gastritis without erosion. Much importance was 
attached by some authorities to a negative result. 
In hospital the test might be useful for deciding 
which of the many cases suspected of gastric ulcer 
and carcinoma should be examined by X rays. The 
analysis of gastric juice gave little help in the primary 
anatomical diagnosis but might differentiate between 
innocent and malignant ulcer. The acid value helped 
to determine the constitution and would probably 
influence the treatment. A small number of cases 
of severe dyspepsia was due to allergy, and a careful 
history should be supplemented by skin tests, a 
dietary diary, and an elimination diet. Radiology 
should always precede gastroscopy ; the two investi- 
gations were complementary. The more efficient the 
radiologist the less was left to the gastroscopist to 
discover and the more for him to confirm, especially 
in chronic ulcer and carcinoma. Mr. Rodgers described 
the technique of gastroscopy and showed slides 
illustrating appearances in various conditions. 


Dr. G. T. CALTHROP described the investigation 
of the mucosal relief pattern by the methods chiefly 
associated with the name of H. H. Berg, though not 
originally invented by him. A thin layer of contrast 
meal gave a general survey of the mucosa on the 
screen, and then aimed exposures of small and 
important areas were secured by the use of a lead- 
lined tube fitted with a small cassette which was 
pressed against the patient’s body in such a way as 
to bring the required area into view with much the 
same effect as that of a magnifying-glass. The 
apparatus must be so designed as to enable the 
exposure to be made without more than an instant’s 
delay. The folds had three properties: direction, 
width, and consistency. The first two were obvious, 
but consistency must be tested by palpation; the 
normal fold could easily be obliterated. The first 
signs of gastritis were a change of direction and a 
coarsening of the folds, but not every broadening 
should be diagnosed as gastritis. A change in con- 
sistency was very important: the folds were stif- 
fened—as it were, starched—and when compressed 
by hand could only be obliterated with great diffi- 
culty, if at all. Excess of secretion should be removed 
by an Einhorn tube. If the normal relief pattern 
extended to the base of an ulcer, macroscopic carci- 
nomatous changes had probably not developed. The 


aimed exposure would show a much smaller ulcer- 
niche than could be detected in. a filled stomach. 
Dr. Calthrop showed a number of films in which the 
appearances on the profile of a stomach were con- 
trasted with those of the mucosal relief. Berg's 
methods, he said, had not facilitated X ray examina- 
tion but had made it more laborious and interpre- 
tation more difficult. They gave, however, more 
direct evidence of duodenal ulcer, duodenitis, and 
gastritis, and showed more satisfactorily the extent 
of carcinoma. 


Dr. S. COCHRANE SHANKS enumerated among the 
radiological signs of a malignant ulcer the size, 
which might be up to 2:5 cm. A conical or irregular 
shape, poorly defined, especially if there were also a 
meniscus or rolled-over edge, pointed to malignancy. 
Convergence of the rugs was another suspicious 
sign. Ulcers on the greater curve were said always 
to be malignant. The therapeutic test was misleading 
and might waste valuable time, for a malignant ulcer 
sometimes appeared to grow smaller in the initial 
stages. Radiology could give no certain answer to 
the question, and the aid of the gastroscope was 
necessary. The characteristic colour was an impor- 
tant piece of evidence, and Dr. Shanks suggested that 
all large lesser-curve ulcers should be submitted to 
gastroscopy as a routine. Jejunal ulcer was not 
difficult to show radiologically, and even if the crater 
was not visible jejunitis, the precursor of ulceration, 
could be seen. He doubted whether it was necessary 
to make the usual clear-cut distinction between 
ulcer and the inflammation of which an ulcer was 
only an incident. He suggested that the duodenal 
niche should be occupied “ by the bust of Barclay 
rather than that. of Berg.” 

The Trendelenburg position and the double- 
swallow method had primary importance in diagnosis 
of conditions of the lower esophagus and the fundus. 
Congenital partial thoracic stomach must be dif- 
ferentiated from true hiatus hernia, as the former 
could not be surgically treated. In true herniation, 
to use the expression of Sir Thomas Dunhill, the 
@sophagus “came down and hit the fundus with a 
bump,” and curled round it, entering the cardia at 
the side. For a diagnosis of carcinoma of the cardia 
both the erect and supine views should be used. In 
an early case the delay in the passage of the meal 
through the cardia might be slight, but the radio- 
logist might fail to note the intermittent spurt. In 
a developed case, compression signs might be seen. 
Radiology could also help to determine whether a 
vicious cycle existed in a gastrocolic fistula. Most 
of the cases clinically labelled with this diagnosis 
really owed their symptoms to obstruction. 


Dr. R. S. AITKEN said that during the last year 
he had examined about a hundred stomachs with 
the gastroscope. In a few cases it had shown an ulcer 
which the radiologist had not found, or had shown 
a small area with a yellow slough denoting an imper- 
fectly healed ulcer which gave no radiological appear- 
ance. In the stomach of a middle-aged woman 
which had appeared normal on the screen, he had 
been able to see an obviously irregular, grossly 
lumpy mucosa with an intact surface which had not 
seemed so flexible as it should have been. A month 
later another radioscopic examination had shown an 
obvious filling defect. In another case where there 
had been some suggestion of carcinoma and the 
radiologist had found an irregularity the nature of 
which was obscure high up on the anterior wall, | 
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Dr. Aitken had been able to recognise it as a healed 
ulcer from its small, smooth central area surrounded 
by a distinct star of radiating folds. In a number 
of cases he had seen parastomal gastritis. The colour 
of the membrane in gastritis seemed to vary with 
the distance of the lens from the surface and also 
with fatigue of the eyes. He could recognise con- 
fidently hypertrophic gastritis by the gross mam- 
millation. Minor mammillation was merely an exag- 
geration of the normal appearance and it was difficult 
to know where to draw the line. The appearances of 
atrophy were characteristic and easy to recognise. 
Much information was necessary before these findings 
could be correlated with symptoms. An obstacle to 
advance was the difficulty of examining normal 
stomachs, for many patients found the operation too 
uncomfortable. 


Mr. HERMON TAYLOR showed a gastroscope he had 
designed, the distal end of which could be flexed 
by traction on a wire. He also showed a number of 
gastroscopic pictures, including some representing 
appearances in leather-bottle stomach, where the 
membrane was rigid and not distensible; and in 
early carcinoma of the stomach, where the swellings 
round the crater might be taken for distended rugæ. 
In his view mammillation indicated hyperplasia ; 
in fourteen cases presenting this appearance the test- 
meal gave acid values twice as high as the normal. 
Any peptic ulcer would show signs of healing on 
strict medical treatment, and it was therefore worth 
while to spend three weeks on observation before 
deciding that an ulcer was malignant. 


Mr. HaroLD Epwarps asked to know the indica- 
tions for gastroscopy from the standpoints of research 
and of clinical investigation. The gastroscope had 
great potential value for research but he would depre- 
cate its use uncorroborated by other methods. It 
should be studied by whole-time workers who were 
able also to examine the cases clinically and radio- 
logically, apply the usual laboratory tests, and learn 
to draw what they saw. They should also be present 
at operation. He suggested: as profitable fields for 
investigation cases suspected of a gastric lesion of 
which the radiological evidence was negative ; those 
with a radiologically detectable but undiagnosable 
lesion; patients who developed symptoms after 
operation; and the healing process of an ulcer, 
with a view to establishing an exact criterion of 
healing. 

Mr. E. J. Kine, Ph.D., described the test-meal 
performed at the British Postgraduate Medical School 
with a combination of alcohol and histamine. It did 
not introduce the psychic factor usually associated 
with gruel meals, and did not dilute the pure juice. 
Useful data was obtained from the relation between 
the humoral and the pharmacological types of 
reaction. 


Dr. G. E. VILVANDRE congratulated the gastro- 
scopists on the progress they had made and admitted 
the indispensable help they gave in detecting lesions 
which escaped the radiologist. He preferred the use 
of films to screening in the study of the relief method. 
This method had the drawback that when much 
pressure was exerted upon the stomach by an inex- 
perienced man he might produce an appearance 
something like a filling defect. Sound clinical 
examination must precede the use of all these 
methods. 

Dr. G. W. GoopHarRt doubted whether alcohol 
might not produce in some stomachs an inflammatory 
rather than a physiological result. The important 
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matter in a test-meal was its interpretation. Alcohol 
and histamine would enable the pathologist to 
estimate the amount of acid secreted, but they would 
tell him nothing about the muscular function. For 
this information he must use the gruel meal. 


MEDICAL SOCIETY OF INDIVIDUAL 
PSYCHOLOGY 


AT a meeting of this society on Dec. 9th, with 
Dr. H. C. SQUIRES in the chair, a paper on 


Adler and the Relation of the Sexes 


was read by Dr. O. H. Woopcocx. Adler, he said, 
had often been accused of avoiding the issue on sex, 
but this indictment had little justification except 
that, in his revolt from the tremendous stress laid 
by Freud on sex, Adler had laid more emphasis in 
his writings on the subjects of the ‘ will to power ” 
and “community (or social) feeling.” He taught 
that a person must adjust himself to life along three 
lines—to society, to vocation, and to sex—if a com- 
pletely harmonious personality was to result. The 
biological urge of every living organism was to 
complete development characteristic of its species. 
In his unpublished lecture, ‘‘ Marriage as a Task,” 
Adler described monogamy as the highest sexual goal 
for mankind and regarded it as a constructive task, 
requiring infinite patience and understanding, on 
the part of two people determined to enrich and 
relieve each other’s lives. All sexual relations or 
attitudes other than mating founded on mutual 
affection and thoughtfulness were useless goals, 
fictive and demoralising; the retreats of cowards, 
foolish short-cuts of the lazy, and attempts at domi- 
nation by the cruel and egoistic. A sexual illness 
arose when one person used another only for his or 
her own profit. There should not be dominance on 
either side in the sex relationship of male and female. 
Marriage was the highest expression of social feeling 
in which the ideal aim should be “ to give ” and the 
requirements were exceptional ability to identify 
oneself with the partner. 


Se 


JOINT TUBERCULOSIS COUNCIL.—At the November 
meeting of this council skiagraphic terminology was 
considered and a committee consisting of Drs. G. Jessel 
(convener), James Watt, W. H. Dickinson, G. H. Hebert, 
and W. Burton Wood was appointed to consider and 
report thereon. A memo was presented by Dr. F. J. C. 
Blackmore concerning holidays with pay, and it was 
resolved “that in the considered opinion of this 
council the provision of compulsory holidays with pay 
would be a great forward step toward the promotion of 
public health ”’—a copy of this resolution to be sent to 
the Ministry of Health and to the secretary of the Govern- 
ment committee dealing with the subject. The shortage 
of nurses was discussed and the Infection Committee, 
together with Dr. Lissant Cox, Mr. J. E. H. Roberts, 
Dr. J. B. McDougall, and Dr. F. G. Heaf, were asked to 
prepare and arrange for the submission of evidence to 
the departmental committee investigating the nursing 
services. A memo on the Government’s milk policy was 
presented by Dr. C. O. Hawthorne on behalf of tle Milk 
Committee. After describing the present position the 
memo regretted the delay suggested in enforcing 
pasteurisation orders and criticised the use of the word 
“ accredited.” The object of the memo, which will be 
sent to the Ministries of Health and Agriculture and 
medical Members of Parliament, is to secure the supply of 
safe milk to all consumers. 


1434 THE LANCET] 


Prognosis in Schizophrenia 
and the Factors influencing the Oourse of the Disease. 
By GABRIEL LANGFELDT, M.D. London: Hum- 
phrey Milford, Oxford University Press. 1937. 
Pp. 228. 12s. : 


A GROUP of 100 patients was investigated by Dr. 
Langfeldt seven years or more after they had been 
first diagnosed by Prof. Oskar Vogt of Oslo ‘as 
suffering from schizophrenia; with this group he 
compared another of equal size in which the same 
diagnosis had been made but regarded as doubtful 
at the time. More than half of the monograph 
is devoted to case records and their discussion. 
This is characteristic of Dr. Langfeldt’s approach 
to the problem. His study is essentially in the 
Kraepelinian tradition, though his conceptions of 
schizophrenia are, of course, those of the present 
day. His main conclusions are that the bodily 
constitution is of greater significance in prognosis 
than the mental, though the concurrence of both 
the predisposing forms—i.e., leptosome habitus and 
schizoid temperament—is very unfavourable; also 
that a bad outlook is to be recognised, in the acute 
stage of the illness, by symptoms of projection, 
derealisation, and depersonalisation, with primary 
incomprehensible delusions of persecution and the 
like; “‘ genuine ” catatonia, for which no obvious 
exciting factors can be demonstrated, is also ill- 
omened. It is necessary, however, to note that he 
uses the words ‘ projection,” ‘ derealisation,” and 
“ depersonalisation’’ in a slightly different sense 
from those current here; and readers unfamiliar 
with the idiom of German psychiatry will now and 
then have difficulty with his terminology. He 
contrasts European and American psychiatry, imput- 
ing to the latter a neglect of the distinction between 
what is endogenous and what is reactive. In this, 
and throughout his book, he scarcely does justice to 
‘the inherent difficulties of such an attempt. The 
references are, with two partial exceptions, only to 
work by Scandinavian and German writers. The 
value of the monograph lies more in its method and 
the incidental discussion than in its conclusions. 


\ 


The Business Side of Medical Practice 


By THEODORE WIPRUD, Executive Secretary of the 
Medical Society of Milwaukee County; Lecturer 
in Medical Economics at the Marquette University 
School of Medicine. London: W. B. Saunders 
Company. 1937. Pp. 177. 12s. 


UNLIKE certain villains in recent fiction, doctors in 
fact are only too often deplorable men of business. 
Such, at least, is the opinion of Mr. Wiprud who 
speaks from bitter experience. “Well, I suppose I 
should be interested ” is the devastating reply he 
commonly receives from doctors with whom he tries 
to discuss the business side of their lives. That the 
practitioner should be a good doctor rather than a 
good man of business none would dispute but, in a 
competitive world, is there any reason why he should 
‘not be both? In this book the author attempts to 
show the doctor not only how to put, and keep, his 
financial house in order, but also how to put his 
goods in the shop window. Thus, in addition to 
advising him upon such matters as personal (mone- 
tary) efficiency, office (surgery) management, financial 
and case records, and investments, he tells him how 


REVIEWS AND NOTICES OF BOOKS 


[pEc. 18, 1937 


to behave in court, how to prepare a manuscript, 
how to speak in public, and how to cope with the 
press. There is no question that this is an “ improv- 
ing ” book which deserves to be widely read, but one 
has an uneasy feeling that those for whom it would 
be most useful will not bother to read it or, if they do, 
Min continue, obstinately unimproved, in the same 
old rut. 


Eden’s Manual of Obstetrics 


Eighth edition. Revised by EARDLEY HOLLAND, 
M.D., B.S. Lond., F.R.C.P. Lond., F.R.C.S. Eng., 
F.C.0.G., Obstetric and Gynæcological Surgeon and 
Lecturer on Obstetrics and Gynecology at the 
London Hospital. London: J. and A. Churchill. 
1937. Pp. 765. . 24s. 


THE eighth edition brings a new lease of life to 
this standard work. Hardly a doctor has qualified 
without some acquaintance with “ Eden and Holland,” 
and in this edition the survey of obstetrics is complete, 
balanced, and up to date, including as it does those 
recent advances which having been tested are 
becoming part of current practice. The sections 
on endocrinology and dietetics, on the study of the 
anzmias of pregnancy, on the uses of analgesia and 
anssthesia, and on the bacteriology and chemo- 
therapy of puerperal infection are noteworthy. An 
excellent guide to further reading appears at the end 
of each part of the book, and the index and table of 
contents are detailed. 


A Practice of Orthopedic Surgery 
By T. P. McMurray, M.B., M.Ch., F.R.C.S. Edin., 
Director of Orthopsedic Studies: and Lecturer in 
Orthopeedic Surgery, Liverpool University. London : 
Edward Arnold and Co. 1937. Pp. 471. 21s. 


ONLY a surgeon and teacher of great experience 


could succeed, as Mr. McMurray has done, in the task 
of writing a short book on orthopedic surgery 

As its title implies, it is essentially a practical work 
concerned mainly with diagnosis and treatment, and 
is written in rather a dogmatic manner which leaves 
no possible doubt as to the author’s meanings. In a 
book of this kind it is always possible to pick out a 
statement here, and recommendations there, with 
which other authorities would not agree; but the 
disagreement would be on matters of detail and not 
in principle. 

A student who has mastered the subject matter— 
and this ought not to be difficult, for the book is 
clearly written, easy to handle, and abundantly 
illustrated—will be equipped to take an intelligent 
interest in any orthopedic case in his practice. 


Pediatric Dietetics 


By N. THomas Saxu, M.D., F.A.C.P., F.A.ALP., 
Associate and Lecturer in Diseases of Children, 
New York Post-graduate Medical School, Columbia 
University. London: Henry Kimpton. 1937. 
Pp. 565. 32s. 


ALTHOUGH dietetics has reached a more august 
position in the scientific hierarchy in America than 
in this country, there can surely be little justification 
for many of the diets pontifically laid down for 
almost every’ disease of childhood. Much space 
could have been saved and the practical value of 
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this book immeasurably increased if it had been 
written more critically and carefully, with avoidance 
of needless repetition. The book is hardly likely to 
appeal to many English readers, since although it 
contains many useful food tables and recipes it is 
too pretentious to give great confidence. It has a 
certain value for purposes of reference, since it 
contains much useful information not readily obtain- 
able, and an extensive (if uneven) bibliography. 


Textbook of Gastroscopy 

By NORBERT HENNING, Professor of Medicine in 
the Municipal Hospital, Firth; formerly Privat- 
dozent in the University of Leipzig and Senior 
Assistant in the Medical Clinic. Translated by 
Harotp W. RopceErs, F.R.C.S., St. Bartholomew’s 
Hospital, London. London: Humphrey Milford, 
Oxford University Press. 1937. ' Pp. 86. 7s. 6d. 


It was suggested in THE LANCET a few weeks ago 
that gastroscopy may now be regarded as an estab- 
lished. clinical method, and mention was made inci- 
dentally of the special contribution to its modern 


A REVIEW OF REVIEWS 


A SURVEY in retrospect may remind those seeking 
any work from a general elementary text-book to a 
highly technical monograph of what has recently 
been placed on the market in this country. Official 
publications or reports have been omitted from con- 
sideration, because their inclusion would be misleading 
without reference to important reports printed in 
this and other journals instead of being issued in 
book form. To assess the permanent value of such 
contributions perspective is required, and from no 
insular angle. The following note claims no more 
than to be a classified summary of the books issued 
during the year (or late in 1936) in the English language 
which have seemed to our reviewers most likely to 
interest the medical public. 


ENCYCLOPZDIAS 


The ‘ Practitioner’s Library of Medicine and 
Surgery,” edited by George Blumer and Ira V. 
Hiscock, which emanates from Yale University and 
is designed for the use of American practitioners, 
has now been completed except for a supplementary 
index. Though each volume deals with separate 
subjects, such as diseases of the ear, nose, and throat 
(XI) and preventive medicine and hygiene (XII), 
it is obtainable only in sets of 12 volumes for £30. 
The ‘ British Encyclopedia of Medical Practice ” 
of which Volumes II-VI have been issued during 
the year, can be obtained separately at 35s. a volume, 
but as the arrangement of the articles in this work is 
alphabetical it is less likely that there would be a demand 
for single volumes. ‘This encyclopedia is under 
the general editorship of Sir Humphry Rolleston, 
with the assistance of F Fraser, G. Grey 
Turner, James Young, Sir Leonard Rogers, and 
F. M. R. Walshe, and has most distinguished 
contributors. 


GENERAL MEDICINE 


In a new large “ Textbook of Medicine ”’ (36s.) 
C. P. Emerson has tried to set the clinical behaviour 
of disease in the forefront of his presentation. 
The result is no fundamental departure from 
the common sequence, but rather an unusual 
shifting of emphasis. Another American pro- 


1A few books among those mentioned have not yet been 
reviewed in our columns. 


technique that has come from this country—namely, 
the accessory balloon which was designed concurrently 
by Mr. Hermon Taylor and Mr. H. W. Rodgers, 
and described by the latter in THE LANCET in 1936. 
Mr. Rodgers has now done a further service to English | 
gastroscopists by passing on to them in translation 
Prof. Henning’s admirable little text-book. It is 
too small to challenge comparison with the treatises 
of Schindler and of Gutzeit and Teitge, but it is suc- 
cinct, informative, and nicely illustrated ; it will be 
useful to the beginner in gastroscopy and interesting 
to the onlooker who wants to know briefly what it is 
all about. Translation is a tedious task, and usually 
brings the translator more labour than credit. Mr. 
Rodgers’s version is straightforward and readable, 
as well as following the original closely ; he will be 
forgiven for occasional lapses into awkwardness or 
obscurity, such as “‘ perspective is severe” in the 
legend to one of Henning’s gastroscopic photographs. 
The coloured illustrations are very good. In his own 
preface Mr. Rodgers pays a graceful tribute to the 
author, a physician, whose personal interest and 
friendliness has been of great help to many of those 
now using the gastroscope in this country. 


fessor, W. R. Houston, in “The Art of Treat- 
ment ’’? (21s.) joins those who criticise the medical 
schools for paying too little deliberate attention to the 
teaching of treatment. He writes discursively, with 
a certain conscious brightness, but the plea that 
treatment needs to be thought about more thoroughly 
and more honestly is undoubtedly sound. R. H. 
Major and D. C. Sutton have both written books 
entitled ‘‘ Physical Diagnosis ” priced at 21s. The 
former will interest practitioners, but its length and 
historical approach are disadvantages from the 
student’s point of view ; the latter has some remark- 
ably good radiograms among other features which 
make it easy for the novice to follow. A ‘‘ Vade 
Mecum of Medical Treatment ” by W. Gordon Sears 
(10s. 6d.) provides excellent summaries of accepted 
modern procedure in this country. The prescriptions 
given are for the most part models of rational therapy. 
The contributors to the third and final volume of 
the series on ‘‘ Modern Treatment in General Practice,”’ 
edited by C. P. G. Wakeley (10s. 6d.), found it essential 
to deal as much with diagnostic methods as with 
treatment proper,and the articles are none the worse 
for that. The busy practitioner will find light and 
profitable reading also in ‘‘ Medical Diagnosis: 
Some Clinical Aspects ” (10s. 6d.) by S. Levy Simpson, 
while one who has not much experience will welcome 
hints from Vincent Norman, who has embodied 
the ‘‘ Essentials of Modern Medical Treatment ” 
(10s. 6d.) in a convenient volume, though he is a 
little less than modern in his faith in certain 
remedies. A bold new voice is raised by A. T. Todd 
in a sweeping condemnation of traditional thera- 
peutics called ‘‘ Treatment of Some Chronic and 
‘Incurable’ Diseases” (10s.). The suggestion 
is maintained throughout the book that patients 
treated on the lines described in terse, downright and 
persuasive style by the author, will fare better than 
those in the hands of the average physician; the 
book leaves us unconvinced though it shows much 
ability and much enthusiasm. 

Intermediate between new books and new editions 
comes the monumental ‘‘ Nelson’s New Loose- 
Leaf Medicine” (£29 for eight volumes), edited by 
W. W. Herrick, which is kept evergreen by replace- 
ments and has been reissued this year in more 
convenient covers. Of the new editions Price (36s.) is 
a tried favourite, growing more and more popular ; 
Savill’s system (36s.) will keep its friends and make 
new ones. J. J. Conybeare and G. E. Beaumont 
have brought up to date.books on general medicine 
(at 21s. each) which may have been given a start 
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by loyal students respectively of Guy’s and the Middle- 
sex, but are now established on their merits. Sir 


Walter Langdon-Brown and Reginald Hilton bring’ 


physiological principles in treatment (10s. 6d.) 
to the bedside, mobilising especially the physiologist’s 
more recent contributions to medicine. Charles 
Newman now includes a very useful chapter on 
sudden insanity among medical emergencies (8s. 6d.), 
and Robert MHutchison’s little trilogy on the 
fundamental principles of clinical medicine (3s. 6d.) 
is well worth re-reading. 


GENERAL SURGERY 


Nelson’s New Loose-Leaf Surgery, edited by 
Allen O. Whipple, offers an immense advantage in 
return for the high initial cost of £32 for the set of 
eight volumes. The investment will yield good 
interest in the form of constant renewal of parts as 
they become obsolete ; the last ten years has shown 
that reliance can be placed on the periodical arrival 
of excellently revised versions. 

Those who undertake the care of surgical patients 
should not neglect to study ‘‘ Preoperative and Post- 
operative Treatment ” (25s.) by R. L. Mason. Of 
the new editions of popular students’ text-books 
Romanis and Mitchiner (28s.) is a large work for 
the undergraduate to master but it is easy to read 
and remarkably complete. Rose and Carless (30s.) has 
undergone fissure into two convenient volumes. 
H. S. Souttar has been industrious in preparing new 
editions both of his fine Art of Surgery (30s.) and of 
the little book (7s. 6d.) which is designed for the 
pocket of the surgeon but is more likely to be carried 
about by the undergraduate. Frederick Christopher 
gives to the term minor surgery (42s.) a wide mean- 
ing. His delight in discovering, trying, and making 
known to others devices that contribute to the 
success of an operation or the comfort of the patient 
is evident on every page. Those who want merely 
a descriptive catalogue of the important steps of 
operations will find J. S. Horsley’s work (63s.) accurate 
and beautifully illustrated ; much more guidance on 
the choice of methods in operative surgery (21s.) is 
given by Alexander Miles and Sir David Wilkie. 


OBSTETRICS AND GYNZCOLOGY 


The widespread idea that the maternal mortality- 
rate could be improved by the better education 
of doctors in midwifery seems to have stimulated 
a number of obstetricians, singly or in groups, to 
offer to others the benefit of their experience. 
Gibbon FitzGibbon’s ‘‘ Obstetrics” (168.) deals 
adequately with what may be termed the mechanical 
side of the subject, ignoring social and psychological 
aspects. E. A. Schumann has produced a ‘ Text- 
book of Obstetrics”? (27s. 6d.) which is read- 
able, instructive, and beautifully illustrated. 
Paul Titus reflects the mature outlook of an 
experienced American obstetrician in his ‘‘ Manage- 
ment of Obstetric Difficulties ’? (36s.). ‘‘ The Queen 
Charlotte’s Textbook” (18s.), on the other hand, 
is a faithful exposition of English obstetric practice, 
though its fourth edition was published too early to 
include the result of research on the sulphanilamides 
that has brought credit to this famous hospital. 
The eighth edition of Eden and Holland’s manual 
of obstetrics (24s.) is noticed on another page. 
R. W. Johnstone gives sound, if rather dogmatic 
teaching under the same title in the ninth edition 
of his text-book (18s8.). The Glasgow school is 
well represented by its leader, J. M. Munro 
Kerr, who has enlisted the assistance of Donald 
McIntyre and D. Fyffe Anderson and has altered the 
title of his big book to ‘‘ Operative Obstetrics ” 
(458.). This work has historical as well as educational 
value. The authors never give advice without 
explaining why, and their considered judgment on 
controversial questions provides one of the most 
valuable features of this work. Wilfred Shaw 
published a work on gynsecology in 1936 that achieved 
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instant success and has already deservedly reached a 
second edition (18s.). 

Of the more condensed books, Aleck Bourne’s popular 
synopsis (15s.) provides subject matter that is sound 
and clear and full, the omissions being negligible. 
The so-called synopsis of gynecology (12s. 6d.) 
by H. S. Crossen and R. J. Crossen is slender not 
because it is written in tabular form, but because 
of its small print and close spacing. F. J. Browne 
gives sound advice on antenatal and postnatal care 
(188.); chapters on educational, emotional, and 


dietetic aspects of pregnancy are now included and 


the book should attract many new readers. 


PATHOLOGY AND BACTERIOLOGY 


No large new text-book has come out this year. 
Keith Thompson has helped the student by producing 
under the title ‘‘ Elementary Pathology: An Intro- 
duction to the Process of Disease ’’ (10s. 6d.) what is 
virtually an ideal set of lecture notes. Among 
specialised monographs a very complete treatise on 
‘*Paget’s Disease of the Nipple” (36s.) has been 
written by Keith Inglis. W. G. MacCallum’s text- 
book of pathology, now in its sixth edition (42a.), 
is arranged on an etiological classification and not 
on the conventional system of organ headings. 
Joan Ross has rewritten the section on renal di 
and made other changes in her little book on post- 
mortem appearances (7s. 6d.) which has now 
established itself as a student’s guide. 

R. W. Fairbrother in a ‘ Text-book of Medical 
Bacteriology ” (15s.) has produced a clear, up-to-date 
and readable account of fhose parts of the subject 
on which questions are asked at qualifying examina- 
tions. Those who want a conspectus of general 
rather than medical bacteriology will find it in “ A 
Text-book of Bacteriology and its Applications ” 
(15s.) by Curtis M. Hilliard, and in an interesting 
and accurate book on ‘‘ Fundamentals of Bacterio- 
logy ” (14s.) by Martin Frobisher. Muir’s fine 
bacteriological atlas (15s.) has been enlarged and the 
text rewritten by C. E. van Rooyen. 


PZEDIATRICS 


An increased demand for books on diseases of 
children may well follow the institution of a diploma 
in the subject by the Royal College of Physicians of 
London; there are plenty of good ones to choose 
from, Wilfrid Sheldon has produced ‘“ Diseases 
of Infancy and Childhood ” (218.), after a period of 
over nine years’ gestation,on a plan that will make 
it a useful weapon for the defeat of examiners. In 
view of the high neonatal mortality Abraham Tow’s 
wise and comprehensive book on ‘*‘ Diseases of the 
Newborn ” (27s. 6d.) should attract obstetricians 
as well as pediatricians and. general practitioners. 
Of the new editions Donald Paterson’s book on 
sick children (12s. 6d.) retains its essentially clinical 
character. Bruce Williamson’s handbook (10s. 6d.) 
is a useful first introduction and makes no claim to 
be more. Sir Lancelot Barrington-Ward shows a 
broad outlook on the abdominal surgery of children 
(25s.) which will make an appeal not confined to 

eons. ‘‘ Birch’s Management” (Rs.7/8), now a 
tome of 377 pages edited by E. H. Vere Hodge, has 
managed to retain much of the original character of 
the small privately printed pamphlet first issued 
in 1844 and will continue to prove a standby to 
practitioners as well as parents and nurses in the 
tropics. F. M. B. Allen’s contribution to the Aids 
series (4s. 6d.) is clearly and sensibly written and 
avoids most of the faults of manner and matter 
common to very small books. 

Besides more or less general books on pediatrics 
highly specialised ones are now appearing—for 
example, ‘‘ Pediatric Urology ” (63s.) by M. F. 
Campbell and J. L. John and “ Diseases of the 
Nervous System in Infancy, Childhood, and Adoles- 
cence ” (38s.) by F. R. Ford. 

(To be concluded) 
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DYSENTERY IN GREAT BRITAIN 


Durme the past few weeks, the last of which 
contained a welcome day upon which no new case 
of typhoid was notified, attention has been so 
firmly focused upon the recurrence of this infec- 
tion that a coincident, widespread distribution of 
another has passed relatively unnoticed. Some 
relevant figures are given on p. 1462. Judging 
from the experience of the majority of clinical 
laboratories, dysentery has shown quite excep- 
tional prevalence this autumn and it is of some 
interest to note certain tendencies which, though 
they need final proof from official records, are 
sufficiently striking to the bacteriologist. The 
first point concerns the origin of these Sonne 
infections. Their recognition is certainly not as 
recent as is popularly believed, for the observer 
after whom the strain is named described its 
endemic occurrence in Denmark twenty-two years 
ago and since that time it has been identified and 
found to be quite common throughout the European 
continent, in the United States and Canada, in 
Japan and many other countries. In fact the 
general conclusion as regards the majority of these 
lands is that as a cause of endemic and institutional 
dysentery, the Sonne bacillus is as common as the 
Flexner. Moreover Sonne dysentery abroad 
does occur in epidemic form and it is doubtful 
whether on these occasions it is justifiable to say 
that Sonne is always clinically less severe than 
Flexner dysentery. Several foreign outbreaks of 
highly toxic Sonne infection have been described. 
In Great Britain, it is true, all records imply that 
the epidemic form is met with almost entirely in 
asylums, children’s hospitals, nurses’ homes, and 
schools, that is to say in circumstances particularly 
favourable for minor outbreaks of an endemic 
disease. But is that quite true of the present 
situation ? At the end of the past summer, when 
people were returning in large numbers from 
holidays abroad, it was not an uncommon experi- 
ence to examine bacteriologically patients develop- 
ing, shortly after arrival, dysentery of moderate 
severity with blood-streaked, purulent stools. In 
a high percentage of cases the Sonne bacillus was 
isolated. Therefore, although it may safely be 
said that this infection is endemic in Great Britain, 
it is equally certain that, with the growing popu- 
larity of foreign travel, importation of the pre- 
sumably more toxic continental Sonne strains 
must steadily increase. Since mild and atypical 
cases of the disease are so common and yet all tend 
temporarily to excrete the bacilli in considerable 
numbers, entry of fresh infections into Great 
Britain will occur in face of any ordinary safe- 
guards. 
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That there has been some fresh introduction of 
this type is suggested, though of course not proved, 
by the increased number of Sonne infections met 
with during the past two months. They have 
arisen particularly in the eastern and south-eastern 
districts, and often among adults who have no 
connexion whatever with institutional life. Clinicians 
have come to associate this form of dysentery, 
except in its closed institutional form, almost 
entirely with children. Recently, although the 
infantile cases still predominate, there seems to 
have been a decided change in both place and age 
distributions as well as the increased prevalence. 
If, as seems likely, these tendencies continue from 
year to year, there is no doubt that in all forms of 
medical practice more attention must habitually 
be given to the bacteriology of even relatively 
mild diarrhceal diseases. Both laboratory and 
clinical experience show the mild case to be as 
infective as the severe, particularly during the 
first days of the attack. In the early stages, feecal 
plate cultures may show Sonne colonies out- 
numbering those of the usual fecal organisms by 
five to one or more. Thereafter, fortunately, it is 
usual for their number rapidly to decrease and 
within ten to fourteen days they have disappeared, 
prolonged carrying being rare. But this early high 
infectivity of the stools not only accounts for the 
extremely rapid spread under institutional or 
family conditions but clearly points to the neces- 
sity for early bacteriological stool examination. 
The causes of acute diarrhoea are so many, the 
majority being non-infective, that in the past the 
chances of any particular case being true, highly 
infective para-dysentery, as it was at one time 
called, were very small. To-day the situation is 
changed. The very mildness of these infections 
has always been a prime factor in their distri- 
bution and, judging from recent experiences, 
their high infectivity associated with the liability 
for the occasional severe case to arise is still not 
always appreciated. Fortunately, in contrast with 
the typhoid infections, there is free feecal excretion 
of the infecting bacilli in the earliest stages of the 
disease and the serology as represented by agglu- 
tination reactions is already sufficiently standard- 
ised to allow of very rapid bacteriological diag- 
nosis. In these circumstances there is no reason 
why an increasing majority of cases should not be 
quickly brought under the necessary control or 
why, by virtue of more accurate notification, the 
official records of the less well-known types of 
bacillary dysentery should not become more 
representative of the true state of affairs in Great 
Britain. 


HEALTH SERVICES AND THE PRACTITIONER 


WHEN the public health movement started early 
last century the, incentive arose from a combina- 
tion of the business sense and intellectual detach- 
ment derived from the eighteenth century and of 
the humanitarian sentiment which came with the 
romantic age in literature. So we find intellectual 
radicals like BENTHAM and CHADWICK and writers 
like CHARLES KINGSLEY each in his own way 
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fighting the battle against social and physical 
degradation before Smuvon, Farr, SNow, WAKLEY, 
and other medical men had begun to give precision 
to its strategy. They were concerned about the 
reaction of the human being to his surroundings, 
at work, at home, and in his meagre hours of 
leisure. Public health was not merely an affair of 
preventive and curative medicine, much less a 
field for specialism. The workers had conditions 
not far from slavery, their homes were ramshackle, 
foul, and overcrowded, their excrement polluted 
the land they dwelt on and the water they drank, 
and if they had time for healthy amusement they 
had no place to enjoy it. This mood is reflected 
in early public health legislation which did not 
merely deal with sanitation, housing, the establish- 
ment of hospitals and mortuaries, and.the pro- 
tection of foods, but ranged over the state of the 
streets, the line of buildings, public lighting, 
pleasure grounds, baths and wash-houses, licensing 
of vehicles, and the machinery of local govern- 
ment. With the subsequent growth of those public 
health services this wide view of the field of health 
has been partially blocked by the serried structures 
of cure and prophylaxis. Services—voluntary, 
statutory, or hybrid—have grown up without 
relation to one another and without a very clear 
conception of the object to which all are tending. 
It would indeed be hard for any one person to say 
what are the health services of the present day and 
what they are doing. But interest is reawakening 
in the factors which precede ill health, and the 
time is ripe for an investigation such as that under- 
taken by a group of about a hundred voluntary 
workers calling themselves P.E.P. (Political and 
Economic Planning), whose report? resembles a 
publication by one of the American foundations 
rather than anything which has recently appeared 
in this country. | 

In answering their first question, ‘‘ what are the 
health services?” the investigators recognise 
that inclusion of all forms of human activity that 
are or might be used to promote health would be 
unmanageable ; but throughout the report they 
adduce reasons for widening the concept of the 
health services. They are chiefly concerned, how- 
ever, about the lack of cohesion of the bodies 
undertaking some part of the promotion and 
maintenante of health, and in this respect they 
agree with the findings of less independent inquiries. 
Those who have read the Report on Scottish Health 
Services published last year will find that the 
present investigation, which began long before the 
Scottish report was issued, has a somewhat similar 
scope. It refers in fact to the whole of Great 
Britain, and in stating that their survey has achieved 
something which has never been done before, 
P.E.P. are not pitching their claim too high. 
The main conclusions, though not new, are freshly 
expressed—perhaps with greater frankness than 
is possible for commissions and committees set 
up by governments. The writers point out that 
though theresearch worker is now generally accepted 
as a contributor to health improvement, it is not 


1 Report on the British Health Services. By P.E.P. 1937. 
Pp. 414. 16, Queen Anne’s-gate, London, S.W.1, or through 
booksellers. Cloth, 10s. 6d.; paper boards, 7s. 6d. 
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generally recognised that the journalist or public 
relations officer or film producer is equally a possible 
and essential health worker. Every agency should 
be enlisted to help in promoting good health, and 
so relieve the health services proper of congestion, 
overwork, and poverty.. On the professional side, 
only the general practitioner can keep track of the 
resources of the health services on the one hand, 
and the peculiarities and needs of the individual 
consumer of health services on the other. The 
services should therefore be built round him. He 
should be regarded as the specialist in diagnosis, 
and the present-day tendency to derogate from 
his position by cultivating statutory, voluntary, 
and private specialisms, to which the public have 
direct access, should be reversed. If he is to fill 
his rôle properly, better selection, training, and 
equipment are required; but nowadays, as the 
report says, the student who has been well and 
expensively taught to use modern equipment, to 
know the resources of medicine, and to exercise 
judgment as between patient and specialist, is 
launched into a system which too often does not 
permit him to do his job properly. An extension 
of “group practice,’ from suitably constructed | 
and equipped premises, would be one solution ; 
but there must be closer understanding with the 
organised services with which his work is neces- 
sarily associated. An essential condition of the 
reforms desired is an improvement in the medical 
service now afforded under National Health Insur- 
ance, which should extend to dependants and to 
others of the same social status not now insured, 
and should include consultant and specialist 
(including laboratory) provision. The cost, accord- 
ing to the report, should be met equally by increased 


weekly contributions by insured persons, amount- 


ing to roughly 3d. per week, and by State sub- 
vention. With such an organised service and the 
development of the contributory system for insti- 
tutional treatment, it would be possible to build 
up a coherent service of the type now given in 
Swindon, through the G.W.R. Medical Fund 
Society, and at Llanelly. Central, properly 
equipped dispensaries, which might be associated 
with hospitals, would afford opportunity for better 
service to the public and for the essential com- 
munion of private general practitioners, con- 
sultants, and ancillary professional groups, such as 
dentists, nurses, and masseurs. Insurance com- 
mittees should be abolished and local government 
areas should be revised and, for some purposes, 
regionalised. 

Some such means must be found of codrdinating 
the agencies for attacking disease and disability. 
Besides their heterogeneity, a fundamental defect 
of the existing system is that it is preoccupied with 
manifest disease and is not sufficiently interested 
in studying the nature of health and the means 
of promoting and maintaining it. Education in 
health should be an organic part of the teaching 
of the science of life and an essential element in 
general education. The cost of ill health can 
hardly be estimated; the value of work lost 
yearly through sickness is estimated at £100 
millions and the cost of treatment and maintenance 
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at £183 millions. It seems likely that savings on 
these counts would more than balance the added 
cost of a sane, comprehensive, and sustained effort 
to promote health and organise the prevention and 
treatment of disease. Finally, this type of survey 
should be carried out, much more thoroughly, as 
an essential and continuous function of government. 


DOES THE NEURONE EXIST? 


ONE of the most notable anatomical contri- 
butions to our understanding of the structure and 
function of the body is the neurone theory. The 
whole nervous system, central and peripheral, 
cerebro-spinal and autonomic, is composed of 
neurones strung together end to end in linear series. 
The neurone whose termination stretches out to 
the periphery and acts as a receptor is the afferent 
neurone, and conversely the neurone whose ter- 
mination excites the muscle-fibres and glands is 
the efferent neurone. Intercalated between these 
two are one or more other neurones. Thus a 
central nervous system is nothing more than a 
series of neurones interposed between the first 
afferent and the final efferent neurone. The more 
numerous the interposed neurones the greater 
are the possibilities of association and correlation, 
the more extensive may be the activity in the 
central nervous system, the more numerous are 
the possibilities for delay, shunting, and inhibition. 
Each neurone is an embryological unit, being noth- 
ing other than a nerve-cell and all its processes : 
it is also a trophic unit; for injuries, atrophies, 
and disease processes operate upon one or more 
neurones but not upon fractions of neurones. 
The laws of regeneration—the Wallerian law which 
describes what happens to the neurone distal to 
the cell, and the van Gehuchten law of retrograde 
chromatolysis which describes what happens to the 
cell itself—are not only consistent with but actu- 
ally support the neurone theory very strongly. 
Between the neurones is the place of apposition 
. called the synapse, and much has been learnt 
about its physiological properties from the work of 
SHERRINGTON—to whom indeed we owe the term 
and the idea it connotes. The structural nature 
of the synapse has so far presented to the anatomist 
a difficult problem. Casar with his colleagues 
has endeavoured to establish the anatomical basis 
of the synapse, and in fact the whole neurone 
conception seems to be implicit even in his earliest 
work. Nevertheless it is a weakness of the neurone 
theory that we cannot define the synapse pre- 
cisely in anatomical terms. 

This sketch of the common ideas about neurones 
is introduced because at the moment a number of 
histologists—BorKE, STÖHR, LAWRENTJEW, RIESER, 
and others including Hayasut'—assert that the 
neurone theory is no longer tenable, at any rate 
in the sympathetic nervous system, or as HAYASHI 
would say, in all the autonomic nervous system 
including the parasympathetic division. This 
group of histologists, though differing on detail 


among themselves, maintains that in the sympa- 


thetic nervous system the nerve-fibres, instead of 


1 Mikroskopische. Studien zur Innervation der Lunge. 
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forming endings, pass into a periterminal network 
or sympathetic ground plexus in which a complete 
anastomosing network is set up. This periterminal 
network is to be found everywhere: Hayasat 
finds it in the adventitia of the bronchi, amongst 
the musculature of the bronchi, about the alveoli, 
about the arterioles and capillaries, beneath the 
visceral pleura. Moreover beyond the periterminal 
network or sympathetic ground plexus there is 
said to be a further anastomosing network which 
leads on into the interior of the cells themselves. 
This is called the terminal reticulum and is a very 
fine mesh of continuous delicate fibres. It embraces 
all fat cells, connective tissue cells, unstriped 
muscle-fibres, and epithelial cells. In the peri- 
terminal reticulum ganglion cells may be included : 
they have been described in the lung by Hayasm, 
and in the gut Casar’s interstitial cells, usually 
regarded as connective tissue cells, are now ascer- 
tained to be nerve-cells. These nerve-cells by 
their processes enter into an anastomosing network 
which is again continuous with the periterminal 
network and terminal reticulum. Indeed an 
anastomosing network of.the processes of nerve- 
cells is regarded as the primordium of all nervous 
systems. Clearly if this all-pervasive network 
does exist—and it does not matter how one sub- 
divides it—then our conceptions must be revised. 
The work of English physiologists, GASKELL, 
LANGLEY, and ANDERSON, established our existing 
knowledge of the sympathetic nervous system. 
They used experimental, histological, and pharma- 


‘cological methods. Until the present attack their 


ideas have not only persisted but have been used 
in fruitful ways. Now we are told that they are 
fantastic, old fashioned, and useless. 

Since the matter is of some importance we are 
bound to scrutinise the evidence. It is obvious 
from going through the papers that the observa- 
tions have been made almost entirely on material 
prepared by the silver method. CAJAL, who did 
so much to make these silver methods more ser- 
viceable, did not support the above views. And 
many others using the same method do not believe 
that the periterminal network and terminal reti- 
culum are nervous elements at all. Even among 
the anti-neurone group there are some who accept 
the periterminal network as being neural but say 
that the terminal reticulum is an artefact—a pre- 
cipitation product perhaps due to using too strong 
formalin for fixation. There is no doubt really 
that the whole microscopic appearance of a pre- 
paration can be changed by altering the times of 
development used in these photographic silver 
staining processes. Some who have worked on 
this problem have insisted that fibres stained with 
silver should present a sort of uniform morpho- 
logy—viz., they should be traceable back to 
parent stems and nerve bundles, that they should 
present a uniform impregnation, have a black 
wavy appearance, and proceed by dichotomous 
branching into the vicinity of some more or less 
suitable structure, such as muscle or epithelium. 
Though the opponents of the neurone theory may 
say this is special pleading, it is nevertheless true 
that nerves do so behave and that no one is in 
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doubt about recognising them. On the other hand 
these nets and reticula are so unpredictable that 
even thase who think them nerves do not agree 
amongst themselves. Again, since this system is 
in no trophic relation to parent fibres and cells in 
the accepted way, degeneration and regeneration 
experiments cannot be used to decide whether it is 
nervous or not. BoEKE believes it to be of sym- 
pathetic origin, but itis not certain from his writings 
whether or not he thinks that it degenerates 
after removal of more central sympathetic elements 


such as the ganglia of origin. These authors - 


do not accept the opinion generally held, in 
this country at any rate, that in the limbs the 
sympathetic fibres run in the peripheral nerves. 
Hayasar’s article, which is the occasion of the 
above remarks, depends for its interest and value 
on its demonstration of the periterminal network 
and terminal reticulum as real interconnected 
parts of the peripheral nervous system in the 
lungs. This would mean the existence of a 
nervous system there without endings—a system 
without receptors and effectors which would 
defy every elementary consideration hitherto 
attaching to the structure and function of a nervous 
system. The evidence for the interpretation as 
nerves of these recent observations upon anasto- 
mosing cells and fibres is by no means adequate. 


PEPTIC ULCER AND TEMPERAMENTAL 
STATES 


CONFIRMATION of the diagnosis of gastric ulcer 
has of recent years brought with it a régime of 
graduated diet and rest which is rigidly enforced 
until clinical, pathological, and radiological records 
show that the ulcer is healed. Thereafter the chief 
warning given to the patient has been concerned 
with the need of a temporary reversion, at the 
first hint of discomfort, to the physical measures 
adopted at the acute stage. This advice has been 
coupled with instructions aimed at the permanent 
avoidance of certain stimulating foods, and as 
far as possible of bodily fatigue, with certain detailed 
recommendations designed to mitigate the effects 
of an occasional breach of these rules. Seldom 
has the management of the patient been tempered 
by a realisation that perhaps the very anxiety to 
follow the advice—e.g., the financial strain involved 
in paying for a diet consisting largely of 
cream and milk, butter, eggs, and fish—may 
defeat the object for which the diet has been 
imposed. 

À new orientation was given to the care of 
gastric ulcer last week by Dr. DANIEL Davies and 
Dr. A. T. M. Watson who defined in our columns 
not only the bodily and mental characteristics of 
the potential sufferer, but examined in detail the 
causes that have precipitated ulceration in a group 
of susceptibles. The aphorism that gastric ulcer 
tends to afflict those who drive vehicles, those 
who drive others, and those who drive themselves, 
is confirmed and amplified, in respect to the last 
group, by an analysis of the kind of anxiety that 
brings on an attack. This analysis is the outcome 
of a systematic investigation into the particular 
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stresses—financial, domestic, or personal—asso- 
ciated with the onset of dyspepsia and the appear- 
ance of a demonstrable ulcer crater, or its recur- 
rence after healing, in a group of more than 200 
cases. The results, which were controlled by a 
parallel investigation into the stresses of hernia 
patients, demonstrated in statistical form that 
there is, in ulcer patients, a characteristic make-up 
correlated with a predisposition to that disorder ; 
the hernia patients onthe other hand, when assessed 
according to the standards set up by Mutuals 
CULPIN and May Smirg in their work for the 
Industrial Health Research Board, showed a dis- 
tribution of character traits and symptoms similar 
to that in the general population. Of the ulcer 
patients 78 per cent. had symptoms of emotional 
stress (judged, we assume, apart from current 
difficulties) as compared with 15 per cent. in the 
hernia group, and a more specific classification 
showed that 58 per cent. of the ulcer group, but 
only 14 per cent. of the hernias, were of a make-up 
marked by “an urgent, anxious, and compulsive 
quality in their activity.” : 

CULPIN, writing on the psychological state of 
peptic ulcer patients in the Clinical Supplement 
of the current London Hospital Gazette, describes 
this reaction type more fully and notes that it is 
established early in life. In the same journal 
Esse C. Horr gives results of animal experiments 
which point to the conclusion that instability 
of the balance between sympathetic and para- 
sympathetic nervous systems may form a part of 
a constitutional predisposition towards ulcer, and 
he suggests that in the presence of such a predisposi- 
tion unusual “ nervous ” strain may lead to ulcers. 
Whether or not this instability might arise from 
the continued state of emotional tension in which 
the anxious self-driver lives, it is easy to believe 
that his make-up involves a predisposition to peptic 
ulcer and that external stress acts as a potent 
precipitating factor. Daves and WmSon com- 
ment on his strange failure to recognise the relation 
of external stress to his dyspepsia ; he is typically 
reticent, and does not wish to unfold his difficulties. 
The suggestion that this very tendency may be 
the factor in his make-up which damages his 
physical well-being is a possibility well in accord- 
ance with psychotherapeutic teaching. His quali- 
ties, so different from those commonly seen in 
patients whose emoticnal difficulties are converted 
into physical symptoms, have perhaps helped to 
obscure the clinical facts. It is probable that 
lesions of the gastric mucosa develop from time 
to time in many if not in most healthy people and 
heal rapidly without causing symptoms. A watch- 
ful family doctor may henceforward be able to 
recognise in advance the character traits of patients 
in whom such lesions are likely to progress when- 
ever they occur and to give such guidance as will 
at least diminish their incidence. 


POPLAR HOSPITAL FOR ACCIDENTS.—At a dinner 


recently given at the Savoy Hote! in aid of this hospital 


subscriptions amounting to £7793 were received. The 
hospital last year dealt with nearly 33,000 cases, and there 
were more than 155,000 out-patient attendances, 
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ANNOTATIONS 


THE KING AND PREVENTIVE MEDICINE 


THE appointment of six practitioners of preventive 
medicine to be honorary physicians to the King is a 
conspicuous honour to the public health services. 
The official announcement states that the recipients 
of this distinction will be drawn “‘ from the members 
of the medical profession engaged in public health 
work, both in central and local government,” and 
that appointments will be made for three years. In 
future, therefore, the leaders of preventive medicine 
will have the same royal recognition as has long been 
extended to clinical consultants and senior medical 
officers in His Majesty’s Forces. The decision is one 
that strikes the imagination, and its rightness is 
unquestionable. There has been a feeling that the 
men who have built up our health administration, 
so widely copied by other countries, have too often 
been overlooked when honours were accorded to the 
profession. By his present action the King assures 
a continuance of recognition for outstanding services 
by the health officers of central and local authorities. 

The initial selection of these honorary physicians 
establishes the type of services to be rewarded. 
Sir Arthur MacNalty represents central administra- 
tion, Sir Edward Mellanby research, Dr. J. C. Bridge 
industrial hygiene, and Dr. J. H. Hebb the ameliorative 
services of the Ministry of Pensions; while those 
responsible for local health administration are worthily 
represented by Sir Frederick Menzies, medical officer 
of health for the county of London, and Dr. A. S. M. 
Macgregor, medical officer of health for Glasgow. 
To those receiving the honour, and to the public 
health services as a whole, we offer congratulations. 


TUBERCULOSIS OF THE SPLEEN 


SPLENIC tuberculosis occurring as a clinical entity— 
apart from involvement of the spleen in generalised 
tuberculosis—appears to be very rare. The older 
writers who saw more tuberculosis than we do have 
very little to say about it. Matthew Baillie describes 
one case of tuberculous abscess in the spleen, but 


Rokitansky, despite his vast experience in the post- . 


mortem rooms of Vienna, is silent on the subject. 
Modern text-books have little to add. Winternitz ! 
records 51 instances of extensive tuberculosis of the 
spleen without marked disease of the other organs, 
but he notes only 1 in which the spleen was alone 
affected. Situated as it is in a strategic position in 
the circulation, this organ probably receives tubercle 
bacilli frequently but it evidently has considerable 
powers of dealing with them, and some years ago 
a splenic extract was put on the market as a cure for 
tuberculosis (though it had a very short and limited 
publicity) on the assumption that such an extract 
would have protective properties. 

Krause has shown that when tubercle bacilli are 
inoculated subcutaneously in the guinea-pig they 
may appear in the spleen as early as four days after- 
wards, and there is a general tendency nowadays to 
believe that the bacillus when it gains entrance to the 
body of man reaches the blood stream early. Why 
then does the spleen show relatively little involvement 
even in the late stages of the disease? It.,is not 
common to find it affected even in fatal cases of 
pulmonary tuberculosis. This viscus is unlikely to 
be the site of a Ghon focus. Such a lesion is generally 


TE p eat by E. H. Pool and R. G. Stillman, Nelson’s Loose- 
iving Surgery, New York, vol. v, p. 363. 


situated at or near a portal of entry and the organ 
will only receive bacilli when the barriers of defence 
between the primary focus and the blood stream have 
been penetrated. The two instances of tuberculosis 
of the spleen recorded in our present issue by Dr. 
Pether are presumably examples of this happening, 
the primary focus in each case being situated in the 
fibrotic lesions of the lungs. On similar lines a record 
of multiple calcifications of the spleen with healed 
tuberculosis of the lungs occurring in a case of 
bronchial carcinoma has just been published by 
Moorman,? who gives a short bibliography of the 
subject. 

Apart from splenic involvement in generalised 
tuberculosis therefore the spleen may show the 
following tuberculous lesions: (1) fibrosis and scarr- 
ing ; (2) calcification, often with multiple nodules ; (3) 
discrete generally rounded foci probably analogous 
to the discrete circular foci of other organs and 
recently described by the German pathologists in the 
lungs ; and (4) tuberculous abscess resulting from (3). 
Most writers are agreed that all these forms of the 
disease are rare and the inference appears to be that 
the spleen has the same effective powers of dealing 
with the tubercle bacillus that it has with other 
organisms. 


‘ANXIETY AND THE CIRCULATION 


THE somatic disturbances of function that can be 
detected in mental disorder are of importance not 
only to the psychiatrist but, on practical grounds, 
to the general physician also. Thus it is not always 
easy to distinguish the many-named circulatory 
disturbances that may accompany morbid anxiety— 
effort syndrome, irritable heart, pseudo-angina, 
angina innocens, neurocirculatory asthenia—from 
those of organic disease of the heart or hypertension. 
The presence of “conflicts”? and other possible 
psychogenic causes of anxiety proves nothing as to 
the diagnosis since, if duly searched for, they can be 
found in anyone; quantitative somatic data are what 
is needed in doubtful cases. A number of precise 
observations in this field have been made of late. 
A contribution by White and Gildea è deals with the 
variations in the pulse-rate, as measured by a ‘‘cardio- 
chronograph,” an instrument ingeniously adapted 
from the cardiotachometer of Boas. The subjects 
were observed at rest, during a minimal emotional 
stimulus (threat of discomfort), and during immersion 
of one hand for a minute in ice-cold water. The latter 
procedure was suggested to the authors by the work 
of Hines and Brown ‘ on the response of the blood 
pressure to such a physiological stimulus. The 
intervals between individual heart-beats as well as 
the average heart-rate were recorded ; blood pressure 
readings were also taken. The subjects who were 
prone to show anxiety symptoms had higher initial 
heart-rates, and the rates increased more during 
stimulation than did those of normal or psychotic 
persons free from anxiety. In many of the anxious 
patients the pulse-rates taken in the ordinary way 
in the ward had shown nothing remarkable, and 
White and Gildea conclude that the cardio-chrono- 
graph gives a measure of the amount of anxiety and 
its circulatory effects that cannot be obtained by 
the usual psychiatric methods. In a small group of 


2 Moorman, L. J. A mer. J. Tuberc. September, 1937, p37 
3 White, B. V., d Gildea, E. F., Arch. Neurol. ayehiat., 
Chicago, November 21937, p. 964. 
4 Hines, E. A., and Brown, G. E., Amer. Heart J. 1936, 11, 1. 
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hypertensive persons, which included all whose 
blood pressure on routine examination exceeded 
145 mm. Hg in systole or 95 in diastole, there were 
some who neither reported nor showed anxiety ; 
they reacted to the minimal emotional stimulus with 
an increase in heart-rate like that of the anxious 
patients; during stimulation with ice they had a 
considerably greater increase in rate than the anxious 
patients, and their increase in blood pressure was far 
greater than that of any other group tested ; more- 
over, whereas the blood pressure of all the others 
had returned to the base-line by the end of two 
minutes, theirs still averaged 20 mm. Hg higher than 
before stimulation. ~ The blood-pressure readings 
were carried out by the usual interrupted method. 
A continuous record, notoriously difficult to obtain, 
would have increased the value of the observations ; 
Darrow 5 has recently described a somewhat com- 
plicated method of overcoming the technical 
difficulties. 


‘“ PANCREOTROPIC” ACTION OF PITUITARY 
EXTRACTS | 


Four years ago Anselmino, Herold, and Hoffmann ° 
reported that in the rat injections of a crude anterior 
pituitary extract can substantially increase the 
number and size of the islets of Langerhans of the 
pancreas. Unfortunately the presence of such a 
‘*pancreotropic ’’? substance in the pituitary gland 
lacks adequate confirmation, and in a recent paper 
Elmer, Giedosz, and Scheps 7? conclude: ‘We are 
bound to say that the anterior pituitary does not 
elaborate and secrete into the circulation a pan- 
creatotropic hormone.” This conclusion was based 
on a careful repetition of the experiments of 
Anselmino and his co-workers, the results of which 
were negative. Elmer, Giedosz, and Scheps have also 
reinvestigated the question of the diabetogenic action 
of anterior pituitary extracts. They find that the 
intravenous injection of a massive dose of anterior 
pituitary extract into rabbits produces an immediate 
rise of blood-sugar level, in one instance to nearly 
400 mg. per 100 c.cm. It should be noted that 
Houssay £ distinguishes two types of effect exerted 
by anterior pituitary extracts on the blood-sugar 
level—one an immediate blood-sugar-raising action, 
and the other the true diabetogenic effect, shown 
only after three or four days’ daily administration 
of extract. The results of Elmer and his colleagues 
seem to fall into the first rather than into the second 
category, but these investigators believe that they 
obtained an immediate rather than a delayed effect 
on the blood-sugar level because they used very 
much larger doses of extract than did Houssay. 


ENTEROSTOMY FOR ACUTE ILEUS 


THERE has been a very decided improvement over 
the last twenty years in the mortality figures for cases 
of acute ileus at the Presbyterian Hospital, New York. 
Whereas ten years ago van Beuren and Smith °?’ 
showed that in 25 years the mortality of this condi- 
tion had fallen only 2 per cent., they are now able to 
report ?° that from a 66 per cent. mortality in 1916-19 
it had dropped to 28°4 per cent. for 1932-35. The 


’ Darrow, C. W., Arch. Neurol. Psychiat., Chicago, August, 


1937, p. 365. 
€ Anselmino, K. J., Herold, L., and Hoffmann, F., Klin. 
Wschr. 1933, 12, 1435. 
7 Elmer, A. W., Giedosz, B., and Scheps, M., Acta med. scand. 
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factors to which they mainly attribute this reduction 
are earlier diagnosis and operation, a clearer con- 
ception of the problem to be solved by treatment, 
and more intelligent. handling and management of 
the cases. One of the questions they have tried to 
answer is that of the value of enterostomy. At once 
they were faced with the difficulty that it is on the 
whole the late cases that are subjected to this opera- 
tion, it being often held that simply to relieve the 
obstruction is not enough after, say, 48 hours since 
its onset. These are the cases that do badly, so that 
it is essential that comparative groups should be 
analysed into early and late cases. When this has 
been done, the value of early diagnosis is at once 
apparent. The 1916-19 group (mortality 66:6 per 
cent.) contains 81 per cent. late cases, and the 1932-35 
group (mortality 28:4 per cent.) only 60 per cent. 
In those treated by enterostomy, however, there was 
actually an increase of 13 per cent. in the proportion 
of late cases, and, associated with that, a drop to 
less than half of the mortality-rate (from 90°9 per 
cent. to 42:2 per cent.). This is sufficient proof that 
early diagnosis is not the only improvement that 
has been affected in the treatment. The figures here 
quoted contain all cases of ileus admitted to the hos- 
pital in the period under review, both mechanical 
and paralytic. In the circumstances the figure of 
15°1 per cent. for 66 cases treated without entero- 
stomy during 1932-35 must be considered fairly 
satisfactory. A 42°2 per cent. mortality in the entero- 
stomy group is on the face of it disappointing, but, 
as van Beuren and Smith say, no enterostomy ‘would 
have been added unless the condition was considered. 
sufficiently serious, and they are left with the 


impression that enterostomy has been a valuable 


adjunct. They point out the uselessness of perform- 
ing the operation when the bowel has lost its con- 
tractility either through prolonged overdistension 
or peritonitis toxemia, 


THE RISE IN THE GERMAN BIRTH-RATE 


Dr. Burgdérfer ! has long been strenuously endea- 
vouring to bring home to his countrymen the signi- 
ficance of the decline in German fertility. In his 
valuable book, ‘‘ Aufbau und Bewegung der Bevédl- 


‘kerung,” unfortunately not available in an English 


translation, he showed by his new statistical methods, 
working on data similar to those that the Population 
Bill seeks to obtain in this country, that in 1927, 
though a comparison of the crude birth-rate with 
the crude death-rate showed a natural increase of 
6-4 per 1000, the correct birth-rate was 10 per cent. 
below the correct death-rate. In 1933 the corre- 
sponding figure was 30 per cent. In that year the 
National Socialists came into power and began a 
campaign to raise the birth-rate. Some of the 
measures adopted, such as family allowances, taxa- 
tion of bachelors, preference to parents of large fami- 
lies in making appointments and in allocating dwel- 
lings built with public funds, were already in opera- 
tion in other countries; Germany’s chief special 
measure was the provision of marriage loans. The 
loans, which though bearing no interest must be 
repaid at the rate of 1 per cent. per month, are granted 
up to a maximum of 1000 marks, and a quarter of 
the original sum is cancelled on the birth of each child. 
Since the scheme is partly intended to withdraw 
women from commercial employment, a loan is given 
only if the bride has been an employee for at least 


1 Volker am Abgrund. Second edition. By Dr. F. Burgdorfer 
Director, German Statistical Office. J. F. Lehmann’ i 
Munich-Berlin. 1937. Pp. 76. nme Verlag, 
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nine months in the previous two years, or if a domestic 
servant has to be engaged to do the housework she 
did in her home before her marriage. Up to the end 
of 1936 the number of loans granted was 694,557, at 
a total cost of 420 million marks, and 485,285 children 
were born to the couples receiving loans. 

From the figures given below it seems that the 
German population policy has achieved some success ; 
similar increases can be shown in no other country : 


Births 
Year. No. of marriages. No. of births. per 1000 
population. 
1932 517,000 978,000 15-1 
1933 639,000 971,000 14-7 
1934 740,000 1,198,000 18-0 
1935 651,000 1,264,000 18-9 
1936 611,000 1,279,000 19-0 


By a careful statistical analysis Dr. Burgdörfer shows 
that the number of legitimate births in the three 
years 1934-36 exceeded by 900,000 the number that 
would have occurred if the specific fertility-rates of 
1933, and the number of marriages in 1932, had been 
maintained, and that of this total, 300,000 were due 
to the increase in the number of marriages and 
600,000 to the increased fertility of married couples. 
He thinks, however, these results can in a minor 
degree only be attributed to the loans and the other 
special measures taken to raise the birth-rate. More 
important, in his view, is the success of the whole 
social and economic policy of the new Germany: 
“Eine gute Wirtschafts- und Sozialpolitik ist nun 
einmal und war von jeher die beste Bevélkerungs- 
politik.” But he is convinced that the most important 
factor is the spiritual new birth of the German people 
and their new faith in their future ; and he concludes 
with this message to all western peoples: ‘‘ Völker 
können ewig leben, wenn sie nur wollen.” 


SUFFICIENCY OF VITAMINS 


Prof. Szent-Györgyi, to whom the Nobel prize 
for medicine was awarded a few weeks ago, contri- 
butes to the Deutsche medizinische Wochenschrift for 
Nov. 26th an essay on vitamin research in which he 
looks ahead and indulges in speculation. As he points 
out, recent advances have opened up so many possi- 
bilities that the certainty of our limited knowledge of 
vitamins only a few years ago has given place to 
the uncertainty of unlimited prospects. Now, with 
regard to both dosage and the range of morbid 
conditions reflecting vitamin deficiency, the expert is 
very uncertain. Until quite lately it was thought 
that the dose of vitamin C that prevents scurvy and 
assures growth is sufficient for the needs of the body, 
and this daily dose was put at 0-5 mg. for the guinea- 
pig. Then it was discovered that on this dosage 
the structure of the odontoblasts still showed scor- 
butic changes, although there were no clinical signs 
of scurvy and growth seemed to be normal, Accord- 
ingly the dose was put up to 1 mg. and it was not 
long before Tillmans’s researches raised it to about 
1-5mg. Inthe past we have perhaps set our standards 
of health too low, and have been too readily satisfied 
when we have banished the grosser manifestations 
of vitamin deficiency, such as scurvy and beri-beri. 
These two diseases, however, must now be regarded 
as the last term in vitamin deprivation—pre-mortal 
phenomena. It is a far cry from such extreme 
vitamin deficiency, through partial and latent defi- 
ciency, to the optimum health which Szent-Györgyi 
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defines as that condition of the body. in which it is 
able to put up the greatest resistance to all outside 
harmful influences, and make the best response to 
all claims on it. Our bodies, he argues, are by nature 
most wonderfully healthy, and they are subject to 
a great variety of diseases only because the condi- 
tions under which we live are so far from those for 
which our ‘bodies were designed. 

There is no doubt that most normal healthy people 
exist in a state of vitamin-C “ unsaturation ’—that 
is to say, if large doses (over 100 mg. daily) of ascorbic 
acid are given to them they do not at once begin to 
excrete an increased amount of ascorbic acid in the 
urine. Sooner or later, however, they do begin to 
do so, and the time that elapses before the increased 
excretion begins, coupled with the size of the daily 
dose, is held to be a rough indication of the degree of 
unsaturation. It is only when this measure of un- 
saturation falls below a certain level that it is regarded 
as pathological. This phenomenon has been applied 
in various ways to ascertaining man’s daily require- 
ment of ascorbic acid, a datum that we are very 
anxious to have. The most recent contribution 
to this point is made by Schultzer,} who at the 
Kommunehospital in Copenhagen treated a case of 
scurvy in a male adult with a daily dose of 40 mg. 
ascorbic acid given intravenously, so that scurvy 
was cured and saturation ultimately attained, in the 
sense that subsequent doses of 600 mg. ascorbic acid 
produced an immediate rise in urinary excretion. 
The deduction, therefore, seems fairly safe that 
40 mg. or less is a sufficient daily intake for a healthy 
person provided it is all absorbed. For unhealthy 
persons, however, such as sufferers from tuberculosis, 
acute rheumatism, and other febrile diseases, a high 
degree of unsaturation may coexist with an intake 
of ascorbic acid which in a healthy person would be 
accompanied by only a moderate ‘“‘ normal” degree 
of unsaturation. We do not at present know what 
such unhealthy persons do with their ascorbic acid 
to render themselves thus highly unsaturated, but 
it does seem wise, in the meantime, to supply such 
patients with enough ascorbic acid to prevent a 
pathological degree of unsaturation, in the hope that 
the body will use it profitably. It is not unreason- 
able to suggest, as Szent-Györgyi does, that the 
vitamin is effective by making good a greater or less 
degree of vitamin deficiency; an old debt is paid, 
and the debtor faces his creditor with a balance at 
the bank. “ By no other means,” he thinks, ‘ will 
so much human suffering be banished as by the 
correct understanding and employment of vitamins.” 
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THE allergic state, as manifest in a variety of 
cutaneous reactions, accounts for a large proportion of 
the total attendances at any skin clinic. Week after 
week the man with trade eczema, or the woman with 
a similar condition caused by soap or soda, is dressed 
with creams, ointments, pastes, and advised to keep 
the hands out of water and away from contact with 
the substances provoking the epidermal intolerance. 
The more severe cases are admitted to the wards, 
but sometimes remain unrelieved for many months. 
The pathogenic mycelia, many of which excel in 
producing allergic eruptions far removed from the 
original site or focus of infection, often provide a 
similar problem especially in the summer. It is 
pathetic how often such patients ask for a “‘ bottle of 
medicine to drive the poison out of the blood.” 
While there are few if any drugs that afford much 


1 Schultzer, P., Biochem. J. 1937, 21, 1934. 
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help when given by mouth we are reminded by 
Wendt ? that in sodium thiosulphate (Na, Sa 0,-5H,0) 
we have a detoxicating substance that has proved 
invaluable in certain types of skin sensitisation. 
Though it is used in this country, under various 
proprietary aliases, in the treatment of arsenical 
(N.A.B.) and bismuth or mercury poisoning, too 
little recognition is perhaps given to its powers as an 
antidote to poisoning by heavy metals, including lead 
and antimony as well as arsenic (apart from its 
trivalent and pentavalent compounds). Following 
Ravaut, whose work is little known outside France, 
Wendt goes further and recommends the treatment of 
allergic reactions by intravenous injection of sodium 
thiosulphate. There are no risks in its administration, 
he says, provided extravenous leaks are avoided, and 
there are no contra-indications. Doses of 0-3 to 1-0 
gramme are given in 10 c.cm. of distilled water, and 
can safely be given daily if thought desirable. Wendt 
mentions and advocates a new product, S-hydril, which 
contains 1-0 g. of the thiosulphate in stable solution. 
It is injected intravenously, the dose being one, or 
even two, of the ampoules daily in severe cases of 
allergic dermatitis. It is important to remember 
that the lesions must be allergic in character ; 
primary lesions will not respond. Thus he describes 
cases of secondary dermatitis or tricophytides 
which promptly cleared up after one or two injec- 
tions ; whereas similar treatment had no beneficial 
effect whatever on the primary plaque—the original 
ringworm infection—which had to be dealt with 
afterwards by means of the usual applications. An 
advantage from the patient’s point of view is that 
the intense pruritus is usually controlled by the first 
injection. Bromide acne is another condition in which 
the drug is said to be useful ; 
might be expected on the above premise, is not 
affected at all. Wendt quotes Wirtz and Treger as 
claiming good results in dermatitis herpetiformis, and 
states that once seborrheic dermatitis has led to 
eczema, (allergy) thiosulphate injections will be found 
of the greatest help. Pityriasis rosea, which usually 
runs a definite course of 4-6 weeks, is said to be 
aborted in a surprising way; while, most important 
of all, the majority of occupational eczemata, once 
a secondary symmetrical (allergic) eruption has 
developed, can be greatly benefited. (It should 
again be emphasised that the original and initial 
lesions may prove refractory.) If this is a fact it is 
certainly worth knowing; anything that may help 
to shorten the period of disability in compensation 
cases demands careful trial. 


PROGNOSIS OF FEMORAL THROMBOSIS 

THE after-history of a series of patients who had 
suffered at some time or other from ‘‘ white-leg ” was 
discussed by Mr. Reginald Payne on Dec. 10th in 
the course of an address to the Harveian Society. He 
reported clinical observations on 85 cases, all asso- 
ciated with a definite mtiological factor such as the 
puerperal or post-operative state, an acute specific 
fever, or other acute infection ; in all there was an 
acute onset with pain, swelling, and cdema in one 
or both limbs, and the patient was left with a limb 
in which the circulatory balance was grossly impaired. 
In no case in the series was the limb completely 
restored to normal. In 2 cases there appeared to 
have been a thrombotic process as judged by the 
subsequent development of an abdominal collateral 
circulation. In 61 cases the condition seemed to be 
one of lymphatic obstruction, for either the edema 
persisted in varying degrees or developed again after 


2 Wendt, H., Dtsch. med. Wschr. Dec, 3rd, 1937, p. 1832. 
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use of the limb. 
evidence both of venous thrombosis and lymphatic 
obstruction. 
the view that in practically all cases of so-called 
femoral thrombosis lymphatic obstruction is the out- 
standing feature, and the results of abdominal 
exploration during the acute phase, and of some 
experimental observations, also favour this view. 
In the lower limb there seems to be no pathological 
process quite comparable to primary axillary throm- 
bosis. These observations have interest in relation 
to pulmonary emboli. In fatal cases the pulmonary 
embolus is usually the first and final manifestation of 
the thrombotic process, and a clinically recognisable 
“ white-leg”” has not usually been present. Mr. 
Payne suggests, therefore, that it is the cases of 
“ occult ” deep thrombosis which are likely to lead 
to fatal pulmonary emboli. In the ones with 
“ manifest ” lesions thrombosis, if present, is secondary 
to lymphatic involvement outside the vein. The clot 
in these cases is not merely a stagnation thrombus ; 
it is therefore much more adherent to the vein wall 
and consequently less liable to migrate and cause 
embolus formation. 


THE KING’S FUND AND LONDON HOSPITALS 


THE vitality of the voluntary hospitals is remark- 
able. Their final financial submersion, both indi- 
vidually and collectively, is annually predicted, but 
they keep on rising to the surface, like the cat with 
nine lives. Taking London as a whole the end of 
the year usually finds income slightly ahead of expen- 
diture, and if last year for the first time since 1926 
it fell slightly behind this was not because income 
fell but because expenditure rose—partly because of 
increase in work and partly because prices are higher, 
In his message to Tuesday’s meeting of King Edward’s 
Hospital Fund the King said that “the enterprise 
shown by the hospitals at this time certainly deserves 


. every support,” and it is satisfactory to find the 


Fund determined to maintain its distribution to 
hospitals at the present high figure of £300,000, of 
which £30,000 is for schemes of capital expenditure 
and about £270,000 for maintenance. For the past 
three years the Fund’s income has been £7000 or 
£8000 a year below the amount distributed, but, as 
the president, the Duke of Kent, put it, ‘‘ we think 
this is a time when the King’s Fund should do what 
it can to help the hospitals with their immediate 
requirements rather than adopt a policy of safety- 
first.” Though the income from investments is 
£22,000 down, legacies have increased by £37,000 to 
£81,500, and instalments are now being received of 
a very large legacy from Mr. Percy Johnson. Whether 
this will go towards endowment or will be distributed 
to meet the present strain on the hospitals has not 
yet been decided. 


Dr. Charles Newman has been appointed sub-dean 
at the British Postgraduate Medical School. 

IT is announced that Sir Walter Kinnear, late 
controller of the insurance department of the Ministry 
of Health, and Mr. Thomas Lindsay, an assistant 
secretary in the Ministry, are to visit Australia to 
assist the Commonwealth Government in preparing 

a scheme of national health insurance. 

On Tuesday last the Duke of Gloucester was 
formally made president of St. Bartholomew’s Hos- 
pital, London. At the request of Mr. Girling Ball, 
dean of the medical college, His Royal Highness 
signed the roll as a “‘ perpetual student >° of the hos- 
pital. This, said the dean, was the highest honour in 
their power to offer. 


In the remaining 22 cases there was | 


On clinical grounds this study supports | 
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CHEMICAL COMPOSITION OF THE DIETS 
By E. M. Wippowsov; Ph.D. 


And a statistical note on the 
PHYSICAL ASSESSMENT OF THE 6000 SCHOOL-CHILDREN 
By Carr Warr, B.Sc. (Econ.) 


STATISTICAL ASSISTANT TO THE MILE MARKETING BOARD 


THE League of Nations Technical Commission on 
Nutrition recommends for further study the com- 
position of dietaries, the nutritive value of the prin- 
cipal foods, the influence of climate on food require- 
ments, assessment of the nutritional state of children, 
and the investigation of deficiency diseases. As a 
contribution to this programme the survey here 
briefly summarised was carried out among wheat- 
eating peoples in Northern India—Hindus, Muslims, 
and Sikhs—each with their own racial characters 
and dietary habits. The full details are being pub- 
lished in India by the Indian Journal of Medical 
Research and the Imperial Council of Agricultural 
Research. | 

The survey is of the diet of 120 families, Hindu, 
Indian, and Sikh, and it records the nutritional 
state of 6000 children belonging to these wheat- 
eating races. The purpose of the investigation 
was to correlate diet and stature, and to ascer- 
tain whether differences occur in the incidence of 
disease among the different races, and whether diet 
influences susceptibility to certain infectious diseases. 
The method chosen was to study the food as eaten 
in a sampling of the homes, and to make measure- 
ments and observations on the children deriving 
from such homes. The communities studied are of 
rather special interest because they include the Sikh 
community with whose diet McCarrison made his 
well-known demonstration with rats (1926-27, 
1932). When fed from youth throughout the growing 
period on a reproduction of the Sikh diet these young 
rats grew far better and were far freer from disease 
than their fellows, reared on a reproduction of a 
poor Western European diet or of inferior Indian 
diets, particularly those of rice-eating peoples. 

Hindus, Muslims, and Sikhs living in Northern 
India are acclimatised to both heat and cold. Many 
are virile folk known to be physically strong, among 
whom, when not otherwise occupied, family feuds 
are not uncommon ; from amongst these races many 
military recruits are obtained. Girls in Northern 
India are well cared for, and the age of marriage is 
usually higher than in other parts of the country. 
The staple crop in the north is wheat which is eaten 
by all, usually in the form of whole wheat flour, 
coarsely ground and baked, of which McCay (1912) 
has shown 80 per cent. of the protein to be absorbed. 
There are certain racial differences in the diet. 
Hindus, except among the lower castes, do not 
usually include flesh in their dietary. They use a 


variety of pulses and vegetables and fruits, and as 
much cow’s milk and clarified butter as they can 
afford. Muslims eat meat, but usually not in any 
large amount. They tend to cook their vegetables 
together with meat, and to use more rice and, less 
milk and clarified butter than Hindus. Sikhs, where 
economically possible, combine the best of Hindu 
and Muslim diets, and are partial to the use of buffalo 
milk with its high fat content in preference to cow’s 


DIETARY SURVEY 


The dietary survey was supervised personally by 
the author speaking the vernacular. A period of ten 
consecutive days in the winter season was chosen 
for observation. In Northern India, except for any 
untoward incident such as the failure of crops, the 
amount and character of the diet is fairly constant 
throughout the year, save that during the hot season 
diluted buttermilk is generally drunk. 

Records were obtained from 120 families con- 
taining 730 persons ; this total was made up of equal 
numbers of Hindu, Muslim, and Sikh families, of 
which half in each case were urban and half rural, 
in the relatively prosperous district of Sialkot in the 
Punjab. Families were chosen of different economic 
and social status, to represent the different types 
of homes from which school-children were drawn. 
The homes were visited twice daily before the cooking 
of the principal meals, and the foodstufis were weighed 
on a portable balance. In an Indian household there 
is little waste; it is customary to cook the amount 
of food that will be used. Allowance was made for 
guests, and for food given in charity and to animals. 
As far as possible only the actual parts of food to 
be cooked were weighed. To handle food after 
cooking was not allowed, and estimates regarding 
the effects of cooking are not available. 

The social and economic status of the family and 
its consequent purchasing power were checked by 
inquiries as to sources of income, but calculations as 
to net income were not reliable, and the profession 
of the principal breadwinner was judged to. be a 
more satisfactory indication of family status. From 
such data and from personal inquiries in bazaars, 
and from the study of the accounts of boarding- 
schools and institutions, it is concluded that for an 
expenditure of 4 annas (about 4d.) per head daily 
on foodstuffs an adequate, balanced diet can be 
easily obtained. The age and sex composition of 
each family were recorded, with the total intake of 
the various food constituents. The analysis of food- 
stuffs was carried out at the Nutritional Research 
Laboratory, Coonoor. 

The detailed tabulation of the data cannot be 
included in the present summary. The analysis of 
the diets has been handled by Dr. E. M. Widdowson, 
and the chief results are set out in two summary 
Tables. 


NUTRITIONAL STATE OF THE CHILDREN 
Examinations of the nutritional state of 6000 
children, Hindu, Muslim, and Sikh in approximately 
equal numbers, were carried out in the winter season 
by the same observer. All the children were between 
the ages of 5 and 14 years. The children were living 


at their homes, where the investigation was made, 


and consuming the racial diets, indicated in the 
previous section. Proportionate numbers were 
examined from the different social classes served by 
primary, middle, and high schools. About one- 
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quarter were at rural schools, and more than half 
the total number were girls. | 

Three groups of tests were used :— 

1. Tests whose value is generally recognised. Height 
and weight and chest measurements, with their standard 
deviation. 

2. Tests whose accuracy is still uncertain: (a) Tests 
where the personal element in the observer must be 
considered—i.e., clinical assessment of nutrition, posture, 
expression, and teacher’s assessment of pupil’s intelligence. 
(6) Tests for muscular energy and capacity, still the 
subject of experimental research—i.e., codrdination tests 
(Romberg, Horsley), pull (dynamometer). 

3. Special investigations : (a) For deficiency conditions : 
follicular hyperkeratosis (phrynoderma), angular and 
buccal stomatitis, Bitot’s spots, rickets. (b) Teeth: 
irregularity of dentition, caries. (c) Tonsils. (d) Effects 
of preceding illness. 

As with the full data of the dietary survey, the 
details of the physical assessment of the children 
are not here set out. Certain of the data have been 
submitted to statistical analysis, and a summary of 
these results by the statistician is appended. 


INCIDENCE OF DISEASE IN RELATION TO NUTRITION 


Inquiries were made about the clinical incidence 
of disease, hospital records being supplemented by 
personal inquiries from medical practitioners, and by 
visits to hospitals. Not many generalisations emerged 
suitable for inclusion within the scope of this sum- 
mary. The large number of children who suffered 
from greatly enlarged tonsils in all classes of schools 
housed in insanitary quarters within ancient walled 
cities was noteworthy. Of girls between 4 and 
14 years of age, 1348 were examined in urban areas, 
and 771, more than half, showed diseased tonsils. 
In rural areas the figures were somewhat less bad ; 
of 731 examined about one-quarter (176) had this 
defect. 

The relation of diet to malaria was studied in 
villages round Delhi where the investigation of the 
Malarial Survey of India has shown malaria to be 
endemic and a very high rate of infection to exist. 
Very many children showed signs of anemia and 
debility, and few had access to quinine. 


DEFICIENCY DISEASES AND CONDITIONS ASSOCIATED 
WITH DIETARY FACTORS 


Signs of deficiency disease were remarkably 
infrequent ; 3985 children between 5 and 14 years 
old were examined from this point of view, and, of 
these, 107 showed follicular hyperkeratosis (phryno- 
derma), 24 had angular stomatitis, none buccal 
stomatitis, 6 had Bitot’s spots, and 43 had rickets. 
There was thus some slight evidence of vitamin-A 
deficiency but it did not appear to be widespread. 

Conditions frequently met with in certain other 
parts of India are uncommon among these northern 
races. Leprosy occurs in the submontane regions of 
the north, the infection being carried down the passes 
by wandering tribes from the Central Asian high- 
lands, but leprosy is rare in the plains of Northern 
India. Spastic paraplegia is rare and peptic ulcer 
relatively uncommon. In pregnancy the numbers of 
cases of ansemia and of eclampsia are small compared 
with those seen in women’s hospitals in other parts 
of India, and peripheral neuritis associated with 
pregnancy is very rare. Statistics about maternal 
mortality in India are often misleading, but such 
information as is available suggests a lower mor-. 
tality in the north. The occurrence of late rickets 
and osteomalacia, often an important contributory 
cause of high maternal mortality, among certain 
other northern peoples living under conditions of 


deficiency of food or sunlight or both, has already 
been described (Wilson 1931, 1932). 

On the other hand vesical calculus occurs fre- 
quently, and has a definite “‘ social incidence,” being 
commoner among the poorer classes. Its association 
with the wheat diet and hot summers of Northern 
India has been noted by McCarrison (1931), Wilson 
and Mookerjee (1935), and others. 


HÆMOGLOBIN ESTIMATIONS 


Records were obtained of 166 children from more 
educated families who volunteered to be ‘‘ pricked ”’; 
these were boys and girls between the ages of 5 and 
15 years attending three large northern public schools. 
The average percentage hemoglobin was 83-7+-0-5 
(S.D. +6°3) withaDarehsemoglobinometer standardised 
so that 100 per cent. equals 16 g. hemoglobin. Many 
children stated that they had attacks of fever in the 
autumn, and this was confirmed by their guardians, 
but all were in a position to cut short an attack of 
malaria with quinine. 


SUMMARY AND CONCLUSIONS _ 


The dietary intake of 120 families containing 730 
persons of the wheat-eating communities, Hindu, 
Muslim, and Sikh, in a relatively prosperous region 
of Northern India was recorded, and the nutritional 
adequacy of the diets was assessed by a physical 
examination of 6000 children consuming them. The 
dietary records are analysed by Dr. E. M. Widdowson, 
who reports that the intake of calories, proximate 
principles, calcium, phosphorus, and iron are adequate 
when calculations are based on the international 
scale of consumption units, but that when the 
Stiebeling scale is applied the calcium appears to 
beslightly deficient in allthediets. Theresults of the 
physical survey of the children are analysed statis- 
tically by Mr. Carl Wait, who reports that the amount 
of subnormality is slight, about one-fourteenth of the 
children on the Sikh diet, about one-sixth on the 
Hindu, and about one-fourth on the Muslim being 
assessed as somewhat subnormal. Only one child 
in the whole series was actually classed as “bad.” 

It can therefore be concluded that the diets studied 
and the physical condition of those consuming them 
are by no means unsatisfactory, and that McCarrison’s 
experimental demonstration with rats of the excellence 
of the Sikhs’ wheat-containing diet is fully borne 
out. 


Note on the CHEMICAL COMPOSITION OF THE DIETS 
BY E. M. WIDDOWSON 


Table I shows the average intakes of calories, 
proximate principles, calcium, phosphorus, and iron, 
per consumption unit per day, for the six different 
groups studied.* It is apparent from this table that 
in many respects the average results for the various 
groups are similar to one another, so that certain 
generalisations may be made. 


The calories lie between 2300 and 2900, lower than the 
figure 3000 suggested as desirable by: most authorities, 
but probably not inadequate. The protein intake, 
70-90 g. a day, compares well with the commonly accepted 
figure of 70-100 g. for a man’s protein requirement. 
The intake of animal protein, on the other hand, is always 
very low when judged by European and American 
standards, all but one group having less than 20 g. a 
day. Little or no meat is eaten, and almost all the protein 


* The earlier international scale of family coefficients (League 
of Nations 1932) is employed, so that the results may be 
comparable with those of dietary surveys by Aykroyd and 

an (1937) and others already carried out Tn different 
parts of India and in certain other countries, 
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PHOSPHORUS, AND IRON 
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TaBLe II 


AVERAGE INTAKE OF PROTEIN, 
CALCIUM, PHOSPHORUS, AND IRON 


per consumption unit (Stiebeling) ` 


per consumption unit (international values) per day per day 
ug z A a = 
oa se $8) 22/8] gi eg] as B te l cell Phós: 
Grow | ge 285| #3888] 3 Be | 8] 8p) g [en |e) | phorus | ang) 
of | 2a 5 O | À & | OF | o- | a~ 2 
aS es a a Pu z 
Hindu urban 94 72-9 | 2319 | 99 | 69:8 |, 49:2 | 382-9 773 | 1654 512 1376 25-6 
Hindu rural 121 92-0 | 2720 8:5 | 81:4 | 53-1 | 459-7 813 | 2047 511 1649 32-9 
Muslim urban 121 84:8 | 2485 | 26-8 | 84:2 | 57:0 |397:-9 | 826 | 1874 481 1470 27-1 
Muslim rural 158 |110-0 | 2506 9-4 | 75:3 | 39-2 |4458 609 | 1854 351 1371 28-5 
Sikh urban 116 86:4 2776 | 16-0 | 87:9 | 59-2 |4547 | 1005 | 2118 640 1747 30°4 
Sikh rural 125 | 94:7 | 2908 | 130 | 89-4 | 58:6 | 487°5 | 987 | 2207 658 1786 33-8 


In summer especially, diluted buttermilk in varying amounts may be drunk and this has not been included in the | 
records. Amounts of 3 oz. or less of undiluted buttermilk will make no appreciable difference to the protein, fat, 
carbohydrate, or iron, but the calcium and phosphorus may be increased by 25 mg. a day. | 


is derived from cereals. Milk and milk products provide 
the small supply of animal protein. The fat consumption 
is also low in comparison with this country, but no 
optimum or minimum requirement for fat has been 
suggested, so there is no evidence that the intake is 
inadequate. The fat is derived mainly from milk products. 
The amount of carbohydrate is high, because of the large 
quantity of cereals eaten. 

In considering mineral intakes, it is usualin investigations 
of this sort to take the figures suggested by Sherman 
(1937), 0-68 g. of calcium, 1:32 g. of phosphorus, and 
12-15 mg. of iron a day, as standards for adult require- 
ments of these elements, and to compare the findings with 
them. Actually, Sherman’s values were never intended 
to be used as absolute standards, but only as a rough guide 
to requirements. Since, however, no other standards for 
mineral requirements are in existence, Sherman’s figures 
have been adopted, but with full realisation of their 
limitations. 

When calculated on the international consumption unit 
basis, the average intakes of calcium, phosphorus, and 
iron may be considered adequate in all groups, and the 
iron intake is remarkably high. This iron is obtained 
mainly from whole wheat. 


A comparison of the results for Hindus, Muslims, 
and Sikhs shows that, although there are no great 
differences, the Sikhs have the best diet throughout. 


. Their consumption of every constituent is higher 


than that of either of the other two groups. There 
is little to choose between the results for the Hindus 
and the Muslims. A further point of interest is the 
difference between the diets of urban and rural com- 
munities. The rural diets are in all cases higher in 
calories than the corresponding urban diets, owing 
to a greater consumption of cereals and hence of 
carbohydrate in the country. The town-dwellers on 
the other hand tend to have more animal protein, 
and this is especially noticeable in the case of the 
Muslims who eat a small quantity of meat. 

The results shown in Table I are average results 
for 20 families in each group. There is considerable 
variation from family to family in the intake of all 
constituents. With calories, for example, there are 
one or more families in each group having more than 
4000 calories per consumption unit per day, and 
there are usually several having only 1000-1500. A 
number of families have no animal protein at all, 
while one Muslim urban family had 146 g. per 
consumption unit per day. 


The international values for consumption units, 
which have been used in calculating these results, 
are designed for calories only, and it is gradually 
being realised (McCance and Widdowson 1937) that 
units for calories should not be applied to protein 
or the inorganic constituents of the diet. Stiebeling’s 
scale (Stiebeling and Ward 1933), which allows for the 
greater requirements of protein, calcium, phosphorus, 
and iron for growth, has been applied to these four 
constituents in the present investigation, and the 
results of the analysis on this different basis are 
given in Table II. They are a striking example of 
the importance of making such an allowance, 
especially in the case of calcium. Whereas on the 
international scale all but one of the average intakes 
come up to Sherman’s suggested figure of 0-68 g. 
a day, on the Stiebeling scale every one of the 
average calcium intakes appears to be inadequate. 

The intakes of phosphorus and iron are sufficiently 
high to appear adequate when calculated on either 
scale. For protein the intakes per consumption unit 
per day lie between 50 and 70 g., instead of between 
70 and 90 g. as when calculated on the international 
basis. 


Statistical note on the PHYSICAL ASSESSMENT OF THE 
6000 SCHOOL-CHILDREN 


BY CARL WAIT 


The present statistical notes are based on the 
measurements of height, weight, general nutrition, 
and condition of teeth for the 6000 children. For 
comparing races, arithmetic means have been worked 
out of heights and weights, classified in age-groups. 
General nutrition, as measured by the well-known 
clinical assessment of the state of nutrition (Ministry 
of Health 1937), has been judged by the proportion 
of children below the normal standard, and the con- 
dition of teeth is shown by the proportion having 
dental defects. p 

The preliminary analysis suggests that Sikh children 
are taller and heavier than Hindus and Muslims, 
although Muslim urban girls are the tallest group. 
Urban children are taller and heavier than rural 
children except Sikh girls, for whom the reverse is true. 

Nearly a quarter of the Muslims are below the 
normal standard of nutrition, as against a sixth of 
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the Hindus, and only a fourteenth of the Sikhs. The 
amount of subnormality is generally slight, there 
being only 1 child, out of the total of 6000, assessed 
as “ bad.” 

The condition of teeth is generally good, and again 
Sikhs are obviously better, with less than one-third 
having dental defects, as compared with nearly two- 
fifths among Hindus and Muslims. 

A more extensive and detailed analysis, involving 
other measurements and tests, will be published 
at a later date. 


This investigation was made possible by financial 
assistance from the Royal Society. Iam indebted to a 
large number of friends, colleagues, and officials for help 
in various ways, which will be acknowledged elsewhere. 
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NATIONAL RADIUM COMMISSION 


AT the end of July, 1937, 39724 grammes of 
radium were actually on loan or already allocated to 
25 centres by the National Radium Commission.? 
There has been an increase of 15-25 grammes in the 
national stock during the year. Of this total, 2-833 g. 
were purchased by the Trust and the remainder 
(12-417 g.) was borrowed from the Eldorado Gold 
Mines Ltd., Canada, with an option to purchase or 
to return after paying a rental of 5 per cent. per 
annum on capital value for the period of use. The 
Commission report that even with the greatly increased 
supplies now available the radiological resources of 
the country leave practically untouched a large 
number of incurable cancer patients who would 
benefit from the palliative effect of radiotherapy. 

The policy of the Commission has always been to 
secure as far as possible the concentration of radium 
treatment at large hospitals adequately provided with 
a full pathological service, modern X ray apparatus, 
surgical coöperation, and facilities for keeping com- 
plete clinical records, and that such hospitals should 
. serve, for radiotherapy, an area greater than that 
ordinarily served by the hospital. During the year 
attempts have been made in Kent, Lincolnshire, 
Suffolk, and Wessex to codrdinate the cancer work 
of three or four local hospitals of equal size and 
status by dividing between them the responsibility 
and expense associated with a properly organised 
and well-equipped radiotherapeutic centre. This is 
a new departure, entailing the overcoming of local 
prejudices and rivalries, which the Commission hope 
to see carried to a successful issue. 

The Commission believe that in order to make 
radium available for cancer patients throughout the 


1 Eighth Annual Reports of the National Radium Trust and 
Radium Commission, 1936-1937, including a Statistical Report. 
ie fia H.M. Stationery Office. Cmd. 5612. 1937. Pp. 80. 
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country the problem will have to be attacked by the 
Government along national lines. Additional centres 
are needed, but since their establishment involves 
an increase of bed accommodation, a considerable 
initial capital expenditure, and large subsequent 
sums for maintenance, it can only be effected as part 
of a national policy. There is still a serious shortage, 
which cannot be rapidly remedied, of specialists with 
a basic knowledge of surgery trained in radiotherapy. 
Voluntary schemes for paying the travelling expenses 
of patients attending centres have proved so valuable 
at some places that the Commission suggest that 


failing their formation at others, local authorities 
should be approached for contributions for this 
purpose. An increase in the staff of many of the 


national centres is welcomed, especially appointments 
of a whole-time physicist. The separation of the 
work of the radio-diagnostician from that of the 
radiotherapist is also regarded as desirable, though 
emphasis is laid on the need for the latter to act in 
full consultation with the surgeons, gynecologists, 
and other members of the hospital staff.. An expert 
advisory committee on equipment has now been 
appointed, and the pathological advisory committee 
appointed in 1934 continues to report on sections 
presenting special difficulty. Among the appendices 
is a table showing, so far as that is possible, the 
actual work done by each of the centres compared 
to the amount of radium available. There is also a 
memorandum on the care and custody of radium 
which has been prepared for the guidance of radio- 
therapeutic clinics. 


ANALYSIS OF RESULTS IN CANCER OF MOUTH 
AND BREAST 


Part II of the report is a statistical analysis of 
carcinoma of certain sites treated at the Commis- 
Sion’s centres and associated hospitals during the 
years 1930-33 inclusive. It is regrettable that the 
records from 10 hospitals could not be included in 
these figures, some because they were unsuitable for 
analysis and others for reasons: unspecified. From 
this analysis it appears that including all cases and 
all stages there is a net 3-year survival-rate of 37-4 per 
cent. for the ,cheek, 30 per cent. for the alveolus, 
28-6 per cent. for the palate, 24:9 per cent. for the 
fauces, and 17-6 per cent. for the tonsil. The figure 
for carcinoma of the breast recurrent after operation 
is 23-4 per cent. It must be remembered that these 
figures include all cases treated at the centres and 
that they give a picture of the average results of 
radium treatment at a widely scattered group of 
hospitals, and therefore must not be compared 
lightly either with the results of special clinics or 
with results based upon a picked series of cases 
treated by a highly skilled surgeon. They are those 
achieved by the skill of doctors working in various 
parts of this country with radium in conjunction with 
other methods upon the average cancer patient 
seeking treatment. 

The Commission believe that there has never been 
a more favourable time for an open and codérdinated 
attack upon cancer and are confident that such an 
attack, under the sgis of the Government, would 
obtain immediate and widespread support. 


WESTMINSTER HOSPITAL.—The medical school is to 
be officially opened next May by the Earl of Athlone and 
essential departments will be ready for occupation by 
Jan. lst. The contract for the new main hospital has 
been let, subject to the board’s assent, for £425,000, and 
the building should be completed by March 31st, 1939. 


- need justification. 
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FACTORY SURGEONS THEN AND NOW 


THE annual dinner of the Association of Certifying 
Factory Surgeons was made this year a special occasion 
by the passing of the Factories Act (1937). For one 
thing the term “certifying surgeon ’’ had been re- 
placed by “ examining surgeon,” though the majority 
of the company still preferred the old to the new. 
The dinner was held at the Langham Hotel on 
Dec. 8th, with Dr. R. E. FLITCROFT, the president, 
in the chair. 

After the loyal toasts Dr. E. H. STRANGE proposed 
the health of the Factory Department of the Home 
Office. He said that the certifying surgeon is regarded 
in some quarters as an entirely anomalous person who 
should be abolished. He is bound to authority by 
the loosest of ties and can do as he likes so long as 
he sends in an annual report and certifies industrial 
disease. His fees levy a continual tax on industry 
and he can do considerable damage to an employer 
without his knowledge. It is a pity, Dr. Strange 
went on, that in the many schemes for improving 
national health the certifying surgeon was not men- 
tioned. The B.M.A. have praised the works doctor 
but ignored the fundamental rescue work done by the 
certifying surgeon when young people first enter 
industry. His value is incalculable and it would be 
difficult to imagine such a post—a general prac- 
titioner of goodwill, independent of the employer, 
and given freedom by the Home Office—in any other 
State, dictatorship or otherwise. The Factories Act 
is a turning point in his history. There had been a 
threat of quietly dropping the certifying surgeon, but 
threatened men live long, and his body marches on 
as the examining surgeon though his soul might still 


Strange thought, is the.defaulting employer who uses 
young people exclusively, with new batches half- 


yearly while the certifying surgeon pays only an 
- annual visit. 


Mr. D. R. Wirson, Chief Inspector of Factories, 


= replying, said that the new Act ought to bring about 


— association. 


closer contacts between the Home Office and the 
Here were some important improve- 
ments on the old measure proposed some dozen years 
ago. The awful term “ appointed surgeon ” has been 


replaced, and though he much preferred the adjective 


being given to the local authorities. 


= therefore not at all like a civil servant. 


“ certifying ” to “examining” he was overruled. 
The chief inspector has retained in his own hands 
the appointment of certifying surgeons instead of it 
This makes for 
more pleasant and intimate relations than is possible 
under a board or secretariat, for the Factory Depart- 
ment is one of the few patriarchal bodies left, having 
one person at its head. The certifying surgeon is 
AS a prac- 
titioner of long standing he has also many advantages 
over the young and temporary official that would 
have been appointed with the proposed changes. 
The impression that the examinations had been 
perfunctory was responsible for the threat, but it 


= could be true of only a few of the 1700 certifying 
- surgeons. 


In Mr. Wilson’s experience they had 
generally in their reports gone far beyond the work 
called for by the small fee. He and the Secretary of 
State were convinced that the remuneration was 
inadequate and a change is probable in the near 
future. | 

Dr. J. C. BRIDGE, senior medical inspector of 


- factories, said that the purpose of the Act was to 
_ bring the bad employers up to the level of the good. 


FACTORY SURGEONS THEN AND NOW 


The great obstacle to-day, Dr.” 


recommendations are carried out. 
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It is now his duty to do this for the bad examining 
surgeon. Much has been said recently about the 
coöperation between the general practitioner and the 
medical officer of health, but he did_not think that 
the Home Office has been reactionary in retaining 
such a valuable branch of preventive medicine as 
the work in factories. It is essential to have one who 
understands the Workmen’s Compensation Act and 
the conditions of the worker. The examinations 
should be at the factory, where the actual working 
conditions are to be seen. Perfunctory service was 
often due to the small fee, which he considered 
derogatory to the profession. There should be more 


collaboration between the certifying surgeons and the 


juvenile employment exchange, and they should be 
represented on the-committee, because they were the 
most able to advise on the child’s ability to work. 
There ought also to be a closer union with the 
Industrial Welfare Society. Their relations with the 
Home Office were never better than to-day, which 
speaks well for the future. 

Dr. G. C. ANDERSON, medical secretary of the 
British Medical Association, proposing The Asso- 
ciation, said that he was glad that the local authorities 
were not given the place in the machinery of the 
Act contemplated by some—it was a matter for 
discussion whether they were the proper bodies to 
conduct the health services. He said that his asso- 
ciation’s suggestions for the national health scheme 
were being revised and he invited the certifying 
surgeons to contribute. There had also been no 
mention of rehabilitation or of the Workmen’s 
Compensation Act and considering the great import- 
ance of industrial medicine there was room for all 
these. Insurance authorities, he thought, ought to 
have the opinion of the certifying surgeon, school 
medical reports being of very little value. The 
medical profession’s first duty, he concluded, is to the 
public to give information about the problems facing 
them, and there was too much standing on old- 
fashioned ideas of reticence. 

Dr. FLITCROFT, responding, outlined the history of 
factory legislation since the first Act in 1802. Then 
any doctor could give a certificate ; all they had to 
certify was that the child appeared to be of a physique 
normal at the age of 9, even if the actual age was 
much under or over this. The certifying surgeon was 
first appointed under the Act of 1844, when he was 
known as the factory medical officer. An association 
was founded in 1867 and lasted about ten years. 
The present society began in 1888, since when they 
have had only three secretaries. The great change in 
the certifying surgeon’s duties has been that his 
work is now positive instead of negative. The weak- 
ness of the new Act is that it fails to ensure that its 
The age for 
compulsory examination has gradually increased to 
16, but, he said, it was desirable that it should be 18. 


SCOTLAND 


(FROM OUR OWN CORRESPONDENT) 


PERNICIOUS ANZEMIA 


UNTIL ten years ago pernicious anemia was a rare 
disease, practically always causing death within a year. 
The disease, however, now seems comparatively 
common, and the cause of death is not now the anemia 
but the development of intercurrent infection or some 
debilitating condition. Dr. Alexander Goodall pointed 
this out in the last of the series of Honyman Gillespie 
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lectures delivered in Edinburgh. Turning to treat- 
ment, he said that a patient of the type commonly 
seen—hzmoglobin 30 per cent. and red cells 1,200,000 
per c.mm.—should be put to bed and given liver 
extract as soon as possible. Recovery is quicker if 
the liver extract is given intravenously daily for the 
first three or four days. If a reticulocyte response 
appears about two days after the first mjection, the 
prognosis is good and the patient will probably be 
up in three weeks, by which time the hemoglobin 
should be about 60 per cent. If, however, the red 
cells number only 800,000 per c.mm. or less, a blood 
transfusion, to which is added a suitable dose of 
liver extract, should be given. Intramuscular injec- 
tions of liver extract should then be continued fort- 
nightly until the hemoglobin reaches 95-100 per cent., 
after which only a monthly dose, enough to maintain 
the hemoglobin percentage, is necessary. Degenera- 
tion of the spinal cord develops in 15 per cent. of 
cases, sometimes even when the hemoglobin has been 
maintained at 100 per cent. and*the red cells at 
5,000,000; he considers that there must be two 
different deficiency factors concerned. Whereas in 
general the course of pernicious anemia under treat- 
ment is favourable there are cases that fail to react 
to liver therapy and among these are the achrestic 
type of anemia. Although the bone-marrow is active 
there seems, in these cases, to be a failure to make 
use of the hemopoietic principle. In other cases 
hemopoiesis proceeds to the reticulocyte but not to 
the erythrocyte stage. 


BEQUEST TO EDINBURGH UNIVERSITY 


Sir John Thomson-Walker, formerly senior urologist 
_to King’s College Hospital, London, who died on 
Oct. 5th, graduated in medicine at the University of 
Edinburgh in 1894. He has bequeathed to the 
university his collection of engraved portraits of 
British and foreign medical men, many of his books, 
and £500 to provide accommodation for the prints. 
He hoped that this legacy would “encourage the 
study of the history of medicine, on which this great 
medical school has had such a profound and lasting 
influence.” 


UNITED STATES OF AMERICA 
(FROM AN OCCASIONAL CORRESPONDENT) 


ED ce 


THE REVOLT OF THE DOCTORS 


THE dramatisation this week by the popular press 
of the “revolt of the doctors” has focused public 
interest on the future of medicine in the social life of 
the United States. And once again organised medicine 
has drawn undesirable attention to itself by adopting 
an uncompromisingly reactionary stand. 

Shortly after the inception of the New Deal 
government, Edward Bok, the great Philadelphia 
publisher, instigated a series of studies of the social 
life of this country, known as the American Founda- 
tion Studies in Government. Late in 1936 this 
foundation produced a monograph entitled ‘‘ American 
Medicine: Expert Testimony out of Court. What is 
wrong—and what is right—with American Medicine 
as freely set forth by leading doctors and surgeons, 
including men from every State.” ! Among its other 
accusations, this book lays serious charges at the 
door of charitable medicine. As the direct result of 
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1 See Lancet, August 7th, 1937, p. 338. 


these accusations, a number of well-known medical 
men, principally from the East, but including repre- 
sentatives from the West and Middle West, formed a 
committee and drew up a table of Principles and 
Proposals.?. In its present form this committee has | 
as its executive members Dr. Russell Cecil (attending | 
physician to the Ndw York. Hospital, chairman), | 
Dr. John Peters (professor of medicine at Yale, 
secretary), and Dr. Milton Winternitz (professor of © 
pathology at Yale), and among other nationally — 
known names includes those of Dr. Hugh Cabot, — 
Dr. George R. Minot, and Dr. Robert Osgood. At the — 
suggestion of this committee the delegates of the 
New York State Medical Society introduced their 
Principles and Proposals before the house of delegates 
of the American Medical Association at the Atlantic 
City meeting in June, 1937. The resolution was 
defeated by a very large majority. 

= The committee, however, resolved to put their 
proposals before the public, and throughout the 
summer collected the approving signatures of some 
430 medical men in good standing throughout the 
country. On Nov. 7th the Principles and Proposals 
were for the first time introduced to the public in the 
form of a signed letter to the New York Times. 
Their essential features are that the health of the 
people is a direct concern of the government ; that a 
governmental programme is necessary ; and that the 
problem of economic need and that of providing 
adequate medical care are not the same and should be 
approached from different angles. In the Proposals 
for immediate action the importance of concentrating 
on preventive medicine is emphasised ; it is suggested 
that public funds be made available for the medical 
care of the indigent, and for the support of research 
and of medical education ; it is insisted that as far 
as possible the advance should be evolutionary, and 


‘should employ the existing forms and institutions 


rather than bring new ones into existence; and 
finally it is stated that there is pressing need for a 
central ministry to correlate the various govern- 
ment health functions (the present Public Health 
Service is a sub-department of the Treasury). 

To British eyes these Principles will no doubt seem 
a matter of common policy, while the Proposals 
would present little danger to the established order of 
affairs. As the New York Times remarks, “ if this is 
socialised medicine, let us have more of it.” But the 
publication in a lay newspaper of this resolution 
after its defeat by the house of delegates of the 
A.M.A. constitutes a public challenge to that body. 
The Journal of the Association, in an attempt to 
quench the flame before it was well lit, produced on 
Oct. 16th last, before the appearance of the letter in 
the Times, an editorial in which the Principles and 
Proposals were roundly condemned, and the action 
of the committee in continuing after the June meeting 
was bitterly attacked. It was alleged that the group 
is inspired by connexions with the present régime in 
Washington, and that many of the 430 names were 
obtained by misrepresentation. 

In appreciating the reaction of organised medicine 
as represented by the A.M.A. it is necessary to know 
a little of the social and philosophical structure of 
American life. It must be remembered that till 1929 the 
American was an intense individualist, and resented 
the suggestion that his private endeavour was not 
sufficient to preserve himself and the society around 
him. It must be remembered that a natural fear of 
any interference by “‘ politicians ” is a necessary part 
of the protective instincts of any American profes- 


2 Ibid, Nov. 27th, 1937, p. 1259. 
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sional body, and must continue so long as the system 


persists whereby the politician gains adherents by 
dismembering the privileges of others for the benefit 
of his followers. Finally it must be remembered that 
the present régime in Washington has organised an 
extensive series of social experiments which is financed 
by steadily expanding the public debt ; it is difficult 
to see how a conservative profession could support a 
programme of medical expansion not founded on 
sound financial support, for the very essence of such 
a programme is financial continuity. 


GRAINS AND SCRUPLES 
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There are, then, very sound reasons within 
American social life why the American Medical 
Association should be extremely suspicious of any 
proposals which might harness the profession to the 
government wagon. But if the organised profession 
is to retain public sympathy (far more essential to 
its vitality in America than in Britain) there must be 
no appearance of unwillingness to discuss, nor of 
unreasoning condemnation, of proposals as reasonable 
as these, coming as they do from a highly respected 
group within the profession itself. 


GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM A CIVIL SERVANT 


III 
Last week we talked of Dictators and Drains and 
one could wish that less were heard of the former 
and more of the latter. We are too apt to take 


drains for granted, to pull the plug and let the British 


engineer do the rest; yet not only is a modern 
drainaBe system of a fascinating complexity—if 


suddenly laid bare we should all stand agape, like 
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Kipps confronted with a diagram of the intestines, 
and echo his “ Chubes !!!”—but they may quite 
easily go wrong, as happens from time to time with 
disastrous results to the community. 

“I don’t care where the water goes, if it doesn’t 
get into the wine,” sang G. K. Chesterton—and in 
the same way the sanitarian doesn’t care where the 
drainage goes if it doesn’t get into the water-supply. 
Even if it should do so, nothing untoward may happen 
for years: a polluted water-supply may even hold 
attractions for some. When remonstrated with for 


“using his closed and polluted well instead of the new 


. “New water b’ain’t no good, mister. 


+ 


a Lincolnshire villager answered : 
Noa taste, noa 
colour, noa zmell ! ” It is only when specific pollution 
occurs, as by typhoid or dysenteric organisms, that 
disaster happens and not necessarily even then if the 


main supply, 


; water-supply is efficiently chlorinated, as is shown 


by the absence of typhoid from London in the two 
years following the Epping outbreak, during which 


. time paratyphoid organisms were being discharged 
_ into one of the sources of the London water-supply. 
= How such specific pollution is brought about cannot 


4 


always be discovered but where it can be traced, as 


_ for example at Malton or at Denby Dale, the story 
, a8 told in the late Dr. Vernon Shaw’s reports on those 


5 


' to a detective novel. 


, outbreaks yields nothing in interest and excitement 


And what a film these out- 


breaks would make for the instruction of medical 


' students ! 


* at * 


The principles of drainage are simple and few. 


A fall sufficient to ensure constant flow; an interior 
, a8 smooth and as straight as a gun-barrel; branches 
. joining in the direction of the flow ; means of inspec- 
- tion and access at every junction and change of 
: direction ; air-flushing throughout—these with a few 


” 


f 


J 
] 


more form the basis of sound drainage. In England 
these principles are comparatively easy to carry out. 
It is the ultimate disposal of the sewage which some- 


. times causes difficulty, as well as the vagueness and 
, complication of the law. The answer to the question 
- “When is a drain not a drain? ,” even in legal 


_ circles, is, I am told, “ One can never be sewer.” 


But abroad the problem of the sanitary engineer is 
often far more difficult. Think of modernising the 
drainage of Bruges with its stagnant canals or Le Puy 
with its age-old tenements growing over rather than 
built upon the rock and intermingled like a lump of 
coral. We declaim in this country against haphazard 
development and bungaloid growths, but, with certain 
notorious exceptions such as Peacehaven, our suburbs 
are like the ranks of a regiment of Guards compared 
to some of the suburbs of Paris, for example; and 
what of Bidonville at Casablanca, where more than 
20,000 de-tribalised natives live in shanties made of 
petrol tins ? Add to these complications comparative 
national and local poverty and an apathetic public 
opinion; for there is no doubt that “In sanitary 
matters ‘tis pity the French have not got the 
Englishmen’s fear of a stench,” and one can realise 
the difficulties of the hygienist on the Continent. 

Some countries have frankly given up the attempt 
and are relying mainly on methods of immunisation 
rather than on environmental hygiene. Poland, for 
example, the cockpit of Eastern Europe, a flat and 
sparsely populated country, impoverished by the 
previous neglect of its masters and by an additional 
two years of warfare, is relying—or was when I visited 
it—more on antityphoid inoculation than on the 
impossibly costly provision of pure water and good 
drainage everywhere. 


* * x 


It is, of course, above all in armies that immunisa- 
tion can be substituted for the sanitation which must 
necessarily be to a large extent non-existent during 
actual fighting, witness Gallipoli, where an American 
attaché is said to have summed up the situation with 
“Sure, general, you're between the devil and the 
w.c.” The respective figures for typhoid of the 
British Armies in the Boer War and the Great War 
have been quoted ad nauseam but recently some far 
more striking figures are to hand from the Italian 
Armies in Abyssinia. In that seven months’ cam- 
paign, out of 500,000 white troops it is claimed that 
599 officers and men died of disease as against 1099 
killed in action or died of wounds! And this in a 
tropical country with extremes of temperature, 
among whose armies and inhabitants dysentery, 
small-pox, typhus, scurvy, and pneumonia were 
epidemic. This result was primarily due to the fact 
that for the first time in history the sanitary prepara- 
tions for war were given equal importance with the 
military preparations—for example, in the Port of 
Naples for ten days sanitary supplies were given 
preference for loading over all war material, including 
munitions. As Sir Aldo Castellani remarked, in 
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giving these figures ‘“‘ Such an order was not without 
its emotional effect on certain of the older Generals.” 
All troops were inoculated with tetra-vaccine, against 
cholera, typhoid, and paratyphoid A and B. Four 
hundred and fifty-eight cases of enteric were reported 
and no cases of cholera. Since immunity against 
cholera only last five or six months several divisions 
were revaccinated during the campaign. Truly has 
the immunologist ensured that disease shall not rob 


us of a hero’s death ! i 


i $ * 


Reverting to our “‘ Drains and Scruples,” it is 
interesting to see how often sanitary reform has been 
linked with panics, and nearly always through a 
mistaken stiology. Disinfection was introduced to 
counter the epidemics of plague, although it cannot 
have been of much value for that purpose; the Bills 
of Mortality, the foundation of vital statistics, were 
due to the Court’s desire to know when to leave 
London in plague-time; the reforms in sanitation 
brought about by the cholera epidemics of one 
hundred years ago were due to a fear of ‘‘ noxious 
effluvia,” not to fear of a polluted water-supply ; the 
drainage system of Malton, condemned by the Local 
Government Board in 1893, was finally put in order 
in 1932 after a typhoid epidemic whose genesis had 
nothing to do with the defects of the system; and 
many a school medical officer has had to thank an 


PANEL AND CONTRACT PRACTICE 
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epidemic of scarlet fever for funds to modernise a 
school’s drains, though it is perhaps going a little far 
for a medical officer of health to press for immunisa- 
tion against diphtheria on the grounds that the town 
drainage system was to be opened up, as was alleged 
last week in a local paper. 

Progress by panic, however, is seldom satisfactory 
and often quite misdirected, as when, following an 
epidemic of milk-borne typhoid, a well-known resort 
decided to spend its money on advertising its salubrity 
instead of spending it on pasteurising its milk. Even 
health education when propagated by epidemics 
seems to go astray. Thus a preacher in 1577 argued 
that ‘‘ The cause of plagues is sinne, if ye look to it 
well: and the cause of sinne are playes: therefore 
the cause of plagues are playes”’; and in 1937 a 
popular daily paper recently featured an article which 
claimed to be “ Everyman’s Guide to Typhoid ” but 
which, from ignorance or prudery, entirely failed to 
“put over ” the essential fact for the lay public to 
grasp—that secondary cases of enteric are caused by 
excremental contamination of the hands directly or 
indirectly conveyed to the mouth. 

Yet perhaps even progress by panic is better than 
no progress at all. Cellar-dwellings were prohibited 
by Charles I and by an Act passed in 1488 slaughter- 
houses were prohibited inside towns; yef both 
cellar-dwellings and private slaughter-houses in towns 
are still with. us to-day. 


PANEL AND CONTRACT PRACTICE 


Prevention or Care 


THE Sheffield insurance committee is sending to 
the Minister of Health a protest against certain state- 
ments in Mr. T. A. E. Spearing’s presidential address 
to the National Association of Insurance Committees. 
Incidentally the protest would have carried more 
weight if one of the phrases had not been divorced from 
its context. This might not have happened if Sheffield 
had been members of the Association and had heard 

‘the address. What Mr. Spearing said was : 

Another facet of this problem is the gap between domi- 
ciliary and institutional treatment. So, even the general 
practitioner, who is the first line of defence against the 
attacks of disease, finds his opportunities of diagnosing 
and treating the minor ailments—and thus in many cases 
preventing the more serious disorders—handicapped by 
lack of laboratory facilities and specialist consultations. 
When the patient’s condition has much deteriorated he is 
able to order institutional treatment and the community 
then spends large sums which, in some cases, serve only 
to prolong the life of an already doomed individual. 
Neither those who believe in a hereafter, nor those who 
do not, can justify a heavy expenditure of talents and 
money merely upon lengthening the earthly days of those 
who can never work again, unless they are satisfied that 
all necessary talents and money are already being devoted 
to the conservation of the highest degree of health for 
those who may still have many days before them. 


Sheffield object to the part beginning “ When the 
patient’s condition ...” They say the statement is 
incorrect and does not represent their feelings and 
policy. They entirely disavow any such policy 
which, even though it is only temporary until certain 
conditions have been achieved, implies the with- 
holding of treatment from any sick person, even if 
the condition is such that only treatment for the 
alleviation of suffering and the prolongation of life is 
possible. But what the president implied surely is 
that the general practitioner ought to have easy access 
for his insured patients to laboratory facilities and 


specialist consultations, and thus have the means of 
preventing in many cases the minor ailments from 
becoming chronic—a view that medical practitioners 
will support. There is no hint of withdrawing assis- 
tance from the chronic invalid, merely an appeal for 
something better for the curable. 


An Expensive Certificate 


Staffordshire insurance committee has recommended 
the withholding of £5 from an insurance practi- 
tioner who issued a certificate of incapacity without 
seeing the patient. Subsequent certificates were 
properly issued but despite his statement that the 
patient’s wife had travelled threé miles to his surgery 
to obtain the certificate, and that he had fully 
intended to visit the man, who was suffering from 
lumbago, the committee decided upon the action 
indicated. The penalty recommended in this case 
seems to be out of all proportion to the crime, 
but the Minister of Health has the final say. | 


Treatment by Telephone 


The news value of the burned domestic has again 
stimulated the lay press. This was in one of two 
cases that the London medical service subcommittee 
has had to deal with after having no cause to meet 
between September and December. The facts are 
quite simple, and the period covered by the inoidents 
is one of minutes only. The girl, aged 16, was attend- 
ing to a domestic boiler at about 7.30 a.m. when her 
clothing took fire. Fellow-servants threw flour over 
her and quickly extinguished the flames, but she was 
badly burnt about the body. The housekeeper at 
once telephoned for the doctor, speaking first to a 
maid and then to the practitioner, who had not then 
risen. To both, she told the subcommittee, she 
stated the name of her employer and the address, 
but the practitioner said he did not remember hearing 
either, while his own maid gave him a name and 
address where on inquiring later he was told that 
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no application had been made for his services. The 
housekeeper said she reported that the insured 
person had been badly burnt on her body and asked 
the practitioner to call. He replied that he could 
not come, and, without making any inquiries about 
the girl’s condition, said, ‘‘ Bring her round to me 
and I will put a dressing on.’’ The housekeeper then 
replied that the girl was too badly burnt for that to 
be done, and he said that she had better be sent 
straight to hospital. He gave no direction as to 
what should be done for the girl, to which hospital 
she should be taken, or how she was to get there. 
The housekeeper regarded these remarks as terminat- 
ing the conversation and she replaced the receiver. 
The girl was wrapped in blankets and conveyed to 
hospital in a taxi-cab; she was admitted and at the 
date of the hearing, over two months later, was still an 
in-patient there. The doctor is to be censured and 
recommended for monetary penalty. 

These in brief are the facts, but there are certam 
aspects that call for comment. One of the medical 
members—all of whom recorded their dissent from 
the subcommittee’s recommendation—pointed out how 
unsatisfactory were conversations over the telephone. 
In ordinary conversation, he said, remarks that 
seem to have one particular sense may be modified 
by the facial expression. Again, it could be reopened 
by either speaker, but on the telephone it is possible 
for one to end the talk and prevent the other from 
explaining or questioning further. In this case the 
telephone conversation was summarily terminated 
by the housekeeper, leaving the practitioner as he 
said unaware that the injuries were so serious, 
Another ‘unusual point emerged at the hearing. The 


practitioner, having regard to the time which he 


| 
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would have taken to dress and go to the patient’s 
address, claimed the support of Clause 8 (2) of the 


= terms of service, which says that in an emergency a 
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practitioner is required to render whatever services 
are in the circumstances in the best interests of the” 
patient. But the subcommittee took the view that 
the “ services °” must be the medical services referred 
to in Clause 8 (1) and they considered the clause means 
that a practitioner with a case actually before him is 
required to render what treatment he can to alleviate 
the condition of the emergency and before steps can 
be taken to make more adequate treatment available. 
. The subcommittee reported that as it happened 
the doctor’s advice proved to be sound, but while 
this was fortunate they thought it was fortuitous in 
the sense that it was owing to the competence of the 
girl’s fellow-servants and not to any advice given by 
the practitioner that she was wrapped in blankets 
and taken in a taxi-cab to the hospital where proper 
treatment could be provided. They could not resist 
the feeling that the practitioner’s conduct at the 
time fell far short of the standard required and 
expected of insurance practitioners and that there 
was a signal failure on his part to provide “ all proper 
and necessary medical services.” After some discussion, 
during which the medical members made a strong 
appeal on behalf of the practitioner, the committee 
decided, by 20 votes to 3, to censure him and to 
recommend the withholding of £20. 


Medical Treatment of L.C.C. Staff 


For some time past the principal medical officers 
in the public health departments of the London 
County Council have acted as panel doctors for the 
insured resident staff at L.C.C. hospitals and institu- 
tions. The Minister of Health having intimated that 
this procedure does not comply with the National 
Health Insurance (Medical Benefit) Regulations 1936, it 
has been decided that as from Jan. lst, 1938, the medical 
superintendents of hospitals and the medical officers 
of institutions shall be nominated as panel doctors. 


CORRESPONDENCE 


To the Editor of THE LANCET 


Smr,—The discussion of Dr. Curran’s paper seems 
to have wandered from the main issue. Hisintention, 
as we see it, was to narrow the indications for intensive 
psychotherapy. In the neuroses, as elsewhere in 
medicine, pathology has lagged behind therapeutic 
requirements. It is, therefore, impossible to give 
the positive criteria for major psychotherapy. How- 
ever, its field might be narrowed down from two 
ends. Firstly those cases could be excluded who will 
not recover under any circumstances, and secondly 
those who will recover spontaneously or with minor 
psychotherapeutic measures. Dr. Curran has shown 
that this latter group is a very real one. Practically 
nothing that stands scientific criticism is known of 
the course of untreated neuroses, since the first and 
every subsequent interview with the doctor, even the 
decision to seek his advice, must mean a change in the 
psychological situation. And what physician can 
afford to leave patients untreated for experiment’s 
sake ? 

With regard to positive indications for intensive 
psychotherapy, everybody who is familiar with the 
complicated interplay between personality and 


» environment in the neurotic conflict will find it 


ve 


s bounds of a short letter. 


ji l , 
. the treatment of some neurotics to minor measures, 


iy 
s 


impossible to enumerate them exhaustively within the 
Yet the experienced 
physician can take the responsibility of restricting 


although he may be unable to formulate his reasons 
on scientific grounds. 

From the point of view of research it seems desirable 
to attack the problem first where some agreement 
already exists. Some 30 per cent. of neurotics do not 
respond to any treatment practised by the authors 
whom Dr. Curran quotes (see his Table). A really 
thorough investigation and analysis of these cases 
may render it possible to exclude them from the 
start. Another approach to the problem would be 
the clinical analysis of a defined group of neurotics 
treated by various therapists and with different 
methods, such as Dr. A. J. Lewis has done for the 
obsessional neuroses. Such methods, though indis- 
pensable for scientific study of the neuroses, promise 
no quick results. Much research is still needed on 


' the group of patients to which Dr. Curran has drawn 


attention. But we think he would be wrongly 
interpreted as deprecating the teaching of students 
on the basis of our present knowledge. The medical 
student must and can be made fully conscious of the 
value and the limits of minor psychotherapy which 
he can carry out himself, as opposed to the major 
methods which he better leaves to the specialist. 
We are, Sir, yours faithfully, 
E. GUTTMANN, ELIOT SLATER, 
W. MAYER-GROSS, 
Maudsley Hospital, Dept. of Clinical Research, Dec. 13th. 
To the Editor of THE LANCET 


Sir,—Sir Walter Langdon-Brown’s letter in your 
last issue is surprising. Surely as far as any 
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“ dexterous fencing ” or “‘ red herring ” is concerned 

“the boot is on the other foot. It is clearly not 

necessary that the questions put by Dr. Luff should 

be “exactly ” replied to in order “‘to assess the 
value ” of the facts disclosed in Dr. Curran’s article. 

I am, Sir, yours faithfully, 

Stafford, Dec. 13th. B. H. Smaw. 


GLUCOSE-TOLERANCE TESTS 
To the Editor of THE LANCET 


Sır, —I am glad that some well-controlled work 
has been published by Dr. Young (Lancet, Dec. llth, 
p. 1367) comparing our time-honoured glucose- 
tolerance test with the new one recently suggested 
by Exton and Rose in America. When | first read 
about the latter, which suggests two doses of 50 g. 
glucose within half an hour of each other and the 
termination of the test one hour after the first 
drink of glucose, I hardly thought the new test worth 
investigating, for two reasons. First, after one dose 
of 50 g. glucose the blood-sugar concentration is 
sometimes higher at 1 hour than at $ hour, quite 
by 10 mg. per cent., in a curve that is otherwise 
normal. Such a finding would be considered abnormal 
by the Exton-Rose criteria. Secondly, the new test 
considers only the rising phase of the curve and 
misses out completely the investigation of the falling 
phase which is far more important in determining 
sugar tolerance. On theoretical grounds the old 
two-hour test is far superior to the new short one, 
in my opinion, and I am grateful to Dr. Young for 
demonstrating this conclusively. If one wishes to 
avoid five blood-sugar estimations and use only three, 
a fasting blood-sugar, one three-quarters of an hour 
after glucose (usually the highest point), and another 
two hours after glucose give the maximum of 
information. I am, Sir, yours faithfully, 

Harley-street, W., Dec. 13th. R. D. LAWRENCE, 


IMMUNISATION AGAINST TYPHOID 
To the Editor of Tue LANCET 


Sir,—While expressing complete agreement with 
Sir John Ledingham’s letter in THE LANCET of 
Dec. llth, I am sorry that he (like yourself) does not 
confine his remarks to typhoid in humans. The 
consideration of tuberculins, diphtheria toxin, &c., 
seems to me irrelevant and confusing. So much is 
known about typhoid in humans that any animal 
experiments at variance with clinical experience 
should be ignored. 

At the outbreak of the Great War a very interesting 
discussion on this subject took place in the journals 


and all interested should refer to this. The problem 


of the “ negative phase” was extensively discussed 
during the war and observers in many countries 
discounted it completely. Thus Besson (1924) agrees 
with Leishman that the importance of a negative 
phase has been exaggerated, and states that if it was 
a danger with the old vaccines used by Wright (24-48 
hour culture in peptone broth killed by heating to 
53° C. for one hour and then having 0-25 per cent. 
lysol added as a preservative) it is not a danger with 
modern vaccines. He then states that the experience 
of the war showed the absolute safety of vaccination 
in the midst of an epidemic. 

Typhoid fever is endemic in the Kalgoorlie gold- 
fields and seasonal epidemics are not uncommon. 
During five years’ residence there I saw a considerable 
number of cases; in most cases the infection was 
probably conveyed by flies. As soon as the diagnosis 
was confirmed I made an invariable practice of 
vaccinating all contacts with full doses of T.A.B. 
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No ill effect followed in any case (I do not know how 
many, at least several hundred). I can see no reason 
for using reduced dosage when the object is to produce 
the maximum immunity in the minimum time. 
Reduced dosage is suitable for invalids or when there 
is plenty of time. By explaining the reaction to be 
expected and the steps to be taken to minimise it 
all except one of the contacts returned for the second 
full dose a week later. That one was a miner of about 
25 whose daughter had typhoid. Just over two weeks 
after his injection he came complaining of “ influenza.” 
This proved to be a mild typhoid fever. He was 
admitted to the Government hospital and doubtless 
would have been a-very. mild case had: I not thought 
he would be a suitable case for small therapeutic 
doses of vaccine which were then advocated by many. 
After the first dose he got a reaction lasting several 
days and then resumed his mild course. A week 
later another small dose definitely converted him into 
a severe case with delirium, &c., and he did not enter 
convalescence until his fifth week. I believe this 
man was incubating typhoid at the time of his 
The lessons I learned from 
him were : (1) a single dose of T.A.B. lengthened the 
incubation period but was not sufficient to prevent 
typhoid developing; (2) the attack he developed 
seemed definitely modified by the vaccine ; (3) vaccine 
is a very dangerous remedy for the fully developed 
disease. While I hope no one will use vaccine 
therapeutically the fact that the reaction from the 
dose in the end of the first week was not sufficiently 
alarming to prevent it being used again is further 
evidence of its safety in the incubation period. 

There is another reason why prophylactic vaccina- 
tion should be used for the Croydon contacts. The 
danger of infection is by no means over because a 
definite number of the patients will return to their 
homes as carriers (in spite of negative cultures from 
the feces). Sooner or later they will infect: some 
members of their household if they are unprotected. 
It is probable that it will now be impossible to get 
the contacts who have not been vaccinated to submit 
to it voluntarily. I once placed a notice for the 
miners explaining the risk they ran with an epidemic 
in their midst and offering free vaccination, but not 
a single one responded. Perhaps there would be a 
better response in Croydon if it was only done for 
several guineas. Vaccination must be done before 
the fright wears off. 

There is one practice current over most of England 
against which I should like to make emphatic protest. 
It is the habit of allowing nurses and laboratory 
workers to enter on their duties and even attend cases 
of typhoid without having been vaccinated with 
T.A.B. Typhoid may be rare in Great Britain as 
2 whole, but it is not so rare in the hospitals to which 
they naturally go. I have also seen a case of typhoid 
nursed by unprotected nurses until well into the third | 
week when it was transferred to a fever hospital. 
As far as I know nothing serious happened in that 
case, but I remember well a girl of 19 who died of 
hemorrhage several hours after a journey to hospital 
undertaken in her third week. The third week is not 
a suitable time to move any typhoid. | 

I am, Sir, yours faithfully, 
G. R. OSBORN, 
Pathologist, Derbyshire Royal Infirmary. 
To the Editor of THE LANCET 


Str,—The question of the- value of prophylactic 
inoculation during an epidemic of typhoid fever is 
one of great importance, and it is our duty to make 
up our minds as to our course of action in an epidemic. 


Dec. 12th. 
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I have been told that during the Bournemouth 
epidemic, notwithstanding official advice to the 
contrary, large numbers of the public availed them- 
selves of inoculation. I cannot share your views 
with regard to active immunisation with an anti- 
typhoid vaccine, but I agree completely with those 
expressed by Sir John Ledingham in his letter of 
Dec. lith. l 

I have yet to be convinced of the dangers of the 
‘ negative phase,” and I would at present advocate 
inoculation of all those who have been exposed to 
infection. My view is strengthened by my experience 
with P.S.I. vaccine (Wynn’s formula) in the treat- 
ment of pneumonia. It seems to me that the dangers 
of the “ negative phase ” must be much greater if a 
vaccine is given during the acute stage of an illness, 
than if it is given during the incubation period as in 
the case of typhoid inoculation during an epidemic. 
I have been impressed by the beneficial effect of 
P.S.I. vaccine in pneumonia, and cannot say that 
I have ever seen any untoward effect which I could 
attribute to a summation effect during the “ negative 
phase.” I am, Sir, yours faithfully, 

Tiverton, Devon, Dec. 12th. G. M. GREIG. 


CARCINOMA OF THE STOMACH 
To the Editor of THE LANCET 


Srm,—Dr. Jennings is so grossly inaccurate in his 
statements, as Dr. Thompson Hancock has pointed 
out in your issue of Dec. llth, that I will not occupy 
your space by replying to his latest letter in detail 
but will content myself with quoting from Kon- 
jetzny, as he has done more work and has written 
more extensively on gastric carcinoma than any of 
the other authorities I mentioned in my first letter. 
‘« Carcinoma of the stomach,” he writes, ‘‘ never 
develops in healthy gastric mucous membrane, as I 
have over and over again stated as a result of my 
extensive investigations, an opinion which in recent 
times has been confirmed by many authorities, among 
whom I wish to refer especially to A. F. Hurst on 

= account of his wide experience in gastric pathology ”’ 
(Mschr. Krebsbekdmpf. 1934, 2, 65). Later in the 
/ game paper Konjetzny quotes with approval my 
| statistics as to the relative frequency of the develop- 
ment of carcinoma from chronic gastritis and gastric 
. ulcer. But in spite of this Dr. Jennings says that 
} Konjetzny does not agree with any of my views on 
gastric pathology, and especially those connected 
, with carcinoma of the stomach ! 
I am, Sir, yours faithfully, 
ARTHUR F. Hurst. 
New Lodge Clinic, Windsor Forest, Dec. 13th. 
PS.—Through a slip in my last letter I referred to 
; Korbsch when I meant Katsch. I know nothing 
ı about Korbsch’s views, as he does not refer to the 
-< subject in his book on gastroscopy. But Prof. Katsch 
, in his opening paper on carcinoma of the stomach 
, at the International Gastro-Enterological Congress in 
. Paris held in September of this year expressed his 
> belief that carcinoma of the stomach was secondary 
, to chronic gastritis in 75 per cent. of cases and to 
gastric ulcer in 20 per cent. He has thus apparently 
altered his views since he wrote the article referred to 
by Dr. Jennings in his second letter. 


MINERS’ NYSTAGMUS 
To the Editor of THE LANCET 
Sir,—Last year I contributed to your columns an 
article on changes in blood pressure on descent into 
? mines, with special reference to miners’ nystagmus 
" (Lancet, 1936, 2, 247). A theory that might 
g 
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help in elucidating the condition has presented 
itself as the result of the observations made at 
that time. | 
It was recorded in my paper that a certain number 
of men showed nystagmus immediately after descent, 
although they did not complain of the condition and 
were considered free from it. Secondly, men recog- 
nised to have nystagmus complained of aggravation 
of their symptoms immediately after descent. On 
the basis of the reverse fistula symptom, or compres- 
‘sion nystagmus, arising from condensation and rare- 
faction of air in the external auditory meatus I have 


formed the opinion that persons predisposed to miners’ 


nystagmus suffer from undue mobility of the stapes. 
Such a condition would produce nystagmus following 
rapid descent into the mine, which causes increase 
of pressure on the ear drums. The constrained posi- 
tion adopted when going to work, and later at work, 
in poor illumination, produces a myopathy and pro- 
longed postural nystagmus. Later it becomes pos- 
sible to elicit nystagmus merely by making the man 
bend the head and simultaneously raise the eyes— 
the position he must adopt when proceeding to 
work, if he is to avoid injury from low overhead 
beams. 

I am not aware that undue mobility of the stapes 
has hitherto been considered as a primary precipi- 
tating factor in nystagmus. If my suggestion should 
prove correct men likely to develop nystagmus could 
be discovered by compressing air into the meatus 
before descent into the mine. Those giving a positive 
response to this test could be given employment 
elsewhere. I am, Sir, yours faithfully, 


F. O’SULLIVAN. 
Harrow Weald, Middlesex, Dec. 10th. 


APLASTIC AND ACHRESTIC AN/EMIAS 
To the Editor of THE LANCET 


Sır, —I must thank Dr. J. F. Wilkinson and Dr. 
M. C. G. Israéls for their comments, in your issue of 
Nov. 6th, on my article on sternal puncture. 

The first point they raise, concerning the bone- 
marrow in achrestic anemia and pernicious anæmia, 
is discussed in detail in a separate paper, and it is | 
perhaps appropriate to postpone controversy until 
after this has appeared.* I would like to refer 
briefly, however, to the ‘“ macroblast.” This term 
was introduced by Naegeli to characterise a cell which 
though of the same size as a megaloblast nevertheless 
showed important histological differences. A descrip- 
tion and illustration will be found in detail in Naegeli’s 
book “‘ Blutkrankheiten and Blutdiagnostik ” (Berlin 
1931). The German school of hematology and some 
other workers recognise anatomical as well as genetic 
differences between the macroblast and megaloblast. 
I personally do not recognise the genetic differences. 

The staining of fresh films obtained by sternal 
puncture throws much light on the mother-cells of 
the erythrocytes. Fine differentiation is now pos- 
sible and more exact. The premegaloblastic-megalo- 
blastic marrow of pernicious anzmia is unique and 
quite distinct, and although the bone-marrow of 
cases appearing to conform with Wilkinson’s own 
criteria of achrestic anæmia contains large nucleated 
red cells, their fine histology in films was found to 
be different. With those who share my views, I 
await with great interest Dr. Wilkinson’s own 
experience of sternal puncture.in achrestic anæmia, 
for such fine differences cannot be easily recognised 
in post-mortem material or in sections. I hope that 
this will stimulate various workers to undertake 


* This second paper appeared in our last issue.—ED. L. 
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careful examination of such cases by means of the 
sternal puncture. The existence of such a group as 
Wilkinson conceives is very important to a study of 
the physiology of the bone-marrow. 

With regard to the value of the oxidase reaction, 
I would like to add that it was never meant that a 
myeloblast must be oxidase-positive. The ferment 
seems to appear in the cell before the granules, and 
hence `a myeloblast may be oxidase-positive.. I 
quite agree that in myeloblastic leuksmia, the 


greater part or sometimes the whole mass of the- 


cells may be oxidase-negative, but if a few of these 
cells show a positive reaction, it confirms the identi- 
fication of the rest as myeloblasts. A fresh film 
stained carefully by Graham’s method often reveals 
oxidase-positive granules in a small proportion of 
these myeloblasts. 

Dr. Knyvett Gordon’s remark about admixture of 
the sternal-puncture contents with blood is quite 
true, and this, as well as the importance of careful 
examination of the peripheral blood, has been already 
emphasised. Nevertheless a bone-marrow film con- 
trasts markedly with a blood film in many diseases 
and marrow cells can be easily recognised. 

I am, Sir, yours faithfully, 
A. F. ZANATY, © 


Dept. of Clinical Pathology, Fecuiy of Medicine, 
Cairo, Egypt, Nov. 30th. 


THE MEDICAL PROFESSION IN NATIONAL 
EMERGENCY .- 


To the Editor of THE LANCET 


Sır, —The committee of the Medical Peace Cam- 
paign wishes to associate itself with the opinions 
expressed by the Socialist’ Medical Association in its 
letter to THE Lancer of Dec. 4th. 

Since, in the event of war, medical men and 
women will be called upon to play a leading part in 
safeguarding the population it seems fitting that their 
fullest coöperation should be enlisted in preparing in 
advance the best measures for minimising suffering and 
loss of life. The Government’s scheme for organising 
a medical service fails in this respect. 

Action has been taken undemocratically without 
any previous consultation with the profession and no 
time has been allowed for due discussion, either 
through the medical press, or at meetings called for 
the purpose by the branches of the British Medical 
Association throughout the country. Free discussion 
is surely necessary both in order to find the best 
method to be employed for organising and utilising 
the services of medical practitioners and at the same 
time to safeguard that independence of conscience 
and judgment to which the profession is entitled and 
which it is its duty to claim. 

On behalf of the committee, 

I am, Sir, yours faithfully, 
STELLA CHURCHILL, 


Hon. Sec. 
Cumberlan@terrace, N.W., Dec. 10th. 


SYPHILIS, YAWS, AND BEJEL 
To the Editor of THE LANCET 


Sir,—Apropos your annotation (Nov. 6th, p. 1087) 
in which you discuss a form of treponematosis endemic 
in the Bedouins of the Euphrates valley, described in 
_ several papers by Dr. Ellis Hudson, may I call atten- 
tion to an instructive paper by the veteran Prof. 
E. von Düring of Frankfurt University? This 
appeared in Forschungen und Fortschritte of May 10th, 
1935. I have not seen the original and am quoting 
from an annotation in the British Medical Journal ot 
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June 22nd, 1935, p. 1275. von Diiring was professor 
of syphilography at the Constantinople Medical 
School from 1889 to 1902, and was inspector-general 
of the north-western provinces of Asia Minor from 
1896. He described a type of syphilis exactly similar 
to that called “ bejel”’ in Syria. The disease was 
only exceptionally transmitted by sexual intercourse. 
Primary lesions were rarely seen and secondary 
manifestations were almost confined to children. 
von Diring noted, as did Hudson, that the larger the 
population the rarer the disease, and that in some 
villages 100 per cent. of the inhabitants might be 
affected, which is again exactly Hudson’s experience. 
Infantile mortality was extremely high in the infected 
villages. No single case of tabes or general paralysis 
was seen amongst 80,000 cases of syphilis which came 
under the notice of the author. von Düring attri. 
buted the peculiarities of this form. of endemic 
syphilis to the fact that the disease was introduced 
into Asia Minor in 1829 by Russian troops. In this 
connexion may be mentioned Finger’s observations 
on the remarkable prevalence of extragenital syphilis 
in certain parts of Czarist Russia. The most striking 
examples were the province of Vladimir with 91 per 
cent. of extragenital infections and that of Kursk 
with 92 extragenital cases to 8 genital. It was 
generally assumed that overcrowding and parti- 
cularly the habit of herding round, and on, the stove 
during the winter were the causes of this high inci- 
dence of extragenital infections in the poorer classes. 
Finger found in his Vienna clinic that extragenital 
infections were present in 6 per cent. of his patients. 
In 141 males attending the London Hospital I obtained 
definite evidence of extragenital infection in only 
3-3 per cent. The evidence as regards females is 
unreliable because so large a proportion of primary 
infections occur on the cervix uteri. | 

Bejel certainly deserves further investigation which 
might profitably be extended from Syria to Asia 
Minor. I am, Sir, yours faithfully, 

Makuyu, Kenya, Dec. 2nd. JAMES H. SEQUEIRA. 


SEDIMENTATION TESTS 
To the Editor of THE LANCET , 


Sir,—There are, I think, two further points that 
should be stressed in comparing the ‘standard ” 
and ‘differential ” sedimentation tests. 

First, I have observed that the agglomeration of 
cells, which Dr. L’Estrange Orme describes as the 


` cause of the increase in the rate of fall in the standard 


test, is not due to simple clumping. The cells are 
arranged in rouleaux. These rouleaux not only v 

in length, with variations in the sedimentation-rate, 
but have a tendency to gather together loosely in 
figures resembling Chinese characters when the rate 
is moderately increased, and in compact groups when 
the rise in the rate of fall is great. These changes 
appear to be constant, and it is possible accurately 
to .forecast whether the sedimentation-rate of a 
given blood will be within normal limits, or not, by 
examining a sample of the citrated blood under the 
microscope. 

Secondly, this characteristic -arrangement of the 
cells appears to be due to a factor present in the 
citrated plasma and absent in the serum. Cells 
suspended in serum will of course form rouleaux, 
but they will not adopt the formations described, 
nor does the length of the rouleaux show any 
apparent variation when sera from bloods of widely — 
divergent sedimentation-rates are used. The citrated — 
plasma on the other hand tends to produce the 
arrangement of cells characteristic of the sedimenta- _ 
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tion-rate of the blood from which it has been 
separated, even when put up with washed cells 
from another source, provided the blood groups are 
not incompatible. 

It would appear therefore that in the standard test 
one of the more important variants is to be found 
in the citrated plasma and not in the serum. The 
differential test, advocated by Dr. Warren Crowe 
and by Dr. Coke, eliminates this variable factor as 


PARLIAMENTARY 


NOTES ON CURRENT TOPICS 
Air-raid Precautions 


In the House of Commons on Dec. 7th Sir S. 
HOARE, Home Secretary, moving the third reading 
of the Air-Raid Precautions Bill, said that two main 
conclusions had emerged from the discussion on the 
Bill. First, no air-raid precautions on however great 
a scale could ensure the population of this or any 
other highly industrialised European country com- 
plete immunity ; the most that they could do was to 
minimise the catastrophe, lessen the loss of life, and 
ensure the continuance of the services without which 
the country could not exist. Secondly, they could 
not concentrate on passive defence a dispropor- 
tionate amount of money and man power. But 
when the Government’s plans were carried out he 
believed that they would have gone far to achieve 
their object of stopping panic and ensuring the con- - 
tinuance of the essential services. Their plans were 
not necessarily final, and they did not regard them- 
selves as in any way infallible. They would gather 
experience when they made further and more inten- 
sive investigation into the problems of shelters and 
evacuation. They wished to approach both problems 
as practical men determined to make the best possible 
preparations in the circumstances and to make use 
of all the experience, whether abroad or scientific 
practical experience in this country, that was 
available to them. They were determined to make 
muéh greater use of actual experiments as soon as 
the Bill was passed. While they would lose no 
opportunity of trying to restore sanity to the world, 
the Government were determined to make our 
system of defence effective, and as part of that 
system, the third line of defence, air-raid precautions. 


Replying to the debate that followed, Mr. G. 
LLOYD, Under-Secretary, Home Office, said that 
wherever possible people in an air-raid should take 
shelter either in their homes or in their factories 
and business premises. Public shelters must be 
provided in all built-up areas for people who might 
be unavoidably caught in the streets, or who were 
unable to make provision in their own homes. 
A shelter should be gas-proof, and as a minimum 
provide protection against blast and splinters. The 
alternative was a trench, which many experts con- 
sidered the best form of protection. A handbook 
dealing with shelters was being actively prepared, 
and in it definite standards of protection would be 
laid down. They had also a handbook giving detailed 
technical advice about air-raid precautions in fac- 
tories. Experts had visited 500 specially important 
factories to give advice on the spot. Some had 
already complete schemes with first-aid apparatus, 
decontamination squads, and air-raid precautions 
exercises. Arrangements were being made to organise 
first-aid parties and decontamination squads in all 
Government departments and a 50 per cent. reserve 
was also being trained; members would receive 
training from the Red Cross and the St. John 
Ambulance Brigade. As regards anti-gas measures, 
about 50 instructors drawn from the various depart- 
ments had been trained at the Falfield Anti-gas 
School. By the end of the year it was hoped that 
there would be over 130 in the Post Office alone. 
The Office of Works were constructing seven gas 


t 


well as the cells and it seems probable that, in so 
doing, it acquires a significance entirely different 
from that of the standard test. In the circumstances 
would it not be advisable, as Dr. Orme suggests, to 
coin for it a new name which would preclude the 
possibility of this test becoming confused with the 
standard sedimentation test ? 
I am, Sir, yours faithfully, 
Derby, Dec. 12th. E. J. S. WOOLLEY. 
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chambers in various Government buildings in London 
so that all the staff who wished to go through a 
gas chamber during this training could do so. Other 
precautions included fire-fighting equipment, emer- 
gency lighting, ventilation, and exits. Air-raid 
precautions were also being considered for the Palace 
of Westminster. 


Viscount SWINTON, Secretary of State for Air, in 
moving the second reading of the Bill in the House 
of Lords on Dec. Bth, said a special system of train- 
ing had been iristituted for doctors. The Home Office 
in coöperation with the British Medical Association 
selected 16 doctors from different parts of the country 
for special training in medical treatment of gas cases. 
They had already passed through this special course 
something like 10,000 doctors and 10,000 nurses. 
He was told that that was unique in any country. . 


Blind Persons Bill 


In the committee stage of the Blind Persons Bill 
on Dec. 7th in the House of Commons Mr. E. J. 
WILLIAMS moved an amendment to Clause 2 (Duty of 
local authorities to promote welfare of blind persons), 
to provide that the local authorities’ arrangement 
should be subject to the approval of the Minister of 
Health. He said that if it was left to the local 
authorities to administer the Act in any way they 
thought fit the present disparity would tend to be 
aggravated rather than remedied. Sir K. Woop, 
Minister of Health, replied that the matter was con- 
sidered in connexion with the Local Government 
Act, 1929, and it was decided, subject to certain 
safeguards, that where possible they should give a 
much larger measure of discretion to local authorities 
in the administration of certain schemes in respect of 
which grants were made. Both in the Midwives Act, 
and in the recent Public Health Act of 1936 in rela- 
tion to the treatment of tuberculosis, it was decided- 
to give local authorities discretion in matters of this 
kind with the very effective safeguard that the 
Minister should have power if local authorities were 
not carrying out their duties satisfactorily to reduce 
the State assistance. That was the most effective 
weapon that could be employed. The amendment 
was negatived. 

Mr, JAGGER moved an amendment with the object 
of preventing local authorities from salving their 
conscience in the matter of the welfare of the blind 
by making contributions to voluntary organisations 
with no guarantee that adequate treatment would be 
provided under the Bill. Some private concerns 
might be good, but a local authority should do its 
own work in this respect and not farm it out to 
private organisations. Sir K. Woop said that the 
combination of municipal and voluntary services was 
good in the case of the midwives, and he thought it 
would also be good for the welfare of the blind. 
This amendment would deprive the local authorities 
of their existing powers to make arrangements with 
the voluntary agencies for the provision and manage- 
ment of workshops, hospices, homes, &c. This 
amendment was also negatived. | 


Road Casualties 


In the House of Lords on Dec. 8th the Bishop of 
WINCHESTER called attention to the continued high 
rate of casualties on the roads and asked the Govern- 
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ment what further steps they proposed to take to 
reduce the number of these accidents. He said that 
during the typhoid epidemic at Croydon 17 persons 
had died so far and there had been 267 cases. 


20 people were killed on the road and 600 injured 
with practically no notice in the press or elsewhere. 
Annually there were 6000 killed and 200,000 injured. 
According to official figures given in the House of 
Commons, during the ten years ending December of 
last year, 66,000 had been killed and nearly 2,000,000 
injured on the roads. These figures were appalling. 
A large number of those killed were quite young. 
On an average every day two children were killed on 
the roads, and in a year something like 50,000 
children were either killed or injured; not quite 
20 per cent. were under 15. It was estimated that 
the annual cost of road accidents to the hospitals 
was over £300,000. Though the casualty roll had not 
increased in proportion to the additional number of 
motor-cars placed on the roads, that was small 
comfort. The figures this year showed that 200 
more had been killed on the roads than in the corre- 
sponding period of last year. large number of 
people were very anxious about the. position and 
were wondering whether the Government had a 
clear-cut policy to reduce road casualties. 

Lord NEWTON moved that a select committee 
should be appointed to consider what steps should 
be taken to reduce the number of casualties on the 
roads. After debate, the amendment was accepted. 
The Earl of MUNSTER said that the high rate of 
accidents had for a considerable time been of very 
deep concern to the Government and they quite 
realised that they had not yet achieved their object 
of bringing about a major reduction. To-day there 
were 2,750,000 motor vehicles in this country and 
3,000,000 licensed drivers; there were 178,000 miles 
of road; the number of cyclists probably reached 
about 8,000,000, in addition to many millions of 
pedestrians. These figures showed how very difficult 
it was to provide effective protection against accidents. 
Figures for the last three years in this country had 
shown a remarkable tendency to remain steadier, in 
spite of the increased number of vehicles on the 
road. It was only fair to assume that the measures 
taken by the Government had succeeded at any rate 
in keeping the figure down. The Minister of Transport 
intended to continue vigorously the improvement of 
the road system. In view of the large number of 
accidents to cyclists the Transport Advisory Council 
had been asked to report upon any further practical 
‘methods for their better protection. The Minister 
had also indicated his readiness to give every possible 
assistance to safety precautions for children and the 
president of the Board of Education had circularised 


local authorities in England and Wales asking for 


full information on the progress made in setting up 
child welfare committees, and on these points he 
proposed to exert active pressure. The Government 
were fully prepared to appoint a select committee to 
review the whole subject and to suggest, if possible, 
any further measures for the reduction of road 
casualties. The Minister of Transport would be 
_ willing to render this committee every assistance in 

his power. i 

The National Health Insurance (Juvenile Contri- 
butors and Young Persons) Bill was read the third 
time and passed, and the Royal Assent was given. 


Street Playgrounds 


In the House of Commons on Dec. 10th the Street 
Playgrounds Bill was read a second time. Mr. 
PERKINS said that playgrounds were as essential for 
young children as an adequate supply of fresh clean 
food. The object of the measure was to enable local 
authorities to close streets and turn them into 
playgrounds. Captain, A. Hupson, Parliamentary 
Secretary to the Ministry of Transport, after further 
debate, expressed general agreement with the Bill. 
He hoped that the local authorities would not use it 
to evade their responsibilities to provide proper play- 


The — 
press had been full of that epidemic, but day by day 


grounds, but he thought it should prove of great 
benefit to children in congested areas. 


Workmen’s Compensation 


Mr. CARY, moving the second reading of the 
Workmen’s Compensation (Amendment) Bil, said 
it sought to amend subsections of the Act of 1925, 
dealing with those in plying for hire with any vehicle 
or vessel obtained under contract of bailment—i.e., a 
hire-purchase agreement. Many London taxi-cab 
drivers held their cabs under these terms; they did 
not draw ordinary wages.and they usually supple- 
mented their earnings by tips. It was held by the 
Holman-Gregory Committee on Workmen’s Com- 
pensation in 1920 that they could not benefit under 
the existing law and provisions were included in the 
Act of 1923 to meet the case. Since then there had 
been a change in the arrangements under which the 
taxi-drivers worked. Over a third of the 11,000 
taxi-drivers in London, though they still obtained 
cabs under contract of bailment, did not obtain them 
from owners but from garage proprietors, &c., who 
themselves were not the owners but only the hire- 
purchasers. By the deletion of the words ‘‘ or the 
owner thereof” the position of the taxi-men was 
clearly defined by the Bill. ‘The second part of the 
Bill made it clear who had to pay compensation. 
The Bill applied also to Thames bargees. Mr. 
G. LLOYD, Under-Secretary, Home Office, said that 
the Bill would remove a technical difficulty. The 
Home Office would do whatever they could to assist 
its passage as soon as possible. 


Rehabilitation Centres 


The British Medical Association and the Trades 
Union Council gave joint evidence on Dec. 10th 
before the departmental committee on rehabilitation 
of persons injured by accidents. In their memorandum 
they recommended that special centres should be 
established for physical and mental redevelopment 
by graduated work, games, and gymnastics. These 
should cover the stage between active treatment, 
such as massage in fracture cases, and return to 
normal work, when the employer cannot offer light 
work. A medical superintendent in charge of 
50 patients is the size recommended for a centr 
and the length of stay should be four weeks. The 
most practicable way of meeting the capital cost 
would be by Government grants. Each employer 
should be responsible for the cost of treating his 
injured workers, and compensation should continue 
while the workman is at the centre. The organisa- 
tion should be no more under the control of the 
employer or worker than are the present voluntary 
and orthopedic hospitals. An ideal rehabilitation 
centre set up at once, the memorandum concludes, 
would serve as an example and as a training ground 
for the personnel of projected schools elsewhere. 


The Prevention and ‘Treatment of Blindness 
(Scotland) Bill was read a second time. 


QUESTION TIME 
WEDNESDAY, DEO. 8TH 
Unemployment and Sterilisation in Bermuda _ 


Mr. Davo Apams asked the Secretary of State for the 
Colonies whether his attention had been drawn to the 
Report of the Select Committee on Unemployment in 
Bermuda, which had recommended as a remedy for the 
excessive population the compulsory sterilisation of 
certain categories of persons, including the fathers of 
one illegitimate child and the mothers of two illegitimate 
children; whether any of the proposals had been 
incorporated in the Bill presented by the Governor of 
Bermuda to the legislative council; and whether His 
Majesty’s Government regarded them as a satisfactory 
solution of the problem of unemployment in Bermuda — 
Mr, ORMSBY-GORE replied : As regards the first part of the 
question, the answer is in the affirmative. As regards the 
remainder of the question, I am informed by the Governor- 
of Bermuda that none of the proposals relating to sterilisa- 
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tion made by the Select Committee have been incorporated 
in any Bill, and that no such Bill is contemplated. 


Nursing Staff in Mental Hospitals 

Mr. SORENSEN asked the Minister of Health whether 
he was aware of the serious shortage of female nurses in 
public mental hospitals; what was the total numerical 
extent of this shortage; and what action was he taking 
in the matter.—Mr. Brrnays, Parliamentary Secretary 
to the Ministry of Health, replied: Yes, Sir; on a total 
establishment of 12,283 female nurses the shortage is 
758 or 6-2 per cent. The matter will come within the 
purview of the Committee of Inquiry into the Nursing 
Service which was announced on Nov. 4th. 

Mr. SORENSEN: -Will consideration be given to the 
question of employing married women nurses ?—Mr. 
Bernays: As far as I am aware that question will come 
under review. 


Certification of Diphtheria Death 

Mr. Leaca asked the Minister of Health whether he was 
aware that Mrs. Hilda Mitchell, of 7, Vernon-gardens, 
Harrowgate Hill, Darlington, was recently prosecuted 
for failing to call in a doctor during the fatal illness of her 
five-year-old boy ; why, as the child had previously been 
treated by a herbalist, the local registrar refused to accept 
the herbalist’s statement as to the cause of death; and 
whether, in view of the fact that the great majority of the 
3000 children who died in this country every year from 
diphtheria had been treated with antitoxin by a registered 
medical practitioner, he would take steps to stop prosecu- 
tions of this kind and to amend the law relating to the 
certification of death.—Mr. Brrnays replied : I am aware 
of the’ facts stated in the question. The registrar of 
births and deaths reported the death to the coroner in 
accordance with the regulations which require him to 
report any death the cause of which is not certified by a 
registered medical practitioner in attendance during the 
last illness. In these circumstances the registrar was 
Tequired by law to enter in the register the cause of death 
as certified by the coroner. My right hon. friend does 
not propose to take any steps to amend the law relating 
to the certification of death. Any question as to the 
institution of legal proceedings should be addressed to 
my right hon. friend the Secretary of State for the Home 
Department. 

THURSDAY, DEC. 9TH 


Workmen’s Compensation and Special Treatment . 


Mr. OLIVER asked the Home Secretary whether he would 
refer to the committee now considering workmen’s 
compensation the need for including in any amending 
legislation a provision to meet the costs by the insurers 
of any special treatment, spectacles, or surgical appliances 
required by the injured workman as a result of his accident 
and for which no financial provision was made at the present 
time, thereby causing great hardship to the sufferer.— 
Sir SAMUEL HOARE replied: I am advised that arrange- 
ments for providing special treatment and appliances 
fall within the purview of the Rehabilitation Committee 
under their present terms of reference, and I will draw the 
attention of the committee to the hon. Member’s question, 


Small-pox at Oldham 

Mr. Viant asked the Minister of Health how many days 
elapsed between the discovery of the first small-pox 
case at Oldham in 1936 and the vaccination of the contacts ; 
how many contacts were vaccinated or revaccinated ; 
how many cases of small-pox subsequently developed ; 
and what was their vaccinal condition.—Sir KINGSLEY 
WooD replied: The first vaccinations of contacts were 
carried out the day after the diagnosis of the first patient 
.was established and twelve days after her illness began. 
The number of contacts vaccinated or revaccinated was 
282. The number of subsequent cases was 10, including 
one doubtful case. Of these, 4 varying in age from 54 
to 72 were vaccinated in infancy, one, aged: 41, was 
vaccinated in 1916, and 5, including the doubtful case, 
were unvaccinated. 


Sea Pollution and Typhoid Infection 
Captain PLUGGE asked the Minister of Health whether 
inquiry had been made as to the danger of cases of typhoid 
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fever being caused by people bathing in the sea into which 
crude sewage was discharged; whether his department 
had any views on this matter; and how many towns in 
the country discharged crude sewage into the sea.— 
Sir Kinastry Woop replied: Investigations by the 
Royal Commission on Sewage Disposal show that any 
sewage discharged is rapidly rendered innocuous in the | 
sea. Sewage is so discharged by many towns but before 
approving schemes my department require tidal observa- 
tions to be made to ensure that the outfall is placed where 
the sewage will be carried out to sea and not returned to 
the beaches, 


MONDAY, DEC. 13TH 
Packing Straw and Foot-and-mouth Disease 


Mr. SHORT. asked the Minister of Agriculture whether 
he was aware that importers of goods from the Continent 
used packing straw over and over again; if any research 
had been made as to whether this straw might be a source 
of foot-and-mouth disease; and whether he proposed to 
introduce stricter methods of control and supervision.— 
Mr. Morrison replied : The reply to the first and second 
parts of the question is in the affirmative. The Foot-and- 
Mouth Disease (Packing Materials) Order, of 1926, makes 
provision to the effect that when hay and straw has been 
used for. packing purposes, it must not be brought into 
contact with any. animal in Great Britain, or removed 
from the premises except for use as packing, or for destruc- 
tion, or for return in a crate or box to the sender for further 
use as packing. When such purposes have been served 
the material is required by the Order to be destroyed. The 
Order is enforced by local authorities, and, according to 
the reports of the Ministry’s Divisional Inspectors, is 
generally well observed. The experiments of the Foot- 
and-Mouth Diseases Research Committee show that on hay 
and straw the dried virus of foot-and-mouth disease might 
remain active for some weeks, but in the absence of 
evidence against this material, there does not appear to 
be any case for further action. 


Prescriptions for Insulin 
Sir Kinastey Woop, Minister of Health, replying to 
Mr. G. GrirrituHs, said that the prescriptions for insulin 
now numbered well over 250,000 a year, and showed an 
increase of nearly 28 per cent, over the period of four 
years, 
TUESDAY, DEC, 14TH 


Imported Skins and Foot-and-mouth Disease 


Colonel HENEAGE dsked the President of the Board of 
Trade to what extent hides, skins, fur, or wool were 
coming to England from a country which was now having 
outbreaks of foot-and-mouth disease ; and whether these 
articles were treated before or after dispatch to prevent 
them being carriers of infection.—Mr. OLIVER STANLEY 
replied: I understand that foot-and-mouth disease at 
present exists in few of the British countries but in a 
number of the foreign countries from which hides, skins, 
furs, and wool are imported into the United Kingdom. 
Hides and skins coming from the Continent of Europe are 
admitted into this country only after it has been shown 
that they satisfy the requirements laid down by the 
Ministry of Agriculture, and the importation of certain 
descriptions of hair or wool is subject to regulations 
imposed by the Home Office under the Anthrax Preven- 
tion Act, 1919. Apart from these safeguards, I have no 
information as to whether imported goods of the kinds 
mentioned in the question are treated before or after 
dispatch with a view to preventing them from spreading 
infection, 


MARRIED WoMEN aT L.C.C. Hosprrats.—In view 
of the existing shortage of nurses, which is regarded 
by the London County Council as likely to continue, 
authority was given last week for the temporary 
employment in emergency of married women as nurses 
at the various establishments. A similar authority was 
also given as regards school nuréing staff during epidemics 
of measles, on the understanding that sanction should 
only be given when women ordinarily eligible are not 
available. 
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“OBITUARY 


DANIEL FREDERICK RAMBAUT; M.D. Dubi. 

Dr. Rambaut died at St. Andrew’s Hospital, 
Northampton, on Nov. 30th at the age of 72 years. 
. St. Andrew’s is the largest of the 13 registered mental 
hospitals of England and Dr. Rambaut had been 
medical superintendent for almost 25 years. Son of 


the Rev. E. F. Rambaut, vicar of Christchurch, . 
Blackrock, Dublin, he was educated at the Royal. 


School, Armagh, and Trinity College, Dublin, where 
he took his degrees of master of arts and doctor of 
medicine. . Afterwards he studied at Vienna Univer- 
sity. 
officer and patho- 
logist at the Rich- 


. the Grangegorman 
Mental Hospital), 
Dublin, where he 
installed hand-loom 
weaving and. other 
crafts. In 1902 he 
was appointed 
superintendent of 
the county mental 
hospital at Shrews- 
bury, and in 1913 
he was appointed 

to St. Andrew’s 
and began to re- 
model after his own 
heart the treatment 
of the ‘mentally 
sick. To this end 
he set himself to 
raise the standard 


DR. RAMBAUT 


of mental nursing 


and to secure by every means the codperation of 
the patient. Realising that the first impression 
of an institution may make all the difference between 
- confidence and despair or negativism, he designed a 
new reception hospital, now called Wantage House, 
which was opened by Lord Cave in 1927 and has 
since been freely copied elsewhere. Since 1894 he 
had been a member of the Royal Medico-Psychological 
Association ; in 1924 he was appointed registrar, and 
in 1934 he was elected president. 

In his youth Dr. Rambaut was an outstanding 
- athlete; his skill as a Rugby three-quarter was 
largely instrumental in achieving the first Irish 
victory over England, he having converted two tries. 
At a time when Ireland provided some famou 
hurdlers he was.twice champion. There are few 
games at which he did not excel at some time or 
another. Golf was an exception ; he never played it 
and when asked why he would reply that he was 
not yet old enough.° In later years he took no active 
part in games himself but he used his knowledge to 
encourage his patients to take part in outdoor sports, 
since he recognised that confidence can be 
restored in this way. Many of his patients have 
stated they believed the beginning of their recovery 
could be attributed to his kindly persuasion in getting 
them to play golf or join in a game of cricket. He 
looked on games as a good form of occupational 
therapy for the class of patient he had to deal 
with. 


Perhaps he will best be remembered for his con- 


summate understanding of the difficulties of others 
and for his unfailing kindness. He was a man of 
massive proportions, & man whose personality and 


He was for some years assistant medical 


mond Asylum (now: 


the outbreak of the 


kindly countenance inspired hope, and one to whom 
the weak and unstable felt they could entrust. them- 
selves with confidence. He was beloved by his 
patients and his staff. 

- Dr. Rambaut Saves a widow and eer children. 


JOSEPH FRANCIS DIXON, M.D; Dubl. 


Dr. Dixon, who died on Nov. 26th at Narborough, 
had. retired eighteen months ago from the superin- 
tendency of the City Mental Hospital at Humber- 
stone, Leicester. Born in ‘Dublin in 1871, he was 
educated at Mer- 
ton College and 
spent some years 
ranching in New 
Zealand before re- ' 
turning to Trinity 
College, where he 
qualified in medi- 
cine in 1899. He 
held brief resident 
appointments in 
Dublin until at 


L 


South' African War 
he volunteered. as 
civil surgeon, re- 
turning to New 
Zealand on a troop- 
ship in‘ charge of 
sick and wounded. 
Having obtained a 
commission in the 
New Zealand 
Mounted Rifles, he 
went again to South Africa, intending on demobilisa- 
tion to take up general practice in New Zealand. 
But having given this up for family reasons he came 


DR. J. F. DIXON | 


. to England and took a house surgeoncy at Bethlem 


where he decided to adopt psychiatry as a career. 
After his appointment as medical superin- 
tendent at Humberstone in 1911 he initiated the 
policy of converting the institution from an asylum 
to a mental hospital, at ‘the same time training 
and improving the position of the nursing staff. 
This work was interrupted in 1914 when he was 
mobilised with the Territorial Army and remained 
on service until May, 1917, when he returned to 
Humberstone at the request ‘of the Board of Control 
to develop his policy of permitting increased freedom, 
parole, and leave of absence.- Later on he was able 
to provide out-patient clinics for the treatment of 
psychoneurotic and early psychotic cases and to take 
patients into the hospital as voluntary boarders. 
Shortly before his. retirement an old Georgian house 
was converted to a unit for the treatment of con- 
valescent voluntary patients of both sexes uhder one 
roof, and this was called the Francis Dixon Lodge 
as a tribute to his work. An outcome of the 
liberal atmosphere prevailing at Humberstone was 
the Patients’ Magazine, written, printed, and pub- 
lished entirely by the patients; the first number 
issued in 1923 was a reaction to the allegations. 
current at that time against the conduct .of mental 
hospitals. The magazine has since continued to 
appear as a quarterly commentary on hospital events. 
The present-day atmosphere of Humberstone. and 
the good name it enjoys among the people of Leicester 
stand as a memorial to.“ the Colonel” as he was 
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affectionately known to his patients. During the last 
- few years his health had been failing and he was 
1 obliged to retire after an operation in May, 1936. 
» Dr. Dixon played Rugby football and polo in his 
| youth, cricket until the war years, and up to his last 
illness was a keen and excellent shot. He was a 
: genial and generous host, a raconteur with a ready 
Irish wit, a man with many friends. Had it not been 
for indifferent health he would have been president 
of the Leicester Medical Society two years ago. 
He married in 1928 Miss Helen S. Seymour, who 
| survives him. 


THE LATE DR. HILL GRIFFITH 


IN supplement to the obituary notice of Dr. A. 
Hill Griffith appearing in our issue of Dec. 4th one 
of his colleagues writes :— 

“ Griffith was an admirable clinician—his diagnosis 
was quick and accurate, and if he was in doubt he 
never hesitated to say so, which is one of the marks 
of the master. He had a diagnostic flair and could 
spot at once that subtle difference between a possibly 
simple and a possibly difficult case. It was an 
education to see him teaching refraction work, and 
by either the usual skiascopic method or by direct 
ophthalmoscopy he would make an accurate estima- 
tion in a few seconds on which glasses could be 
ordered with confidence.. He was a pioneer in 
accurate refraction and stood out against slovenly 
testing, which was more prevalent then than now. 
He was a great advocate of the regular charting of 
visual fields and was the most rapid detector of a 
visual field defect by the hand test that I have ever 
met. It was uncanny to see him wave his hand about 
to find a defect quickly. His opinion was often 
sought and valued ; he would always give reasons for 
it which were sound, for he was above all a practical 
surgeon; in a difficult case affecting the posterior 

, segment of the eye his experience and judgment were 
, far above the average and he was rarely wrong. 
He wrote a good deal on various subjects and con- 
_ tributed some chapters to Norris and Oliver’s System 
, of Diseases of the Eye. A sincere advocate of personal 
| post-graduate teaching, he ran a class of his own for 
many years. When he gave it up it continued for a. 
time but failed in the end for want of the ‘ personal 
factor.’ Griffith won the Middlemore prize in 1897 
and was the first president of the North of England 
Ophthalmological Society. 
| “ As a man, Griffith was popular with his colleagues, 
with his fellow practitioners, and with the public. 
He had a pleasant and somewhat jovial manner and 
got on well with children. He was essentially kind 
but had a quick temper ; however if he did explode, 
as sometimes happened, it was soon over and no one 
was the worse. He was at his best in his own house 
as a host, for he loved to entertain. He was captain 
of the Manchester and District Medical Golfers 
Association before the war—a most friendly and 
likeable man and a first-class ophthalmologist, he 
was greatly missed when he left Manchester in 1919.” 


THE SERVICES 


Honorary Surgeons to the King 


His Majesty has approved the appointment of 
Colonel S. G. S. Haughton, C.I.E., O. . M.D., 
 vV.H.S., and Colonel N. M. Wilson, O.B.E., I.M.S., 
as Honorary Surgeons to the King in succession to 
Major-General E. A. Walker, C.B., M.B., F.R.C.S. 
Edin., and Major-General Sir Frank Connor, D.S.O., 
F.R. Č. S., I.M.S., who have retired. 
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BRITISH INSTITUTE OF RADIOLOGY 
EXHIBITION OF APPARATUS 


THE exhibition held every year in connexion with 
the congress of the British Institute of Radiology is 
now an event of real importance for the radiologist 
who wishes to keep the technical side of his work 
up to date. It includes examples of the latest types 
of X ray tubes designed both for therapy and diag- 
nosis; tables, couches, and screens; portable 
units ; short wave therapy units, and demonstra- 
tions of improved methods of photography. This 
year there are no startling innovations. Technical 
development has evidently reached a point where 
reliability and accuracy are assured and improve- 
ments are being made on lines already marked out. 
One noteworthy stage in the evolution of apparatus 
is the complete absence of the metal rectifiers that 
used to be a feature of the exhibition, and the changes 
of design in the valves that have replaced them. 
Other novelties are the tomograph designed by Dr. 
E. W. Twining shown by Messrs. Newton and Wright, 
and the very similar apparatus shown by Messrs. 
Dean and Co.; also the cineradiographic apparatus 
designed by Dr. Russell Reynolds. 

On the diagnostic side the improvement in the 
construction and design of portable apparatus is 
remarkable. Nearly every firm offers a satisfactory 
unit, but that of the Victor X Ray Corporation is 
particularly good, being so light and compact that 
it can be carried in a good-sized attaché case, and can 
thus be transported to any bedside. 

On the therapy side Messrs. Philips Metalix, are 
showing the 1000 kv X ray tube which was eee 
at the International Congress in Chicago. This is 
sealed, oil-immersed tube of the type that this and 
several other well-known firms are now constructing 
for high-voltage therapy. Special points in the 
design are the comparatively small size of the gene- 
rator unit and the arrangement which allows five 
patients to be treated at once if so desired. It is 
satisfactory to know that for the first time a British 
firm (the ‘‘ Solus” Electrical Co.) are showing a 
dosimeter which promises to be both accurate and 
convenient. It is of the integrating type with a 
very small chamber, and special provision for ampli- 
fying and recording the ionisation current. 

Among the accessories is a most useful projector 
designed by Messrs. Newton and Co. This is con- 
structed on principles like those of the epidiascope 
to allow the actual radiogram to be thrown on the 
screen without the necessity of making lantern slides, 
a method which is certain to become popular. 

The scientific exhibit is concerned mainly with the 
investigation of industrial disease, a subject of 
present importance. Among many interesting demon- 
strations one novelty is outstanding. Mr. L. G. 
Grimmett, physicist to the Radium Beam Therapy 
Research, has produced a celluloid phantom con- 
structed to represent the human body and so arranged 
that there are sufficient air spaces to make it of the 
right density. With this apparatus a very accurate 
reading, representing the actual dose of radiation 
received in the tissues, can be made either for X rays 
or gamma radiation. 


CITY oF LoNDOoN.—Dr. C. F. White isto be recom- . 


- mended as medical officer of health for the City in succession 


to the late Dr. W. M. Willoughby. Dr. White is at present 
port medical officer, but since Dr. Willoughby’s death has 
been acting as City medical] officer. 
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PUBLIC HEALTH 


Prevalence of Dysentery 


In the week ended Dec. 4th 454 cases of dysentery 
were notified in England and Wales and 124 in 
London. This is a remarkable increase over the usual 


weekly return of 20 to 30 in the one case and 5 to 10. 


in the other. The careful student of the Registrar- 
General’s weekly return will have noticed a modest 
increase in the figures for the past three years, but 
his survey has been rendered difficult by two circum- 
stances: one that dysentery has no column of its 
own in the return and the figures can be discovered 
only by reference to a key letter in the general 
column of other diseases; the other that dysentery. 
is endemic in the public mental hospitals of this 
country which are many of them situated in rural 
districts, so that without special topographical 
knowledge he may readily misinterpret the signifi- 
cance of the regularly recurring figures in certain 
areas. It has also been reasonably suggested that the 
increase in the number of reported cases may be 
dependent on the increased interest taken in the 
disease and a correspondingly enhanced standard of 
diagnosis. To be set against this is the fact that 
the diagnosis of dysentery does not depend on the 
isolation of a specific organism or the recognition of 
a specific symptom-complex. For asylum purposes 
dysentery is taken simply as a clinical entity charac- 
terised by abdominal pain, rise of temperature, and 
the passage of blood and mucus. To notify a febrile 
and painful bloody flux need not tax the ability of 
the diagnostician—provided he realises that it must 
be notified. | 


’ 


Dysentery in England and Wales during the. 


Last Decade 
Deaths Notifications. 
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The present year showed no pronounced excess of 
dysentery until the 35th week when 152 cases were 
reported from Luton. In the 42nd week Bilston 
(Staffs) reported 18; in the 44th week Farnham 
(Surrey) 43 ; and in the 47th week Pewsey (Wilts) 25. 
What is noticeable in the latest (48th) week is the general 
prevalence over the home counties, the total figure 
for London being 124, Middlesex 53, Essex 46, 
Sussex West 28, Surrey 26, Kent 20; while within 
these areas there are spots such as Southend-on-Sea, 


Ilford, Walthamstow, Beckenham, Enfield, and 
Sutton with more considerable incidence. 

We have taken the opportunity of putting together 
from various sources a Table of the notifications of 
dysentery in the various sections of the population 
during the last decade along with the number of 
reported deaths. The figures for the public mental 
hospitals are taken from the 23rd annual report 
of the Board of Control, and it will be noted that 
up to the end of 1936 at all events they showed no 
sign of increase. After deducting these institutional 
cases from the total number of reported cases it 
emerges more clearly how precise has been the 
increase during the last three years in the extra- 
hospital population, the figures for 1935 and 1936 
being double and treble that for 1934; and it is not 
unlikely that the figure for 1937 will be tenfold. 
In passing it may be remarked that, judging from the 
returns of the Health Section of the League of 
Nations, the same tendency to increase is shown 
in many European countries. In Germany, for 
instance, last summer’s figures were about double 
the median values ; in Denmark seven- or eight-fold ; 
and in Italy double; while in Norway and Sweden 
the increase ‘was on an astronomic scale. 


A New Maternity Block at Hackney Hospital 


On Tuesday last the London County Council 
sanctioned the expenditure of £71,000 on a new 
ward block for maternity cases at Hackney Hospital, 
to occupy the site of the old mental block. The 
present accommodation at the hospital consists of 
38 maternity and 13 antenatal beds. The need for 
accommodation has now been considered in relation 
to the north-eastern area which is served by four 
hospitals to which 3628 maternity cases are admitted 
in the year. This number is regarded as requiring 
182 maternity beds. The new block in course of 
erection at Mile End will accommodate 70 patients, 
the maternity units at St. Andrew’s and Bethnal 
Green contain 36 and 18 beds respectively. The 
number of maternity beds remaining to be provided 
at Hackney is therefore 58, and the proposed new 
block will contain 74 maternity and 12 antenatal 
beds, a margin of 16 beds over probable needs. 
Provision for the future will be made in the form of 
a third story to be constructed at present in shell 
form only. 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
DEC. 4TH, 1937 


Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0; 
scarlet fever, 2689; diphtheria, 1765; enteric 
fever, 72 (35 “ expected ”); pneumonia (primary or 
influenzal), 1096 ; puerperal pyrexia, 189; cerebro- 
spinal fever, 17; acute poliomyelitis, 21; acute 
polio-encephalitis, 3; encephalitis lethargica, 2; 
dysentery, 454; ophthalmia neonatorum, 74. No 
case of cholera, plague, or typhus fever was notified 
during the week. 

The number of case ; Ho 
County Oouncil on Deo Ioh eae : 1259, bien. BB Londen 
Scarle diphtheria, 1590 (diphtheria carriers, 20), 


fever, 912; 
whooping-cough, 344; puerperal fever, 18 


measles, 298 : 


mothers (plus 15 babies) ; encephalitis lethargica, 284 > - 
myeu; 3 At St. Margaret’s Hospital there were 8° ole. 
(plus 22 mothers) with ophthalmia neonatorum. 


Deaths.—In 125 great towns, including Lo ; 
there was no death from small-pox, 4 (0) from ateri 
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MEDICAL NEWS 


University of Oxford 

At a congregation held on Dec. llth degrees were 
conferred on the following :— 

D.M.—E. H. Koerner, H. J. B. Atkins, J. K. Marshall, 
N. E. R. Archer. 

B.M.—F. J. Ingham, J. ee goreli, L. B. Bok, 
S. E. Furber, D. iyne, H Owen-Smith, D. Whit- 
ane e, J. A. Partridge, J. ' Dickenson, R. ©. Browne, 
C. I. Murphie, D. A. Ireland, H. Muller N. E. Stidolph, and P. 

. Turtle. 

At recent B.M. examinations the following candidates 
were successful :— 

T ahology. —T. ue Branch, J. T. Burrowes ` E E. a arrow, 
C. D. Cormac, H. i. Dickineoa E S. E. Furber, 
M. W. Ponas S. 7. S rusher: F. F. “neham, ty H. Llewellyn 
PEN ongmore N. Macdonald, G. K McGowan, 


MR Meier M.M. Tickles R.A. Shawyer, Ww. oe H.Steven- 
gon, ë es D. Walker, G. J. Walley, R. T. Warren, and C. W. M. 


olicine,. Surgery, and Midwifery. EN a Bok, R. C. Browne, 


D. G. W. Clyne, H. J. L. Dickinson, Ethiraj T. Gadian, 
S. R. Gloyne, F. J. Ingham, D. A. Seland. E. Lovelock, 
H. Muller, O. I. Murphbie, H. G. Owen-Smith, È A. Partridge, 


I. B. Pirie, J. C. Prestwich, C. W. R. Rayno-Davis, R. Roaf, 


O N. E Stidolph, C. M. F. Walters, and D. Whitteridge. 


University of Cambridge 
On Dec. llth the following degrees were conferred :— 
M.B., B.Chir.—*C. G. Rob, M. I. A. Hunter, James Richard- 


= gon, and Hyman Sirota. 
NEB. 


—*N. S. Wiliams, J. W. Cope, G. I. F. Tweedie, and 


- Basil Rothery. 


| D Aubrey Goodwin, Mr. A. J. McNair, Prof. F. 


* By proxy. 
The following examiners were elected for next year :— 


THIRD EXAMINATION AND FINAL EXAMINATION FOR THE DEGREE 
OF M.B., DECEMBER, 1938 
Part I, Surgery.—Mr. G. L. Keynes, Mr. R. Davies-Colley, 
Mr. W.H. Ogilvie, Mr. Julian Taylor, and Mr. R. M. Handfield- 
Jones. rhe following may also be called upon: Mr. W. H. 
Bowen, Sir Alfred Webb-Johnson, Mr. Eric Crook, Prof. E. D. 
Telford, Mr. W. H.C. Romanis, Mr. W. D. Doherty, Mr. Reginald 
ick, Mr. Lancelot Bromley, Mr. Ivor Back, and Mr. G. T. 


Part 1 I, Midwifery —Mr. J. R. C. Canney, Mr. Wilfred Shaw, 
Mr. L. Carnac Rivett, and Mr. William Gilliatt. The following 


may also be called upon : Mr. V. B. Green-Armytage, Mr. J. M. 
Wyatt, Mr. Aleck Bourne, Mr. Frank Cook, Mr. D: W. Roy, 
rowne, 


r. J. D. Barris, and Mr. Leslie Williams. 


THIRD EXAMINATION FOR THE DEGREE OF M.B., 1938 


Part II, Medicine.—Dr. G. S. Haynes, Dr. A. G. Evans, 
Prof. A. E. Naish, Dr. Arnold Stott, and Dr. Crighton Bramwell. 


-= The following may also be called upon: Dr. C. E. Lakin, Prof. 


Hardy, Dr. George Graham, and Dr. 


also be called upon: Bee. . H. 


J. W. McNee, Dr. 


Gardiner-Hill, Dr. ‘C. M. Wilson, Dr. F. H. 
Young, Dr. J. M. 


H. Campbell, Dr. A. C. D. Firth, Dr. T. L. 
A. E. Clark- Kennedy. 
Therapeutics, and Toxicology.—Dr. 
verney: F.R.S. The follo g may 
Burn, Dr. Geoffrey Bourne, 
Dr. Philip Hamill, and a A ie Warner. 

Part II, Pathology, H and Preventive Medicine.—Dr. 
A. N. Drury, Frer attbew baled Rela The following may also 
becalled upon: Dr. Raymond Williamson, Prof. James McIntosh 
Dr. G. P. eCullagh, and Prof. G. P. Wright. 


British Association of Radiologists 

Of the nine candidates who sat the examination for 
the fellowship of the association at the beginning of this 
month, the following have been successful :— 


*Frank Ellis, t*Robert McWhirter, tE. L. Rubin, *Margaret 
C. Tod, and tJ. Z. Walker. 


* Honours in radiotherapeutics. 
t Honours in radiodiagnosis. 


Part II, Pharmacolo 
L. B. Cole and Dr. ER 


(Continued from previous page) 


fever, 18 (2) from measles, 8 (2) from scarlet fever, 
8 (2) from whooping-cough, 44 (6) from diphtheria, 
38 (8) from diarrhoea and enteritis under two years, 
and 45 (7) from influenza. The figures in parentheses 
are those for London itself. 

The four deaths from enteric fever were reported from Croy- 
don. Liverpool had 11 fata] cases of measles, Manchester 3. 


Diphtheria was fatal in 30 great towns, Stoke-on-Trent report- 
ing:4, no other great town more than 2. 


The number of stillbirths notified during the week 


was 298 (corresponding to a rate of 49 per 1000. 


total births), including 53 in London. 


‘University of London 
At recent examinations the following candidates were 
successful :— 


THIRD EXAMINATIONS FOR M.B., B.S. 

Moss Albert, Univ. Coll. ag A. B. Birt St. Thomas g 8 
Hosp.; N. E. ’ James, London Hosp.; Olwen B. sonen, a 
Free Hosp. ; David Landsborough, London Hosp. ; 

Pike and Herbert Spencer, St. ry’s Parc (with nonce) 
J.C. Adame: St. Mary’s Hosp. ; „Mary J ANaTeS, ing, 8 Co 
Hosp.; D. R. Ashton, St. Bart.’s aoe ulie, Ringe 
Coll. Hosp. ; E. J. W. pe art. A Hosp. 
Barsby, Roy. Free Hos L. y5 as: Guy’s op- 088 
Bloom, Univ. Coll., Car T. K. Bradfor ing’ ’s Coll. Hosp. : ; 
J. D. Bradley-Watson and G. O. Brentnall, St. Bart.’s Hosp. ; 
Mary E. Punning, Roy. Free Hosp. Bernard Oates, St. Bart. ’S 
Hosp. ; R.C Chaporoy Yai Univ. Co Hoep.: Dorothy K aa 
Roy. keer Hosp Co hen, King’ 8 Coll. Hosp. ; Margaret 
T. Collins, Roy. Free o Gwendolen K. G. Coote, 
Coll. Hosp. ; ; M. L. Corera; „Ceylon Medical Coll. and ’ King’ 8 
Coll. Hosp.; G. H. Dar Bart.’s Hosp.; P. M. Davies 
Guy’s Hosp. ; R. D.L. Dade] Middlesex Hosp. ; P. H. Denton, 
Guy’s Hosp.: Margaret R. Dix, Roy. Free Hosp. : Ian Donald, 
St. Thomas’s Hos Tsabelle F. L. Doxat, Roy. Free Hosp. ; 
J. Ð. Ennis, St. art.’s Hos T. J. Evans and John Farr, 
Univ. Coll., Cardiff; Joan ’ Faulkner Roy. Free Hosp. ; 
Eric Garland Collins, London Hosp. ; : Rachel Goldenberg, Roy. 
Free Hosp.; J. H. Goonewardene, Ceylon Medical C oll. and 
King’s Coll. Hosp.; Douglas Graham-B Brown, Guy’ 3 Hosp. ; 
T. E. Gr s, Univ. Coll. Hosp.; B. Hambly, St. Bart.’s 
ee i . K. Morris St. George’ 8 Hap ; George Herbert, 
art. Hee : B. Hollings, St. Thomas 8 Hosp. ; Ron 
Hugbes and G. S Bing Univ. Coll. Hosp. ; 8. F.J ayawardene, 
ylon Medical Coll. and Kine’ s Coll. Hosp.; Ursula J. Jefte 
King’s Coll. Hos o aon, St. Thomas’s Hosp. ; 
Jones, Miidlesor Hosp 5” Julian Kastelian, Westminster Bom ; 
Gladys E. Keith, Roy. Free Hosp. 5 A. R. R. Kent and B. S. 
Kent, Middlesex’ Hosp. ; Kerr, St. Thomas’s Hosp. ; 
J. D. Kinnear, Middlesex Hosp: ; Tris re Ramey, Roy. Free 
Hosp.; H. A. Leggett Guy’s Hosp Le Vay Boe 
n Hosp. se E. R. Mountjoy, St. hart. a) roa. Mary ta 
hy, Univ. Colt, Hosp. ; > Alice L. Musgrave and Muriel a 
New oare: Roy. Free Hos ; M. G. O’Flynn, St. 
Peckar, Univ. Coll. OSP. ; F. E. Pitt-Payne, Guy’ 8 Hosp. ; 
NOR AN aet ATA Ponnampalam, Univ. Coll. Hosp.; Dorothy S. 
Pope, Roy. Free Hosp. ; ; A. E. K. Price and O. N. Ransford, 
Middlesex Hosp. ; ; A. N. Roy, St. Bart.’s Hosp. ; C. P. Sames, 
TY Mary’ 8 Hosp.; J. A. Smart and E. R. Smith, a Thomas’s 
Hosp. ; Christine M. atace; i. Sh Free Hosp. i . R. Steed, 
King’s Coll. Ho Shela, M. Streatfeild, Roy. oo Hosp. ; 
R.W. Thomson, t. , Barta 8 Joep. i P. van Meurs, St. Thomas’s 
Hosp.; P. W Bie Hoan, . Watt, St. 
Thomas’s ve 7 aR. R. Ro Willcox, St. Mary's Hos . M. 
Williams, St. art.’s Hosp.; M. R. Woods, Guy’s osp.; and 
Muhammad Yasin, St. Thomas’s Hosp. 

The following students have passed in one of the two 
groups of subjects : 

Group I.—Sheila M. Anderson, J. Rie Anoo yeaa G. 
Ashton, Mary Baker, A. D. Bateman, A. A. Beazeley G. 
Burnett, H gane diva M. Drown, L. R. L. arer PEs 
M. Edwards, B. H. Elis Faith, G. A. Fairlie-Clarke, 
Gryepoerdt, 


Mary’s Hosp. ; ; 


Rachel D. EAN Cr des, a H. George, G. L. 
Neil Hamlin, Ruth walt A. H. Jack, Erwin Ja ha, E. L. 
Loewenthal, Norma M. MacLeod, J. T. Mair, C. S. Nicol, A. J. 
Nimmo, Thomas Partington Elisabeth C. Randell, S. T. Ruther- 
ford, Gregory Shneerson, J. H. Sproule, Augustus Stephens, 
Leader Stirling, G. K. Taylor, J. W. Thompson, W. G. Tilmann, 
Eileen W. Town, J. W. B. Waring, R. M. Wiliams, A. D. Willis, 
L. J. Wolfson, ne George Wynn yemi. 

Group II..—C. p Aton, G. D. S. Briggs, J. C. M. Browne, 
Elizabeth M. Cadbury, L P. Dale ri Dubash, G. F. Edwards, 
B. F. Guliver H. H. . K. B. "Lennox, W. 
Owen, Bs, L. E. Musgrove, Gindye L. Neill, N. G. G. Talbot, 

E. J. Thomas Mary R. Thompson, D. M. Wallace, C. P. 
Warren and R. Ò. Yerbury. 


University of Sheffield 
Dr. R. W. John has been appointed research assistant 
to the department of pathology. 


University of Dublin 
At recent examinations at the School of Physic, Trinity 
College, the following candidates were successful :— 
FINAL MEDICAL EXAMINATION, PART N 


ahd ey J.Sandys By B. Reill Ae Macnamara, M D M: 
n M'‘Neilly,. Natban ke He s. Boyce, F. A. Hanna, 
eorge. 

Surgery. —J.R. Steen and E. M. Cochrane (with second-class 
honours); S. G. Heaton, D. P. Beckett, Grace M. Wild, o oling 
Tomlinson, J. N. G. Drury, J. B. Plews, J. M. Caldwell, C. W. L. 
Macnamara, J. G. Nixon, Neville Jackson, Patricia M. J. Con- 
way, C. H. Blackham, Maureen N. S. Mason, M. D. Thorp, C.G. 
Reilly, and Samuel Rubin. 

“Midwifery —M. F. X. 


Meares, Neuie Jackson, N. L 


A. 
D. E. 
E. R. Coetzee, L. I. Warnock, and R. J. Sandys. 
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Royal College of Surgeons of England 

A meeting of the council was held on Dec. 9th, with 
Sir Cuthbert Wallace, the president, in the chair. An 
autographed copy of the Hunterian oration delivered by 
Sir John Bland-Sutton in 1923 and an autographed copy 
of the speech delivered by Mr. Rudyard Kipling at the 
dinner the same evening was received from Lady 
Bland-Sutton, and a miniature of John Abernethy from 
Mr. L. R. Braithwaite. 

The council arranged for lectures to be given in 
February by Sir Arthur Keith, F.R.S., on the Mount 
Carmel skeletons, and by Dr. W. E. Gye, director of the 
Imperial Cancer Research Fund, on cancer research. 

It was reported that at the examination for the primary 
fellowship just concluded in Australia 3 candidates out 
of 6 were successful at Sydney, and 17 out of 35 were 
successful at Melbourne. : 

Diplomas of fellowship were granted to the following 
candidates :— 


amb. 


.: W.R 
G. A. 

. Hunt, B. A 
. F. Bryson, M.B. Camb. ; 
. McGladdery, ar Lond. ; Z L. 


B b 
Dipak Bhatia, M.B. Punjab; B. B. 
B m Sholem 


Cape; P. T. Joseph, M.B. Madras; B. N. Bandyopadhyaya, 
M.B. Calcutta ; b . Datta, M.B. 
Calcutta ; S Dodds, M.D. 
Edin. ; G 
M.B. Glasg.; B. T. Marteinsson, M.D. Manitoba; G. 
Mes, Arts, Ameterdam and London Hospital; oN ; 


Licences in dental surgery were granted to the following 


candidates :— 

H. A. Bali, W. B. J. Baskin, D. C. P. Battersea, A. J. Belsey, 
P. G. Bisson, Hewitt Bridgeman-Williams, W. R. C. Brown, 
D. W. Bugg, S. E. Burt, G. Olark, A. W. Combeer, E. J. 
Dunford, Poler Ellis, Christian Faarup, Solomon Farro, D. R. 
R. L. Greenfield, R. M. 


‘ . Jones, 
Bernard Leton, W. E. Lyne 
. Odin 


Diplomas in anæsthetics were granted jointly with the 
Royal College of Physicians to the following candidates :— 


A. H. L. Baker, A. H. Bruce, Eva G. Byrde, J. C. ear ma 
‘Bessie E. Cook, Ellen B. Cowan, M. H. A. Davison, A. J. S. 
De Freitas, L. M. De Silva, S. F. Durrans, Florence Faulkner, 
W. B. Gough, naorge Gray, J. R. G. Harris, J. K. Hasler, Ursula 
Y a C. Kelly, J. O. Moffat, D. A. Prothero, 
; s, W. H. Scriven (Capt. R.A.M.C.), E. W. O. 
Skinner, G. C. Steel, and Oliver Walker. 


Royal Faculty of Physicians and Surgeons of Glasgow 
At a meeting of the faculty, held on Dec. 6th, with Dr. 

John Henderson, the president, in the chair, the following 

candidates were admitted to the fellowship :— 

Kenneth Fraser, M.B., and Alexander Lyall, M.B. (Glasgow) ; 
Rustom Jal Vakil, M.B., M.R.C.P. (London); and Anna Vareed, 
M.B. (Edinburgh). ‘ 

German Congress on Internal Medicine 

The fiftieth congress of the Deutsche Gesellschaft fir 
innere Medizin will be held from March 28th to 3lst in 
Wiesbaden under the presidency of Prof. Assmann 
(Königsberg). The principal subjects for discussion will 
be tests of cardiac efficiency and the function and diseases 
of the suprarenals. 


German Society for Study of the Circulation 

The eleventh congress of the Deutsche Gesellschaft 
fir Kreislaufforschung will be held at Bad Nauheim on 
March 26th and 27th, 1938, under the presidency of Prof. 
W. Nonnenbruch. The main subject for discussion will 
be circulatory collapse, and the speakers will include 
Gollwitzer-Meier (Bad-Oeynhausen), Siebeck (Berlin), 
Kirschner (Heidelberg), Schoen (Leipzig), Henderson 
(New Haven), Rühl (Berlin), Ewig (Ludwigshafen), 
Eppinger (Vienna), Fischer-Wasels (Frankfort-on-Maine), 
Clara (Leipzig). Further information may be had from 
Prof. E. Koch, at the Kerckhoff-Institut, Bad-Nauheim. 


A. MacGowan, — 


Royal Society of Medicine 

The Colyer prize of this society, which was founded to 
commemorate the 25 years’ service of Sir Frank Colyer 
as honorary curator of the odontological museum, will 
be awarded in 1938. 

It will be given for the best original work in dental science 
completed during the last five years by a den 8 eon 
educated at any duly recognised dental school in Great Britain 
or Northern Ireland who has not been qualified for more than 
five years at the date of the award. ‘Applications should be 
submitted to the secretary of the society, 1, Wimpole-street, 


- London, W.1, not later than March 31st. 


Epsom College 

The Old Epsomian Club celebrated the diamond jubilee 
of the annual dinner on Dec. 9th at the Café Royal. Dr. 
S. Duke Turner took the chair for the second year in 
succession, deputising for the president, Col. Crawford, 
who had gone to India. Dr. Turner, proposing Col. 
Crawford’s health, said that he had given numerous bene- 
factions to.the college, and also scholarships with the only 
condition that the boys should have no connexion with 
medicine. After he had read a long message from him 
Dr. Turner went on to propose Floreat Epsomia, saying 
that old boys had had every reason to be proud of their 
school. Among other things it had the best science 
laboratories and sanatorium in the country. Rev. Arnold 
Powell, the headmaster, in his reply reviewed the scholastic 
and athletic successes of the college. Its uncomfortably 
rapid growth to nearly 500 boys this year had called for 
three new masters, three day rooms, and a dining-hall. 
The change to the Oxford and Cambridge Joint Board 
examinations had enabled comparison with other schools, 
and this year they had come third, after allowance had 
been made for size. Mr. D. S. Clogg proposed The Guests 
and read a letter from the first boy to enter the school, 
in 1855. Lord Leverhulme, the chairman of the college 
council, replied in ingenious and witty verse. Sir Cuthbert 
Wallace, president of the Royal College of Surgeons, also 
responding, said that Old Epsomians who had served 
under him had always turned out to be first class men. 
He thought it a mistake for a school to become too pro- 
fessional and narrow in its teaching. Specialties should 
be taught only after the boy had embarked on his new 
training at the university. 


London Association of the Medical Women's 

Federation 

A meeting of this association was held on Dec. 8th, at 
the premises of Messrs. Hazell, Watson and Viney, Long 
Acre, W.C., printers of TuE Lancet. Small parties were 
conducted round the works and inspected processes of 
setting up copy by monotype machines; correcting 
errors of composition; making-up and imposition of 
pages; printing; and folding, gathering, and stitching. 
In the course of the evening Dr. M. H. Kettle commented 
on some editorial aspects of the printing arrangements. 
Some 70 members were present. In the unavoidable 
absence of the president, Miss E. C. Lewis, Dr. Letitia 
Fairfield thanked the directors for the opportunity offered 
to see THE LANCET in the making and for their hospitality. 


National University of Ireland 

On Dec. 9th at a meeting of the senate the degree of 
M.D. was awarded to D. J.'Cannon, Prof. T. W. T. Dillon, 
and E. W. Kirwan, and the degree of Ph.D. to M. G. A. 
Little, 


London-Manchester Medical Society 

This newly formed medical society will hold its first 
annual dinner at the May Fair Hotel, London, on 
Thursday, Jan. 20th, at 7.45 p.m. Further particulars 
may be had from the hon. secretary, Mr. Albert Davis, 
93, Harley-street, W.1. 


Institute of Sociology 


The field studies department of the institute is organising 
a winter school of sociology and civics to take place from 
Jan. Ist to 8th under the direction of Mr. Alexander 
Farquharson. There will be a course of general lectures 
on sociological subjects and field-work methods will be 
demonstrated in the royal borough of Kensington. Particu- 
lars may be had from the hon. organiser of field studies 
of the institute, Le Play House, 35, Gordon-square, 
London, W.C.1. | 


eo Se 


—_— 


So al Dey 


THE LANCET] 


MEDICAL DIARY.—THE LANCET 100 YEARS AGO 


[pEo. 18, 1937 1465 


Royal Society 

Dr. M. C. G. Israëls, assistant director of the department 
of clinical investigation and research at the Manchester 
Royal Infirmary, has been appointed to a Foulerton 
Feadh fellowship. He proposes to carry out research 
on the nature and etiology of leukemias and allied 
conditions, 


Lectures on Speech 

Ten lectures on the mechanics of speech and voice are 
to be given by Mr. Robert Curry and Dr. Douglas Guthrie 
at the Edinburgh School of Speech-training and Dramatic 
Art, 8, Moray-place, Edinburgh. The first lecture will be 
on Jan. 13th at 5.30 P.M. 


Restorations to the Medical Register 

At the meeting of the General Medical Council reported 
in our issues of Nov. 27th and Dec. 4th the names of Harold 
Burt-White, A. D. Buchanan, and Paul Vertannes were 
restored to the Medical Register. The following names, 
erased through failure to communicate changes of address 
to the registrar, have also been restored: W. B. Allan, 
F. T. Birkinshaw, Elijah Brown, D. G. Coll, C. F. W. de 
Saram, K.J. M. Graham, B. F. Hartshorne, D. M. Lala, 
L. M. Park, Samuel Robinson, and Janette R. Wilson. 


Course in Psychological Medicine 

Lectures and practical instruction for those preparing 
for a diploma in psychological medicine will be given at 
the Maudsley Hospital from January to May, 1938. 
Further information may be had from Prof. F. Golla, 
hon. director of the medical school, the Maudsley Hospital, 
London, S.E.5. 


Cookery in Schools 

Lord Stanhope, the president of the Board of Education, 
has decided to appoint a departmental committee to con- 
sider the teaching of domestic subjects, and particularly 
cookery, in public elementary schools. The board has 
also issued a circular to local education authorities on the 
need for further facilities for teaching cookery to young 
women, and has asked them to provide further oppor- 
tunities for instruction in cookery and family catering 
next session. 


Births, Marriages, and Deaths E 


BIRTHS 


BEYNON. —On Dec. 13th, to Dr. Constance Lang Beynon, the 
wife of Dr. John Beynon, Brighton—a daughter. 

FOWLER.—On Dec. 10th, at Crowborough, the wife of Dr. Eric 
Fowler—a son. 

GAIRDNER.—On Dec. 10th, at Ide, Exeter, the wife of Alan C. 
Gairdner, F.R.C.S. Eng.—a son. 

LLOYD.—On Dec. qt at  Cheltenhari, the wife of John P. F. 
Lloyd, F.R.C.S. Eng.—a son. 

PIRRIE.—On Dec. 10th, at King’s College Hospital, the wife of 
Dr. Denis Pirrie—a son. 

RaMsAY.—On Dec. 7th, at Hampstead, the wife of Dr. Hugh 
Ramsay—a son. 

Ross.—On Dec. 13th, the wife of Dr. J. S. Ross, Welwyn Garden 
City—a son. 


MARRIAGES 


VAIZEY—NEEDHAM.—On Dec. 11th, at Stone, Staffordshire, 
John Michael Vaizey, M.D., *M.R.C. P., to Constance, 
elder daughter of Mr. Reginald Needham, of Stone. 


DEATHS 


UKE-WOOLLEY.—On Dec. 11th, at Hanover-terrace, Regent’s 
OK Bark, F. D. Duke-Woolley, M.R.C.S. Eng. 

AMILTON.—On Dec. 10th, killed in the Castlecary railway 
accident, Meut -Col. William Gavin Hamilton, M.R.C.S. 
Eng. » L.M.S. (retd.), formerly Inspector-General of 
Ja 5; Bonzai, of Dunaivon, Rhu, Dumbartonshire, lately 
of Guildford. 

.—On Dec. 11th, a Camberley, Surrey, Colonel Anthony 

John Luther, C.B., L.R.C.P.I1., late R.A.M.C. 
O’DONNELL.—On Dec. 10th, at 19, Worsley-road, Hampstead, 
Thomas Moore O’Donnell, L.R.C.S. I., of Tunbridge Wells. 
SADLER.—On Dec. 9th, at King Edward VII Hospital, Windsor, 
William Mackenzie Sadler, M.D. Lond., late of Slough, 


aged 64. 
TATE. Sen ee: 12th, at Bideford, John James Tate, L.R.C.P.I., 
age 
N.B.—A fee of 78. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 


Medical Diary 


December 20th to December 25th 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
TUESDAY. 
5.30 P.M., general meeting of fellows. 


EUGENICS SOCIETY. 
TUESDAY.—5.15 P.M. (toome of the Royal Society, Burlin on 
House, Piccadilly, J. C. Trevor: Some Anthro- 
pological Gonaiderations of Race Crossing. 


@ 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane- 
road, 
TUESDAY.—4.30 P.M., Dr. C. M. Hinds Howell: Syphilis of 
the Nervous System. 


WEDNESDAY.—Noon, clinical and pathological conference 
Diagnosis 2 P.M., Dr. T. C. Stamp: Bacteriological. 
iagnosis, Prophylaxis, and Treatment of Enteric Fever. 


P.M., clinical, ud palette conference (surgical). 
4.90 - M., Dr. S loyne: The Pathology of Tuber- 
culosis. 


Daily, 10 A.M. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gynæcological clinics and 
operations. 


THE LANCET 100 YEARS AGO 


December 16th, 1837, p. 393. 


From a lecture by Dr. Marshall Hall on Fever, 
delivered at the Theatre of Anatomy and Medicine, 
W ebb-street, Southwark. 


The first question in reference to fever, is this :—Can 
fever exist without some topical inflammation as its 
immediate or proximate cause ? In other words, can fever 
be idiopathic or primary ? or is it always and necessarily 
symptomatic ? . . . To those who still contend for the 
localisation of fevers, I would put these questions: How 
do you view rubeola, scarlatina, variola, &c. ? Are these 
eruptive fevers symptomatic, or consecutive, and depen- 
dant upon the condition of thé air passages, the posterior 
nares and fauces, the skin, respectively ? or are these local 
affections, not the local cause, but simply part and parcel 
of the whole disease ?—they are sometimes absent, or : 
nearly absent, altogether! As you view these febrile 
affections then, so regard the synochus and the typhoid 
fevers, of which I am abont to treat, and there will be 
an end of all dispute. In the former of these, there is 
frequently no complication, except herpes oris; in the 
latter, the disease of the intestinal glands must be con- 
sidered as bearing the same relation to the fever, as the 
pustules on the external and internal surfaces do to that 
of variola. To prosecute this dispute any further would 
be alike vain and unprofitable. .. . I will now briefly 
state my own opinion :—1, I consider that there is an 
order of fevers, induced by fatigue, anxiety, watching, 
and other similar causes, which vary with the age, sex, 
and constitution of the patient, and which may be com- 
plicated with local affection, but in which such local 
affection is by no means essential as the cause of the fever. 
I shall call this order of fevers, which I shall describe very 
particularly hereafter, Synochus, or common fever, from 
ordinary causes. 2. There appears to be another fever, 
more peculiar in its causes, nature, symptoms, and morbid 
appearances, and in the persons whom it attacks, which 
is true typhus. In this there is always disease of the glands 
of the intestines; and there are other morbid changes, 
less constant, and less essential. 3. There is a third kind 
of fever, not less peculiar in its source, symptoms, morbid 
anatomy, and treatment, viz. Intermittent, or Ague; it 
is usually induced by marsh miasmata, or effluvia, and it 
is apt to induce, in its turn, disease of the spleen, and 
dropsy. This appears to me to be a simple view of a 
complicated subject. ... 


i 
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NOTES, COMMENTS, AND ABSTRACTS 


POISONOUS SOLVENTS IN INDUSTRY 


Many of the non-aqueous solvents employed in 
industry are selected because of their relatively high 
vapour-tension and the consequent ease with which 
they can be separated, by distillation or mere 
evaporation, from the substance dissolved. When 
the conditions of use do not allow recovery of the 
solvent—as for example in the use of varnishes, 
lacquers, and ‘‘ dopes ’—the proportion of vapour in 
the air of the workroom becomes considerable and 
*may have a serious -effect on the health of workers, 
apart from possible damage done by contact of the 
solvent with the skin. Dr. Ethel Browning’s mono- 
graph: is therefore to be welcomed, and von 
Oettingen’s account? of an important group of 
bodies, which from their relatively non-inflammable 
character have much to recommend them, may 
usefully be considered with it. 

The official committee responsible for Dr. Browning’s 
report wisely point out that “ the number of chemical 
compounds used as solvents is large, but unfortunately 
the number of proprietary names is much larger, 
and a toxic substance may be concealed under such 
a name. It has not been possible to give a glossary 
of proprietary names and this report will only be of 
service in judging the safety of a solvent in those 
cases where the chemical nature of the solvent is 
known.” Warnings as to the care with which experi- 
ments on small animals should be used as a guide to 
the effects of substances on man and as to the 
difficulty of relating the results of ingestion or sub- 
cutaneous injection to those of the more usual 
industrial hazard of absorption through the lungs are 
also given. 

Of 13 hydrocarbon solvents considered by Dr- 
Browning, benzene—i.e., the hydrocarbon C,H,» 
derived from coal-tar, not the light petroleum spirit, 
benzine—appears to be the most dangerous, its 
higher homologues, toluene and xylene showing less 
strongly toxic properties. Benzene is mainly 
absorbed through the lungs, but also, because of its 
lipoid-solvent action, through the skin. Excretion is 
also mainly via the lungs, although less than a tenth 
may escape as oxidation products through the 
kidneys. Dizziness, catarrh, depression, insomnia, 
bad dreams, yellow pallor, and cardiac distress are 
among the symptoms of acute poisoning, and these 
have often been followed by death, with charac- 
teristic post-mortem fluidity of the blood. Damage 
to the blood is one of the most important effects of 
chronic benzene poisoning, and benzole (= benzene) 
intoxication may have a lasting effect on the organism, 
manifested both by symptoms remaining long after 
removal from exposure and by the persistence of an 
abnormal blood picture. It is evident that this very 
common hydrocarbon should not be used for long 
periods unless precautions are taken to prevent 
accumulation in the air and unless the workers 
undergo regular medical inspectién. 

Turpentine may cause renal irritation, but the 
evidence is somewhat conflicting. A violet odour of 
the urine is (as Bacon remarked) a common result of 
working with this solvent, which has been used 


1 Toxicity of Industrial Organic Solvents: Summaries of 
Published Work. Compiled by Ethel Browning under the direc- 
tion of the Committee on the Toxicity of Industrial Solvents. 
London: H.M. Stationery Office. 1937. . 388. 78. 6d. 

2 von Oettingen, . F., The Halogenated Hydrocarbons: 
Ter Toxtolty and Potential Danger. J. industr. Hyg. 1937, 
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throughout the ages without being considered par- 
ticularly harmful. Tetrahydronaphthalene, although 
of doubtful toxicity, causes the excretion of green 
urine, even when used as a solvent for floor polish. 


Among the alcohols, the first of the series, methyl 
alcohol, may cause blindness and other symptoms, 


but it is thought that idiosyncrasy plays a large part 
in the development of toxic symptoms. The higher 
alcohols, containing more carbon atoms in the 


molecule, are progressively more toxic, but this | 
effect is countered in inhalation by their lower | 


vapour-tensions and the consequent lower con- 
centrations possible in the air exposed to them. 


Dr. Browning deals only with those chloro- 


compounds that are used as industrial solvents, and | 


therefore includes some aromatic compounds. Von 


Oettingen confines himself to derivatives of the lower | 
members of the aliphatic series, but includes com- | 


pounds of all four halogens. His long paper is full 
of interesting and useful information and he makes 
gallant attempts to reduce the data at his disposal to 
some system. The best criterion for the chronic 
toxicity of the chloro-compounds he considers to be 


their hepatoxic action, and indeed the number of 


papers dealing with the production of yellow atrophy 
of the liver following the use under varying con- 
ditions of several of these compounds cited by him 
and by Browning shows how great the risk is. Apart 
from this the whole group, not excluding chloroform, 
has a very bad reputation, notwithstanding the 
usefulness of carbon tetrachloride in treatment of 
hookworm and of trichlorethylene for trigeminal 
neuralgia. The action of many of the chloro- 
compounds is complicated by the probability that 
preparations used contained more than one chemical 
species. It seems impossible to extract any clear-cut 
conclusions as to the factors that determine the 
differences observed in the action of this group, the 
chemical relationships of which are well known. 
After many attempts at reaching definite conclusions 
von Oettingen says: ‘‘ These tabulations show that 
the sequence of different chlorinated hydrocarbons 
varies with different physiological properties and that 
some are especially toxic in regard to their late 
effects and othersin regard to their immediate action.” 
Until it is known how these compounds act upon the 
body they must all be considered potentially dan- 
gerous and the conditions of their use, either in 
industry or in medicine, must be carefully watched. 

The two works under review should be of great 
value to practitioners concerned with the health of 
industrial workers, and would repay study by those 
who are inclined to make use of any of these 
compounds in medical practice. 


THE CHILD OF THE PERIOD 


Mr. J. H. Dowd is known to readers of Punch as 
an illustrator who brings a sense of design into his 
drawings. The book called ‘‘ Serious Business ” is 


. (up to date) his masterpiece. Published by Country 


Life at the low price of half a guinea, it consists of 
dozens of studies of children, at work and play, in 
line and water-colour. The text, by Brenda Spender, 
suffers under the disadvantage that the reader cannot 
easily stop looking at the pictures. Mr. Dowd can 
catch a child at the instant before dashing down a 
spring-board, or looking cold after a bathe, in a way 
that leaves photographers standing; and his little 
boys and girls, in their period clothes or lack of them, 
would—for the right people—be very pleasant friends 
to make at Ohristmas, 
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NICOTINIC ACID AND THE PELLAGRA- 
PREVENTING (“P.P.”) VITAMIN 


IN an address to the E ET University 
Biochemical Society on Dec. 9th, . Leslie Harris, 
Sc.D., of the Cambridge Nutritional Laboratory, 
referred to the findings in some current work on the 


¥ chemical nature of the pellagra-preventing factor. 


He said that the suggestion of a connexion between 
nicotinic acid and ‘“‘ vitamin B ” was not a new one. 
Some 24 years ago Funk in England and Suzuki in 
Japan had succeeded in isolating nicotinic acid from 
active ‘‘ antineuritic ’’ concentrates, and it was once 
supposed that nicotinic acid might in some way be 
related to vitamin B,. But later investigations had 
proved conclusively that pure nicotinic acid itself 
had no antineuritic action, and there the matter was 
left for some years, although the possible physio- 


. logical importance of nicotinic acid was emphasised 


a etn ë MA āva’ O 


TERR A, ORRE ee Pe Re aye © — OT 


by the discovery of Euler that the acid amide of 
nicotinic acid was a component of cozymase. Recently, 
however, it had been found that nicotinic acid or 
its amide had a growth-promoting action for certain 
micro-organisms (Knight, Mueller, Holiday), or for 
pigeons .or rats kept on various diets deficient in 
some portion of the B, complex (Funk and Funk; 
Frost and Elvehjem). Special importance had 
attached to the statement of HElvehjem and his 
co-workers that nicotinic acid or its amide was cura- 
tive of “ black tongue ” in dogs; and work had now 
been done to link these new results with observations 
made at the Cambridge Nutritional Laboratory a 
year or so back. Here experiments by Birch, Gyorgy, 
and Harris had shown that what had hitherto been 
called ‘‘ vitamin B,” consisted in reality of three 
distinct factors—namely, lactoflavin, vitamin B, 
(the ‘‘rat dermatitis factor’’), and the pellagra- 
preventing factor proper. The latter appeared to 
be identical with the “ anti-black-tongue ” factor for 
dogs. More recently, Harris had confirmed these 


‘results as to the tripartite nature of the *‘ vitamin B, ”’ 
; complex and had shown furthermore that monkeys 


also developed a disease (‘‘ monkey pellagra”) analo- 
gous with human pellagra when restricted to a diet 
deficient in the P.P. factor but containing the other 
known constituents of the B, complex. 

A trial of nicotinic acid on monkeys which were 
developing symptoms of nutritive failure on a diet 
deficient in the P,P. factor now indicated that this 
substance had in fact a curative action; further 
work was needed, however, to ascertain whether 
nicotinic acid was the sole deficiency in such a diet. 
Nevertheless these results and the findings of other 
workers seemed sufficiently encouraging to warrant 
a trial on human beings suffering from pellagra. 

Through the collaboration of Dr. A. Hassan of 
the faculty of medicine at Cairo, tests under controlled 
conditions had been made on pellagrins in Egypt. 


In preliminary trials, two cases of spontaneously 


occurring pellagra at the Khanka Asylum and three 
at Abuzaabal Prison had been examined, together 
with three ¢ontrols. All variables, such as the com- 
position of the basal diet, the amount of work done 
daily, and the extent of exposure to sunlight were 
kept unaltered for all subjects. Nicotinic acid given 
by mouth up to a maximum level of 4 gramme daily 
was found to hasten the subsidence of the erythema 
in all the cases. At the asylum the general condition 
of the pellagrins was likewise improved, but at the 
prison the beneficial effect seemed largely limited 
to the specific action on the erythematous lesions, 
It might safely be concluded therefore that the 
nicotinic acid duly rectified a deficiency in these 
pellagra-producing diets. The results made it seem 


likely that the prison diets were deficient in some 


additional factor, and in fact the asylum diet did 
contain more meat, more greens, was better prepared, 
and included some wheaten bread—the bread at 
the prison consisting of one quarter of maize. The 
possibility had therefore still to be borne in mind 
that nicotinic acid was not the sole major deficiency 
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in some pellagra-producing diets—in other words 
that poe as sometimes seen might be accom- 
panied by more than one dietary error. Apart from 
this, it seemed probable that nicotinic acid (or amide) 
was the less active form, or ‘‘ precursor ” of a more 
active variation of the P.P. vitamin, which could be 
formed from it within the animal body. 


STANDARDISATION OF INSULIN 


In an address to the Pharmaceutical Society in 
London on Tuesday last Mr. F. Wokes, of the College 
of P cy, spoke about the standardisation of 
insulin. The original standard, he said, had been 
replaced, in 1935, by a new standard in which the 
activity was three times as high. The danger to the 
patient of even small variations in the potency of 
insulin had caused special attention to be paid to 
the accuracy of methods used to standardise it, and 
these might now be made to give results close to the 
true value. Recent events, however, had raised new 
difficulties. After the introduction of the new insulin 
standard in 1935, variations in results were encoun- 
tered which had necessitated modifications in the 
mouse method. Next came the introduction of prot- 
amine insulin, with its delayed action, by Hagedorn 
in 1936. No standard preparation of protamine 
insulin was yet available, and the present insulin 
standard, whose effect in lowering the blood-sugar 
did not persist more than 4-5 hours, was scarcely 
suitable for the assay of protamine insulin producing 
an effect lasting 6-10 hours. An attempt to meet 
these difficulties has been made by employing three 
separate assays: (a) an assay of the insulin before 
combination with protamine, to ensure that the 
starting material is correct potency; (b) an assay 
on the supernatant fluid left after removal of prot- 
amine insulin from its suspension, to show that 
combination of the insulin with the protamine is 
reasonably complete ; and (c) an assay to ensure that 
the protamine insulin has a prolonged action.. . These 
tests had only: recently been devised, and might 
require modification. 


CEREBRO-SPINAL FEVER IN TURKEY 


THE current issue of the Bulletin of the Office Inter- 
national d’Hygiéne publique (1937, 29, 2152) con- 
tains an instructive communication by Dr. Asim 
Arar, director-general of health in Turkey, on the 
prevalence of cerebro-spinal fever in his country. © 
The outbreak, which began in 1929, reached its peak 
in 1932 with 931 notified cases, and then showed a 
decline. A recrudescence however appeared in the 
first quarter of this year, when the number of cases 
amounted to 490, whereas during the whole of 1936 
the incidence did not exceed 510. In a communica- 
tion to the Office in 1933 Dr. Arar stated that anti- 
Meningococcal vaccine had been employed on a 
large scale with encouraging results, but had gradu- 
ally been abandoned owing to the decline in the 
disease, and preventive measures had been confined 
to a search for carriers and their treatment with 
Trypaflavin (euflavine) and isolation of the patients. 
Owing to the reappearance of the disease in epidemic 
form vaccination was again employed on a large 
scale, as shown by the fact that between Feb. 11th 
and March 31st of this year 25,979 persons were 
inoculated. The epidemic again showed a definite 
decline and only 3 of the 25,979 inoculated developed 
the disease. Moreover of these 3 cases the first 2 
showed symptoms only two or three days after the 
first two injections, and the other one four days after 
the third injection. 


HOSPITAL FILMS 


THE cinema film has been widely used by hospitals 
in their propaganda since Dr. E. Fretson Skinner 
successfully produced the first; showing an actual 
Day in a Hospital, in connexion with the centenary 
of the Sheffield Royal Hospital in 1932. Some years 
previously King Edward’s Hospital Fund had 
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displayed A Century of Progress at the Wembley 
Exhibition ; but that was a composite film giving 
selected scenes from a number of hospitals. The 
remarkable progress that has been made in the tech- 
nique of production was demonstrated at the Leicester- 
square Theatre on Dec. 7th when the Fund pre- 
sented The War without End to a crowded audience 
including the president, H.R.H. the Duke of Kent. 
In spite of the technical excellence of the production, 
however, it is doubtful whether it ‘‘ got over ’’ to the 
same extent as the homely film issued by a single 
hospital. When the incidents are drawn from a 
number of different hospitals it is not easy to provide 
a connected narrative ; yet it should be possible to 
overcome this defect in the same way as is done in 
other documentary films, such as those of the Post 
Office and Imperial Airways. The film suffered the 
further disadvantage that it was overshadowed by 


A Hundred Men and a Girl in which Deanna Durbin - 


captured the audience. This showed that the environ- 
ment of the hospital film has to be taken into account 
as well as its composition. ‘‘ The story of the high 
adventure of healing,” as the King’s Fund film was 
described, was eclipsed by the success of a young 
girl’s efforts—quite impossible in actual life—to 
secure work for a hundred unemployed musicians, 
Perhaps many of the audience already knew too well 
the inside of a hospital. 


Appointments 


*ABBOTT, K. D. G., L.R.C.P. Lond., Junior Resident Assistant 
pian Officer (Grade 3) at Withington Hospital, Man- 
chester. 

BLAKE, J.C.,M.B. Lond., D.P.H. Eng.; Medical Superintendent 
at the South-Western Hospital (L.C.C.). 

DUCKWORTH, GEOFFREY, M.R.C.P. Lond., Hon. Assistant 
poyalar to St. John’s Hospital for Diseases of the Skin, 

ondon. 

FaLa, S. T., M.D., M.R.C.P. Lond., Physician to the Norfolk 
and Norwicb Hospital. 

HARVEY, M. S., M.B. Edin., D.P.H., Assistant Medical Officer 
of Health for Plymouth. 

Hraas, G. B. M., M.D., M.R.C.P. Lond., Hon. Assistant Physi- 
cian to St. Jobn’s Hospital for Diseases of the Skin, London. 

*HOLLAND, C. B., M.B. Manch., Junior Resident Assistant 
En Officer (Grade 3) at Withington Hospital, Man- 
chester. 

HumPHRIEES, C. S., M.B. Camb., Temporary District Medical 
Officer for part of Peckham, Dulwich, and Sydenham. 

KELLEHER, W. H., M.D. N.U.I., D.P.H., Medica] Superintendent 
at the Western Hospital (L.0.C.). 

McKrEowN, K. C., M.B. Belf., Resident Surgical Officer at 
Croydon General Hospital. 

MANSFIELD, RoutTH, M.R.O.S. Eng., D.A., Hon. Anæsthetist to 
Croydon General Hospital. 

MURLEss, B. O., M.B. Camb., F.R.C.S. Edin., M.C.O.G., Patho- 
logist and Registrar at the Hospital for Women, Soho- 
square, London. 

NICHOLSON, N. J., M.B., F.R.C.S. Edin., Medical Superintendent 
at Louth Public Health Hospital. 

SARGANT, H. L. R., M.B. Edin., First Assistant Medical Officer 
at the Memorial Sanatorium of the Warwickshire and 
Coventry Joint Committee for Tuberculosis. 

WILSON, KATHLEEN A., M.B. Dubl., L.M., D.P.H., Assistant 
Medical Officer for South Shields. 


Certifying Surgeons under the Factory and Workshop Acts: 
Dr. A. V. BOYALL (Minehead District, Somerset); Dr. 
W. B. B. BROWN (Aboyne District, Aberdeen). 


*Subject to confirmation. 


Vacancies 


a 


For further information refer to the advertisement columns 

Ayr, Heathfield Infectious Diseases Hosp.—Asst. M.O.H. and Sen. 
Res. M.O., £350. © 

Barking Hosp.—Res. M.O., £350. 

Birkenhead Municipal Hosp.—Deputy Med. Supt., £450. 

Birmingham City.—Asst. Res. M.O. in Tuber. Section of P.H. 

Dept., 8450. 

Bradford City.— Asst. City Pathologist, £500. 

Bradford, Grassington Sanatorium.—Asst. M.O., £175. 

Brighton, Royal Sussex County Hosp.—Cas. H.S., £120. 

Burnley. Municipal General Hosp.—Jun. Res. M.O., at rate of 


Burton-on-Trent General Infirmary.—H.P. and Cas. O., £150. 
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Calcutta, All-India Institute of Hygiene and Public Health.— 
Prof. of Maternity and Child Welfare, Rs. 450. 
e ii A oke’s Hosp.—H.P. and H.S., at rate of 


Cardiff City Mental Hosp., Whitchurch.—H.P., at rate of £200. 
Cardiff, Welsh National School of Medicine.—Asst. Lecturer in 
Dept. of Materia Medica and Pharmacology, £500. | 
Chesterfield and North Derbyshire Royal Hosp.—-H.S. to Ophth. | 
and Ear, Nose, and Throat Depts., at rate of 2150. 
Chichester, Royal West Sussex Hosp.—Hon Physician. 
aaah West Sussex County Mental Hosp.—Third Asst. M.O. 


Clinical Research Association Ltd., Watergate House, York 
Buildings, W.C.—Secretary, £250. 
Colchester, Severalis Mental Hosp.—Locum Tenens Asst. M.O., 


8 guineas. 
Doncaster Royal Infirmary.—H.S., at rate of £175. 
Dreadnought Hosp., Greenwich, S.E.—Receiving Room Officer, 
at rate of £100. ; 
Durham, Richard Murray Hosp., Blackhill.—H.S., £200. 
Eastern Dispensary, Leman-sireet, E.—Two Physicians. 
East Grinstead and Uckfield Rural Districts—M.O.H., £800. 
Eccles Borough.—Asst. M.O.H., £600. 


Edgware, hill County Hospital.—Surgeon, £1000. 
Elizabeth Garrett Anderson Hosp., Euston-road, N.W.—Hon, 
Asst. Surgeon. Hon. Asst. Obstet. Surgeon. Also H.P., 


First, Second, and Third H.S.’s. and Obstet. Surgeon, 
each at rate of £50. | 

Fulham Metropolitan Borough, S.W.—Res. Temp. Asst. M.O. 
for Maternity and Child Welfare, at rate of £350. 

PT gon Office, Headquarters Medical Branch.—Asst. M.O., 


500. 

Guy’s Hosp., S.E.—Res. Anesthetist, at rate of £125. 

Hosp. for Consumption and Diseases of the Chest, Brompton, 
S.W .—Asst. Surgeon to Throat and Ear Dept. 

Hosp. for Sick Children, Great Ormond-sireet, W.C.—Asst. 
Pathologist, £400. 

aes ag on Diseases, Gordon-street, W.C.—H.P., at 
rate o 7 

Hosp. of St. John and St. Elizabeth, 60, Grove End-road, N.W .— 
Res. H.P., at rate of £100. 

Huddersfield Royal Infirmary.—H.S., at rate of £150. 

Hull oval inirmary Hs: for Sutton Branch Hosp., at rate 
o : . 

Infants Hosp., Vincent-square, Westminster.— Hon. Radiologist. 

n., awarna OA lt Hosp., Ealing, W.—Second Cons. 

a ologist. ' 

Lancaster County Mental Hosp.—Two Asst. M.O.’s, each £500. 

Liverpool and District Hosp. for Diseases of the Heart, Oxford- 
street.—H.P., at rate of £100. 

London County Council.—Asst. M.O., £750, Asst. Pathologist, 
£650, Consultants in Mental Diseases, each £200, Asst. 
Moe Grade I, each £350. Also Asst. M.O.’s, Grade II, 
eac í 

London Hosp., E.—Med. First Asst. and Reg., £300. Also First 
Asst. to Dept. of Thoracic Surgery, £150. 

London University —University Chair of Medicine at St. Bartho- 
lomew’s Hospital Medical College, £2000. 

Manchester, Ancoats Hosp.—Asst. Pathologist and Radiological 
Officer, each £400. 

Manchester Royal Eye Hosp.—Jun. H.S., £120. 

Miller General Hosp., Greenwich-road, S.E.—Hon. Asst. Ophth. 
Surgeon. Also Hon. Asst. Physician. 

Northampton General Hosp.—Hon. Surgeon. 

Pontefract General Infirmary.—Second Res. M.O., at rate of £150. 

Preston and County of Lancaster Royal Infirmary.—H.S.and H.P., 
each at rate of £150. 

Putney Hosp., Lower Common, S.W.—Res. M.O., £150. 

Rotherham C.B.—Asst. M.O.’s, each £600. 

Royal Cancer Hosp., Fulham-road, S.W.—Res. M.O., £200. 

Royal College of Surgeons of England.—Member of the Court of 
Examiners. 

Royal Free Hosp., Gray’s Inn-road, W.C.—M.O. for V.D. Dept., 
£450, Med. Reg. £200. Also Med. Reg., at rate of 8200. 

Royal Masonic Hosp., Ravenscourt Park, W.—Res. M.O., £300 

Royal Naval Medical Service.—M.0O.’s. 

St. Bartholomew's Hosp., E.C.—Whole-time Chief Asst.in X-Ray 
Diagnostic Dept., at rate of £400-£500. 

St. George’s Hosp., S.W.—H.P., at rate of £40. 

St. John Clinic and Institute of Physical Medicine.— Ranelagh- 
road, S.W.—Med. Reg., £200. 

St. Mary’s Hosp. for Women and Children, Plaistow, H.—Hon. 
Ophth. Surgeon. ° 

St. Mary’s Hosp., W.—Med. Reg., £200. 

Sheffield Royal Infirmary.—Sen. Cas. O., at rate of 2150. 

SOKE on TE avOHe Staffordshire Royal Infirmary.—H.S., at 
rate o : 

Upwa of Wales.—Davies Professorship of Tuberculosis, &c., 


Warwickshire and Coventry Mental Hosp., Halton.—Temp. M.O., 
West Ham, Mental Hosp., Goodmayes.—Two Jun. Asst. M.0.’s, 


each 
est London Hosp., Hammersmith-road, W.—Hon. Ophth. Sarg. 

Also Cas. O., £950. p nE 

Willesden Corporation.—Asst. M.O., £600. 

Windsor, King Edward VII Hosp.—Two H.S.’s and Cas. O., 
each at rate of £100. . 

Wolverhampton and Midland Counties Eye Infirmary.—H_.S., 8150. 

Wolverhampton, Royal Hosp.—Res. Surg. O., £200. 


The Chief Inspector of Factories announces & vacancy 
Certifying Factory Surgeon at Mossley (Lancashire). 


Medical Referee under the Workmen’s Compensation Act 
925, for the Whitehaven and Millom; and Workingtonand 
Cockermouth County Court Districts (Circuit No. 3). 
Applications should be addressed to the Private Seoretary, 
Home Office, Whitehall, London, S.W.1, before Jan. ; 
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ADDRESSES AND ORIGINAL ARTICLES 


ON SOME 
PRINCIPLES OF CHILD DISCIPLINE! 


By Recmnatp Muer, M.D., F.R.C.P. Lond. 


PHYSICIAN TO ST. MARY’S HOSPITAL AND PADDINGTON 
GREEN CHILDREN’S HOSPITAL 


SINCE the war there has been a tendency towards 
the dissolution of older conventions and a relaxation 
of the more formal types of discipline. Old-time 
repressions are no longer the fashion, and the relation- 
ship of the child to its parents has gained in natural- 

ness and freedom. All this has worked to the good 
` of the child, tending to produce a disciplinary atmo- 
sphere that is congenial to it. But of recent years 
this greater ease and friendliness between children 
- and their elders has been vastly exaggerated by .a 
group of educationists who may fairly be termed 

“ anti-disciplinarians.” They hold that the natural 
character of the child can only unfold itself without 
difficulty in an atmosphere of complete freedom and 
approval; and they have opened schools, popularly 
known as “‘ go-as-you-please ” schools, in which these 
principles are carried out. At the moment the public 
is interested and discussion is rife. 
parents have made themselves familiar with the 
problem child and the problem parent ; they are now 
faced with the problem school. 


THE ANTI-DISCIPLINARIAN MOVEMENT 


Dislike of discipline is nothing new. It. may be 
supposed that the cardinal precept of the oldest and 
most universal of all religions is ‘‘ I shan’t do what I 
don’t want to.” But in the present anti-discipli- 
narian movement there are at least two comparatively 
new features. In the first place, what is ordinarily 
called discipline is regarded not merely as something 
irksome and distasteful, still less as something of 
teaching and stabilising value, but as something 
definitely harmful to children—that is to say, to all 
the usual forms of discipline are attributed harmful 
effects analogous to those which, as all agree, may be 
produced by repression. This doctrine is met in 
its most extreme form in the writings of Mr. A. S. 
Neill.2) He bans as harmful and out of harmony with 
the atmosphere of complete freedom and approval 
which he desires in his own school all the usual 
measures of school-discipline, such as, to take one 
instance only, compulsory. attendance at lessons. 
He has to insist on a certain meagre amount of respect 
being shown to the personal property of others; 
but outside this each child is to have complete 
freedom—freedom of choice, of expression, and of 
behaviour. 

The second element of novelty brought into the 
discussion by the ‘‘ anti-disciplinarians ” is the claim 
that their views are based upon modern psycho- 
logical teaching and so are of some scientific standing. 
And here I should like to protest against the way in 
which many writers for the laity tacitly assume that 
the medical profession accepts all that is taught by 
some advanced present-day psychologists. I should 
have said from my own experience that, rightly or 
wrongly, the bulk of the profession remains unim- 
pressed by their more bizarre views, and is inclined 
to ridicule the facile way in which they link together 


1 Address opening a discussion at a mixed lay and medical 
medians 0: of ane Windsor Medical Society held on Nov. 8th, 1937. 
5966 Neill, A. S., That Dreadful School, London, 1937. 
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cause and effect in matters psychological; and 
further, that it regards the very partial successes of 
psycho-analysis as demonstrating little more than the 
value of treatment by suggestion. 

There is no need to exaggerate the importance of 
this ‘‘ anti-disciplinarian’’? movement; but discern- 
ing parents will want to find their own answers to 
the questions raised. Are control and discipline of 
their nature harmful for children? Do complete - 
freedom and perpetual approval correspond with the 
needs of the child’s mind, and are they consonant 
with the responsibility and loyalty of parents to their 
children ? And lastly, if these things are desirable, 
are they attainable ? 


THE MEANING OF DISCIPLINE 


The term discipline is a wide one. It may be con- 
sidered as the influence exerted on a child with a 
view to its mental and moral training. At its best, 
discipline is a matter of atmosphere rather than of 
rules and regulations, and in this form it has its 
counterpart in adult life in that vague but none the 
less powerful influence which we call “ public opinion.” 
Among children this atmosphere of discipline emanates 
from those in authority, and in surrounding a child 
with such an atmosphere of our own devising we are 
taking advantage of the normal suggestibility of 
childhood. The fact that we cannot, even if we would, 
avoid influencing it by this means puts upon us the 
onus of using suggestion both fairly and wisely. 

The more successfully the atmosphere of discipline is 
established, the more happily and freely does the child 
move within it; but any conception of discipline 
includes a considerable element of control, limita- 
tion, and restriction derived largely from the instinct — 
of protection felt by the adult towards the child. 
Our ideas of discipline are largely founded on the 
protective instinct, and we may feel assured that in 
acting in unison with one of Nature’s strongest laws, 
we cannot well be wrong in principle. 

Restrictions, even when right in principle, can of 
course be used unwisely; but in practice they do 
not necessarily limit and may even enlarge a 
child’s freedom. The child who will refrain from 
stepping into the road will gain the freedom of the 
pavement ; the child in a walled garden can be more 
free than when playing in an open field on the top 
of a cliff. But in any case restrictions are necessary 
because a child is so inexperienced as to have a poor 
sense of judgment. Its power of choice is extremely 
limited, and if we reduce the alternatives facing 
it by ruling some out of court, we ease the situation 
for it. 

In its early years a child is embarrassed by being 
asked to choose: it is living and acting according 
to the emotion of the moment and can make its 
choice only on emotional grounds. To choose wisely, 
that is, to act rationally, is one of the things it has 
to learn. Nature will provide for this, but we can 
assist the development of reasoning power and con- 
trol of emotions. We need not regard emotion and 
reason as antithetical, nor need we fear to approach 
a child through its emotions as well as through its 
reason; indeed, at all ages the emotional life of a 
child must be provided for and respected. But the - 
child has to learn to control its emotions by its 
reason, and it is to this end that discipline is directed, 
even rules and restrictions ; and we are thus under 
the obligation of making our forms of discipline as 
far as possible acceptable to the immature reason of 
the child. 

co 
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From the practical point of view this can be put 


more simply. The influence that we exert, all that 
is connoted by our idea of discipline, must aim at 
guiding the child not only to do, but to wish to do 
and to choose to do, what in fact we think it well 
for it to do. Our responsibility to the child is thus 
very great, though I am persuaded that all environ- 
mental factors influence its development far less 
powerfully than it is the present fashion to suppose. 
If it is said that we have no right to attempt thus to 
influence a child, my answer would be that Nature 
affords us no loophole of escape from accepting this 
responsibility. 


SCHOOL LIFE AND HOME LIFE 


Disciplinary atmospheres can be studied in the 
school and home lives of the child. There are big 
differences between the two, and they should be 
regarded as complementary to each other. Neither 
is complete alone. For this reason coöperation 
between parents and school authorities is supremely 
important. 


It is in school life that the atmosphere of discipline 
is most clearly operative. It emanates from those 
in authority and forms a sort of public opinion which 
acts powerfully by suggestion. It may limit the 
child’s freedom, but where the discipline is reason- 
able and kindly this limitation helps rather than 
hinders the child. It may of course become too 
powerful and too restrictive, but this is, I think, 
often due to the children themselves. They are apt 
to exaggerate things out of their proper perspective, 
and are by no means averse from introducmg an 
element of fear into the exaggerated discipline which 
they have established. School authorities have 
always to be on guard against this danger. Another 
possible drawback is that the discipline of the school 
must affect all the pupils and so be of the sort that 
best suits the largest proportion of them. Efforts 
can be made, and are successfully made, to over- 
come this difficulty in individual children ; and after 
all perhaps this disadvantage is outweighed by the 
advantage that accrues to the child who learns to 
adapt itself to the circumstances which suit the 
majority. The fashionable criticism of school dis- 
cipline, that it turns out machine-made children all 
cut to one pattern, seems to me to be a superficial 
and prejudiced view. On the whole school discipline 
is a success. So often the child who behaves out- 
rageously at home first learns to behave reasonably 
at school, and in time the school discipline wins and 
the child makes good at home. 


Home discipline makes more effort to deal with 
the individual child, but it has its own difficulties. 
In the first place there enters a large emotional 
factor. No child does much good without being 
loved and realising that it is loved ; but the introduction 
of this emotional factor means that those in authority 
can be hurt, shocked, and frightened by the child’s 
misbehaviour. Certain children are quick to take 
advantage of this and develop that nasty bullying 
habit which we call negativism. Again, the narrow 
circle of home life does not help the child to become 
adaptable as at school. These drawbacks are seen 
at their maximum in the only child, but however much 
we may suffer at its hands we must in fairness 
remember that it has a difficult rôle to play. It lives 
in an atmosphere which is something of an experi- 
ment, with over-attentive and anxious parents and 
hardly anyone to act as a buffer between itself and 
them ; small wonder, then, that it is apt to develop 
to an insufferable degree those two very ordinary 
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weaknesses of childhood, love of getting its owh way 
and love of the limelight. 


RULES AND REGULATIONS 


Although at its best discipline is a matter of atmo- 
sphere rather than of rules and regulations, I see no 
reason to suppose that we can do without these, or 
that this should be our aim. But I do think that as 
far as possible rules should be felt by implication as 
part of the disciplinary atmosphere rather than 
presented at the child as solid facts from which there 
is no escape. Much of the skill in managing children 
consists in edging them off their difficulties and 
bouncing them out of their dislikes and fears, for 
their suggestibility makes them much influenced by 
the way in which things are presented tothem. Often 
we think that they do or should object to rules 
because we are apt to impose upon them our own 
likes and dislikes, even sometimes to implant these 
unwisely by our suggestion. But a child is not a 
miniature adult either mentally or physically, and 
it has no great objection to reasonable rules reason- 
ably presented to it. | 

We ought therefore to be scrupulously careful that 
our rules are reasonable so that we may claim the 
child’s coéperation if it will use its common sense. 
Now although children have a keen sense of what 
they call “fairness,” they have even greater diff- 
culty than adults in seeing any good in what they 
dislike ; and therefore, where some rule has been 
broken, no pains should be spared to get the child 
to see why the rule was sensible and why its infrac- 
tion was foolish. It is not, however, possible always 
to get a child to see the reasonableness of rules made 
for its benefit, and this is especially true of the sensi- 
tive and unstable type of child. This brings us to 
the question whether to obey a rule in. which it does 
not, or will not, see any sense, does a child harm. 
I am quite clear that in the normal child no harm 
ensues: such a child does not take these things 
sufficiently seriously. I am not here dealing with 
the exceptional child, the over-emotional, over- 
sensitive, and over-timid ; but I hold that, however 
much we may adjust our methods for such children 
individually, we should not be unduly sympathetic 
towards them as a class; in particular the principles 
of our home and school discipline must be designed 
aa ee the normal rather than the exceptional 
child. 

If our discipline is directed towards training a 
child to behave rationally it must be made to appeal 
to its reason. We must get as far away as possible 
from the traffic-lights ‘type of discipline: auto- 
matically perfect and perfectly automatic. But 
ultimately are we to insist on obedience on the part 
of the child ? We have aimed primarily at guiding 
a child to choose to behave rationally by our atmo- 
sphere of suggestion; we have made our rules and 
regulations as reasonable as possible and have given 
the child every opportunity to see the reasonable- 
ness of the rules laid down for its benefit, and we 
have done all we can to avoid pitched battles; after 
all this, are we to insist ultimately on obedience ? 
Surely we must, if for no other reason than that the 
child’s safety demands it. 


PUNISHMENT 


Punishments for children are not, of course, the 
essence of discipline but rather a sign of failure. 
Our system of control and training by means of 
suggestion has broken down. Thus, generally speak- 
ing, the more skilful the handling of children the 
less will be the need of punishment. But it is not 
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easy to get away entirely from punishments, especi- 
ally in schools; and an important principle involved 
in them is that the child, at least in time, will allow 
in its own mind that the punishment was not unde- 


served. Thus it seems unwise to punish ill-behaviour | 


which is merely the result of excitement or mischief ; 
nor should liability to punishment be a total surprise 
to a child. But where an act is known to involve 
punishment and the rule is deliberately broken, the 
child can hardly feel a sense of injustice when 
punished and is left rather with the feeling that he 
has been foolish to let himself in for such an un- 
pleasant affair. Such a reaction seems desirable, for 
there is much to be said for introducing something 
of a sporting spirit into the giving and acceptance 
of punishment, and this obtains, I think, in many 
boys’ schools. But it is also important that the 


child, after punishment, should be reinstated and the. 


offence wiped out. The child has lost that particular 
-round with the authorities, he has been found out 
and punished; he has paid his price and should 
get his goods. 

To the medical mind the best of punishments for 
girls and little boys is to be sent to bed, books and 
ordinary food being allowed. So much ill-behaviour 
is due to physical and emotional fatigue that those 
in authority over children can hardly be too careful 
in estimating the importance of this possible factor. 
Often, indeed, a rest in bed with no idea of punish- 
ment may be used to prevent rather than avenge 
crime. 

Corporal punishment differs from other forms in 
two ways: it produces physical pain as well as 
emotional distress, and is apt to introduce a real 
element of fear. That fear should be a prominent 
factor in the routine training of an ordinary child 
is to be avoided at almost all costs, and therefore 
corporal punishment is perhaps the least safe of all 
forms of punishment. Should it therefore be barred 
entirely in the school and in the home? It is much 
: less the vogue than formerly, and parents in increas- 
ing numbers are objecting to it. Nevertheless it 
seems wrong to lay it down as a rule that no child 
should ever be whipped. Highly nervous children, 
to whom such punishment would be a terror, should 
be exempt, but in practice such a child keeps itself 
successfully out of danger. It is now sometimes said 
that corporal punishment gives some perverted 
sexual satisfaction to the chastiser or the chastised ; 
but there is no real reason to expose a child for cor- 
poral punishment at any age, and it can easily be 
made a rule that such punishment is never inflicted 
by the same person who has ordered it. All the 
dangers of corporal punishment are enhanced when 
it is administered by prefects instead of masters. 

Actually corporal punishment is naturally and 
properly distasteful to the feelings of parents, but it 
is another thing to say that it is essentially harmful 
for children, especially for older boys. In practice 
it seems to produce little harm in the shape of fear, 
shame, boastfulness, or false hero-worship, and it is 
difficult to see why it should harm a normal boy to 
experience in some degree the emotions of fear or 
shame. Where corporal punishment is used as a 
routine for all sorts of school offences, it defeats its 
own ends for it becomes so little thought of; but 
even 80, such practice seems silly rather than harmful. 

The danger of ruling a child too much by fear is a 
real one, yet how seldom does one see a child who 
appears in any real sense cowed. And honesty 
demands that I should add that, as a matter of medical 
experience, it is not the child who can rely upon get- 
ting an instant clip over the ear when it transgresses 


who is brought to us for misbehaviour or interesting 
“ psychological frills.” 


CONCLUSIONS 


I have now discussed the questions which we set 
ourselves to answer. We cannot agree that discipline 
is in principle harmful for children. It is too much 
part of Nature’s methods, and in children too closely 
bound up with our protective instinct, for us to 
admit this. Secondly, we cannot think that com- 
plete freedom corresponds with the needs of a child’s 
mind. A child lacks much that our guidance can 
supply as it learns how to use its reason, how to 
choose, or even how to occupy its time. I feel some 
sympathy with the child at a go-as-you-please school 
who is reported to have asked, “Do I always have to 
do what I like at this damned school?” Then as a 


corollary to complete freedom there is the question. 


of perpetual approval on which Mr. Neill lays so 
much stress, going so far as to suggest rewards 


.for the thieving child when it brings off its coup. 


Whether the plan works or not we should object to 
it in principle, for it is merely an emotional reaction. 
As an appeal to the child’s reason it is an insult, and 
a child has the right to be treated as far as may be 
as a rational being. Those in authority over children 
must have a sense of loyalty towards them; and 
surely it is letting the child down to surround it at 
home or at school with such an atmosphere of freedom 
and approval as bears no sort of resemblance to the 
atmosphere of the world outside. 

Lastly, if complete freedom is desirable for a child, 
is it attainable? Surely a child is far too suggestible 
for this to be possible. In its home the child is too 
suggestible to escape the influence of its parents, 
and are we to suppose that they will admit that 
they have learned nothing worth while passing on 
to their child? At school, where the influence of 


‘public opinion is even stronger, complete freedom for 


children is still more impossible however much they 
may be encouraged to play at it. Mr. Neill advocates 
freedom for children in its most extreme form. Yet 
he tells us in his book on his school and methods 


(1937) that he gives weekly psychological talks to - 


his staff and older children, and individual talks of 
the same sort to selected children ; and from many 
other indications we are forced to conclude that no 
schoolmaster ever laboured more conscientiously to 
impose his own personality on his own school; and 
it is not to be supposed that the pupils can fail to be 
bound by the public opinion which he thus creates. 
That the conventions thus imposed appear to be of a 
type unusual in this country does not make them 
any the less binding on the children. 

Lastly, is it not perhaps true in these days that 
more time may be spent in discussing the ways of 
childhood than is of practical value? We debate, for 
instance, the influence of environment on the develop- 
ment of the child’s mind and character, and we 
flatter ourselves that by modifying some details of 
its home and school life we are doing so much for the 
child. But we cannot alter its personality ; and all 
the time, apart from our efforts and outside our con- 
trol, Nature is at work. Many of the phenomena 
which give us such concern, such as cruelty, lying, 
stealing, idling, homosexual attraction and so on, 
are no more than natural phases through which children 
pass. With the flight of time they emerge from them 
quite naturally, and as new interests unfold them- 
selves they attain an equilibrium which at one time 
seemed beyond expectation. How ready we are to 
claim credit for what is really due to the natural 
tendency of the child, if given time, to right itself. 
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In the same way intensive study of child problems 
may not do so much for parents as is sometimes 
thought. A mother needs chiefly to enjoy her child, 
and too much solemn study promotes anxiety and 
is apt to lead to the loss of that lightness of touch 
which is so necessary in dealing with children and 
their difficulties. As regards the medical profession 
I confess that it is by no means clear to me why a 
medical training should be supposed to impart any 
special insight into the ways of normal healthy 
children or their management. | 

I fear that I have given the impression that these 
questions concerning the development of a child are 
prosaic and humdrum matters. This cannot be so. 
Men have always reverenced Nature in the growth 
of a child, its body, mind, and character, and to 
watch this marvellous process fascinates us all. In 
our attitude towards the developing child, to try to 
keep in strict unison with Nature’s methods can 
never be a prosaic affair. I like to think with 


G. K. Chesterton that it is only the errors and exag-- 


gerations, the fads and fanaticisms, that are vulgar 
and dull and stupid. 


BLOOD CHEMISTRY IN INTESTINAL 
OBSTRUCTION 
CHANGES IN RESPONSE TO TREATMENT 
By M. A. FALCONER, M.B. N.Z., F.R.C.S. Eng. 
SURGICAL REGISTRAR AT THE ABERDEEN ROYAL INFIRMARY ; AND 


A. LYALL, M.D. Aberd., M.R.C.P. Lond. 
LECTURER ON CLINICAL CHEMISTRY, UNIVERSITY OF ABERDEEN 


Ir is now generally accepted (Haden and Orr 
1923, 1926, Orr 1936) that during experimental high 
intestinal obstruction in animals there occurs a fall in 
the blood-chloride values, a rise in the blood-urea 
and non-protein nitrogen values, an increase in the 
CO,-combining power of the plasma, and an increase 
in the concentration of the blood. Clinical cases of 
high intestinal obstruction of such types as pyloric 
stenosis with vomiting (Brown and others 1923), 
hypertrophic pyloric stenosis of infants (Graham and 
Morris 1929), vomiting after gastro-enterostomy 
(Haden and Orr 1923b), and upper jejunal obstruc- 
tion (Haden and Orr 1923c), have all been found to 
show hypochloremia, azotemia, alkalosis, and dehy- 
dration, while Cooke (1932) reported similar changes 
in the alkalosis that occurs during the treatment of 
peptic ulcer by alkalis in susceptible subjects. 

In order to ascertain whether these same variations 
occurred in obstructions at all levels of the intestine 
and when they occurred in relation to the time of 
obstruction, we investigated a series of 25 patients 
suffering from intestinal obstruction, who were 
admitted to the wards of the Aberdeen Royal 
Infirmary. 

Our method was to collect (but not under paraffin) 
oxalated samples of blood both before operation and at 
frequent intervals afterwards, and thereby we were able 
to observe not only the biochemical changes that were 
present during obstruction but the alterations that took 
place as the patient proceeded to recovery or death. 
A full history and physical examination of each patient 
was recorded and the effects of various operative and post- 
operative methods of treatment noted. In addition to 
the blood samples 24-hour specimens of urine were 
collected and examined daily. l 

On the blood samples the following estimations were 
done by standard methods: (1) the plasma chloride 


(as NaCl) by Van Slyke and Sendroy’s method ; (2) the 
blood4urea on whole blood by MacLean’s urease method ; 
(3) the plasma CO,-combining power by Van Slyke’s 
method; and (4) the hematocrit index by means of 
capillary hematocrit tubes. 

The following values were accepted as normal: (1) 
plasma chloride 93 to 103 mM. (540 to 610 mg. per 


100 c.cm.); (2) blood-urea, 20 to 35 mg. per 100 c.cm.; 


and (3) plasma CO,-combining power 54 to 60 vol. per cent. 

The urine estimations were made on 24-hour specimens 
of urine as follows: (1) the urinary chloride by the 
same method as the plasma chloride, and (2) the urinary 
urea, concentration by the hypobromite method. 

The data in illustrative cases have been summarised 
in graphical form with plasma chloride in millimols, 
blood-urea in mg. per cent., and plasma CO, in vol, per 
cent. 

BIOCHEMICAL SYNDROMES 


The findings in individual cases are summarised in 
the Table. An analysis of the protocols, in detail, of 
all cases led us to the conclusion that patients with 
intestinal obstruction can be divided into two groups 
according to the presence or absence of changes 
in the plasma-chloride level: (a) those showing 
azotemia, hypochloremia, alkalosis, and dehydration ; 
(b) those showing azotæmia and dehydration, with a 
normal plasma-chloride level, and a variable acid-base 
equilibrium. 

The first syndrome—the classical one—of azotzemia, 
hypochloremia, alkalosis, and dehydration was shown 
by 9 of our patients—Cases 1-5, 7, 11, 16, and 22 
(see Table)—while 4 others (Cases 12, 14, 18, and 19) 
showed these changes but with a normal acid-base 
equilibrium. All the pyloric and duodenal obstruc- 
tions, 6 out of 13 small bowel obstructions, and 
2 out of 6 large bowel obstructions were included in 
this group. 

The second syndrome of azotæmia and dehydration, 
with a normal plasma-chloride level, and a variable 
acid-base equilibrium was shown only by small bowel 
and colonic obstructions. There were 7 out of 13 
small bowel obstructions and 4 out of 6 large bowel 
obstructions included in this second group. A normal 
plasma-chloride level with a tendency to alkalosis 
was shown by 3 patients (Cases 6, 10, and 15—see 
Table). One of these (Case 6) was an upper jejunal 
obstruction. In 5 cases (Cases 8, 9, 13, 21, and 26) 
acidosis was present with a normal plasma chloride, 
while in 3 cases (Cases 17, 20, and 24) acidosis was 
associated with slight hypochlor:emia. 

It can be seen from the Table that no uniformity 
characterises the biochemical changes in the blood 
produced by obstruction at any given level of the 
small or large intestine. Cases 6 and 7, 15 and 16, 22 
and 25 furnish examples of obstructions occurring 
at similar levels and from similar causes yet showing 
different biochemical alterations. 

Blood-urea.—A rise in the blood-urea level is, we 
believe, the only biochemical change that is constantly 
found in intestinal obstruction at all levels. 


In our series of patients the lowest figure recorded was 
41 mg. per 100 c.cm. occurring in a healthy young man 
(Case 8) with an obstructed hernia of ten hours’ duration, 
while 9 patients (Cases 2, 3, 4, 12, 16, 18, 21, 24, and 25) 
showed figures over 100 mg. per 100 c.cm. In the 
majority of our cases this rise in the blood-urea was 
associated with a urea concentration of more than 3 per 
cent. in the 24-hour specimens of urine. In 1 case 


_(Case 9) when the blood-urea value was 42 mg. per 100 c.om., 


the urinary urea reached a concentration of 6 per cent. 
Only 4 patients (Cases 3, 21, 24, and 25) failed to 
concentrate urea over 3 per cent. and in these there was 
evidence of nephritis. 


The association of a high blood-urea with a high urea 
excretion indicates that in intestinal obstruction there 
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TABLE SUMMARISING THE BIOCHEMICAL FINDINGS IN THE BLOOD AND URINE OF 25 CLINICAL CASES OF 
INTESTINAL OBSTRUCTION 


Blood chemistry. Urine chemistry. 
‘No. Pe oe ee eee tion. ing. Chloride| Urea |CO,C.P.|Chloride| Urea dration. ae 
(mM.). | (mg. %).| (vol. %).| (%). (%). 3 
a Pyloric stenosis with vomiting. 1 week ++ 80 86 80 0:01 4:7 + Recovered. 
2 Neoplastic pyloric stenosis. 1 , + + 57 116 73 Nil. 3°5 + Relieved. 
3 | Pyloric stenosis with alkalosis. | 10 days. ++ 57 177 110 0-01 | 13 + » 
4 Acute dilatation of stomach. Hours. ++ 80 143 68 0:03 3°7 + n 
5 Gastro-enterostomy vomiting. | 12 hours. + 75 50 66 0-10 4°0 + Recovered. 
6 High jejuna? obstruction. 36 ,» ++ 95 41 62 0:35 $ ++ ” 
7 ” ” n 4 days. ++ 70 58 79 0-04 5:0 + ” 
8 | Strangulated inguinal hernia. | 10 hours.) + 93 41 48 0-26 4:5 0 Š 
9 ” interstitial , 6 `» + 94 42 | 61 0-87 6-0 0 y 
10 ” inguinal a 6 » + 93 44 69 0-17 3:6 0 n 
11 | Gangr. Richter’s femoral _,, 5 days. + 78 75 72 0-06 3-2 + Relieved. 
12 Gangrenous ,, os 2 p + 87 105 58 0-02 3-7 + ` Died. 
13 | Strangulated inguinal » 3 s» + 101 90 48 0:03 3:1 0 Recovered. 
14 á femoral j BD Gs ++ 90 67 55 0-03 4-0 + x 
15 Low ileal obstruction. 3t » ++ | 100 67 58 | 008 | 32 | ++ 5 
16 n » ” 4 y» g 80 118 64 0:08 ? + 3 
17 » ” 1» 6 » + 75 65 37 0-10 4:2 + » 
18 Paralytic ileus. 5 s» + 80 230 58 0-02 $ + Died. 
19 Carc. obstruction of colon. 6 » ++ 90 44 58 0-02 4-0 + Recovered. i 
20 E ” » 2 » zi 75 43 43 ? 3'8 + ” 
21 " ” rectum. 2 » + 100 101 40 0-49 2-7 + Relieved. 
22 ” » colon. 5 » + 85 95 67 0:03 ? + Died. 
23 Obstruction of colon. 3 y» 94 44 53 0:07 4°3 + B 
24 Carc. obstruction of colon. T 3 + 80 215 34 0-02 2-0 + 5 
25 Fæcolith obstruction colon. 5 y + 94 150 49 0°15 2-6 + r 


must be an increase in the endogenous protein meta- 
bolism. Proof of this was forthcoming in a case of 
vomiting after pyloroplasty (not included in the Table) 
in which figures of the total daily nitrogen excretion, 
both before operation and during vomiting, show that 
the nitrogen excretion increased by 300 per cent. 
during the period of obstruction. 

Plasma chloride.—Our cases showed that a fall in 
the plasma-chloride values was not the invariable 
accompaniment of obstruction of the small and large 
bowel as has hitherto been taught, although hypo- 
chloremia occurs invariably in pyloric and duodenal 
obstructions. 

Of the 20 cases listed in the Table of small and large 
intestinal obstruction 9 patients (Cases 6, 8, 9, 10, 13, 
15, 21, 23, and 25) showed plasma-chloride values above 
93 mm. (540 mg. per 100 c.cm.) during the period of 
obstruction, and 6 of these (Cases 6, 8, 9, 10, 21, and 25) 
had ample chloride in the urine. In Case 13 a plasma- 
chloride level of 101 mM. (599 mg. per 100 c.cm.) was 
recorded during obstruction. 


In cases which showed hypochloremia the fall in 
the plasma chloride seemed to be influenced by the 
severity and duration of the vomiting. As a rule 
the more severe the vomiting the greater the degree 
of hypochloremia. Exceptions, however, were seen. 


In two patients with severe vomiting (Cases 6 and 15) 
no fall in the plasma-chloride levels was observed, while in 
two patients who did not vomit (Cases 16 and 20) marked 
hypochloremia was present. In these two latter cases, 


accumulation of salt in the distended bowel loops, as 
suggested by Gamble and McIver (1928), may have 
accounted for the fall in the plasma chloride. 


It appears that in cases showing hypochloremia the 
other changes are related in some degree to the fall 
in the plasma-chloride level, because we found that if 
we raised the plasma-chloride values by the adminis- 
tration of saline we tended to correct, though not 
completely, the other levels. In this contention we 
are supported by Schnohr (1934), who showed that 
in high intestinal obstruction in rats a part of the 
azotzemia showed no relation to the alterations in 
chloride metabolism but was the result of increased 
endogenous protein metabolism. 

Plasma OO,-combiming power.—We found that as a 
general rule when there was hypochloremia there 
was a tendency towards alkalosis, and when there 
was a normal plasma-chloride level there was either 
a normal acid-base equilibrium or a tendency towards 
acidosis. This suggests that the type of change in 
the acid-base equilibrium was affected by the loss of 
chloride from the body in vomiting. Many patients 
showing either alkalosis or acidosis had ketone bodies in 
theurine. Often in cases of alkalosis the urine was acid 
from thepresenceofthese bodies. Occasionally, however, 
an acid urine may occur in a case showing alkalosis 
and yet ketone bodies may be absent from the urine. 

Hematocrit index.—In nearly every case we observed 
a fall in the hematocrit readings as the patient 
recovered. This means that during the period of 
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obstruction loss of fluids 
| oy Pee Moth | 


had led to dehydration 

of the body tissues and 

to increased concentra- Temperature as z G. 7 
B. P. 


tion of the blood. In 
<Æ cases only (Cases 8, 
2, 10, and 13) the 
Enzomatocrit readings 
showed little variation 
d uring the period of 
obstruction. The first 
three were obstructed 
hernia of a few hourg’ 
duration, while in the 
fourth the symptoms 
before operation had 
mot been severe. 

The continuity of 
observation in this 
series of cases enabled 
us to ascertain the 
effects of operation and 
saline therapy. 


Urine Vol.¢C.om. 
Urine Chior. Z 
t re 


Urine Urea g 
EFFECT OF RELEASE 


Naci Intake Be 
OF OBSTRUCTION 


. . CHART 1 (Case 5).—Male, aged 36. Severe vomit following gastro-enterostomy. After 
Following „the reljef cessation of vomiting rapid recovery ensued with pote restitution of the biood con. 
of obstruction there stituents to normality. | 


would seem to be a 
natural tendency towards restitution of the various treated by intermittent gastric lavage and given smal} 
quantities iti 


blood constituents to normality. This tendency of fluid by mouth. Vomiting ceased on the 
was seen in every case in which recovery took eighth day and thereafter rapid clinical progress occurred 


lowered, and the plasma CO,-combining power slightly 
d. From the ninth’ d iti 
until a few days after the bowels had moved. In po ie an ay Onwards, vomi 


: : J having ceased, improvement in these blood alterations 
the following case this tendency can be seen without steadily occurred. 


EFFECT OF SALINE ON HYPOCHLORZEMIA 


‘This patient was , admitted ‘because of pyloric stenosis ti A ES aon a Paii a epee arming 
with vomiting thé result of chronic duodenal ulceration, "ON on the p asma-chloride levels le wo mterest- 
The blood chemistry was investigated and found to be ing observations. In the first place comparatively 
normal, Gastro-enterostomy was then performed. On large amounts of sodium chloride were usually 
the sixth day severe vomiting began and the patient was required before the natural rate of recovery in the 
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CHART 2 (Case 1).—Female, 
after administration 
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CHART 3 (Case 20).—Male, aged 72. 
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Acute-on-chronic obstruction of large bowel. 
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800 |500 |450 ee 750 41750 ere 
O. 29 
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4.0 2.8 


Duration 60 hours. Relieved by ceecostomy. 


Hypochloreemia rapidly corrected by the subcutaneous administration of 10 per cent. sodium chloride solution (1800 c.cm. given 


at point indicated by arrow). 


plasma-chloride level was accelerated, and secondly 
there was often a latent period before any benefit 
became apparent. In assessing the significance of 
the amounts of sodium chloride usually required it 
should be remembered that the total amount of sodium 
chloride normally present in the circulating blood is 
in the neighbourhood of 30 grammes, equal to 600 c.cm. 
of 5 per cent. saline, with a reserve in the tissues 
and tissue fluids of double that quantity. Two 
examples may be quoted : 


In Case 7 36-5 g. of sodium chloride were given 
parenterally in the first 24 hours (1200 c.cm. of 1 per cent. 
NaCl intraperitoneally, 1700 c.cm. of 1 per cent. NaCl 
subcutaneously, and 50 c.cm. of 15 per cent. NaCl intra- 
venously) and the plasma-chloride values rose from 70 mm. 
only to 79 mm. (410 to 468 mg. per 100 c.cm.). In Case 16 
during the first day 1800 c.cm. of 1 per cent. NaCl were 
given intravenously without altering the plasma-chloride 
level, which remained at 89 mm. (525 mg. per 100 c.cm.). 
Twelve hours later it had 
risen spontaneously to 
94 mm. (552 mg.); a 
_second intravenous saline 
“containing the same 
amount of salt was then 
given and was followed 
by a rise of 101 mm. 
(599 mg.). 


It seems that greater 
rises in the plasma- 
chloride values occur 
when large amounts of 
dilute or normal saline 
are given intravenously 
or subcutaneously than 
when corresponding 
amounts of sodium 
chloride are given in 
10 per cent. or 15 per 
cent. solution intra- 
venously. This obser- 
vation is illustrated by 
the following two cases, 
in the first of which 
hypertonic saline was 
used with little effect, 


Temperature 
Pulse 
Be P. 


c? 


Haemocrit g 


Urine Vol. “a 
Urine Chlor. 
19 48 


duration. 
dehydration. 


CHART 4 (Case 6).—Male, aged 45. 


Recovery after operation. 


while in the second dilute saline administration led 
to a greater alteration in the plasma-chloride 
values. 


Case 1. Pyloric stenosis with vomiting (Chart 2).— 
A woman who, after admission on account of pyloric 
stenosis with vomiting, was treated by diet and daily 
gastric lavage. For the first five days blood estimations 
revealed practically steady levels of hypochloremia, 
azotzsmia, and dehydration. She was then given 50 c.cm. 
of 10 per cent. NaCl intravenously without effect on the 
plasma-chloride level, either one hour or twenty-four 
hours later. Similar injections were repeated daily. 
-After the third injection the plasma chloride had risen 
from 77 to 85 mm. (452 to 496 mg. per 100 c.cm.). 


CasE 20. Obstruction of colon (Chart 3).—An elderly 
man who was admitted because of severe abdominal 
colic and vomiting of 60 hours’ duration, the result of 
an acute-on-chronic obstruction of the large bowel by a 
-carcinoma of the descending colon. Cmcostomy was 
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performed and functioned well. The administration of 
1800 c.om. of 1 per cent. NaCl subcutaneously in the first 
twenty-four hours was accompanied by a rise in the 
plasma-chloride values from 75 to 101 mm. (440 to 598 mg. 
per 100 c.cm.). 


The two observations already referred to—namely, . 


the meagre response that often follows the adminis- 
tration of saline, and the latent period that sometimes 
elapses before any benefit is seen—are in striking 
contrast to the findings of Logie (1933) of the 
Aberdeen Royal Infirmary which have been brought 
to our notice in a personal communication. 

This worker investigated the response of normal healthy 
male adults to the intravenous administration of 240 c.cm. 


ae 
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EFFECT OF SALINE ON DEHYDRATION 


In cases where dehydration .was severe the 
administration of saline rectally or parenterally was 
accompanied by great clinical improvement and by 
correction of the increased concentration of the 
blood. A good example is furnished by Case 6. 

CasE 6. High jejunal obstruction (Chart 4).—This 
patient was admitted with very severe attacks of abdominal 
colic and profuse vomiting of 36 hours’ duration. Opera- 
tion disclosed a complete obstruction of the jejunum 8 in, 
below the duodeno-jejunal flexure from herniation under 
an omental band. Division of this band was followed 
by rapid recovery. In spite of severe vomiting examina- 
tion of the blood revealed only slight azotzemia without 


-~ 1 960 
0. 09 
0. 9 
2.8 


CHART 5 (Case 4).—Male, aged 54. Acute dilatation of the stomach complicating a leaking duodenal ulcer. Treated with rectal 


and parenteral salines, gastric lavage, &c. 


QGfidema resulted before adequate urinary chloride excretion established (100 o.cm. 


10 per cent. saline given intravenously at points indicated by arrows). 


of a & per cent. solution of sodium chloride (12 g. NaCl). 
He found that in all cases there was a rise in both the 


plasma-chloride and the whole-blood chloride levels. The. 


. plasma chloride increased by 30 mg. to 87 mg. per 100 c.cm. 
in a series of 9 subjects with an average increase of 51 mg., 
and this increase usually occurred within half an hour of 
administration. He found, as might be expected, that 
simultaneously with the rise in the blood-chloride values 
the hematocrit readings fell. As no fluid was given 
orally during the period of experiment this indicates that 
the volume of circulating blood must have been increased 
at the expense of the tissue fluids. 


There thus seems to be some discrepancy between 
the effect of intravenous saline in clinical cases of 
hypochloremia and that noted by Logie in healthy 
male adults. Since Haden and Orr (1926) ahd Schnohr 
(1934) have shown that a marked fall in the chloride 
content of the muscles is present during experi- 
mental hypochloremia in animals, it is extremely 
likely that similar reduction of the chloride content 
of the organs and tissues is present in the patho- 
logical hypochloremia of man. The most probable 
explanation of the discrepancies, referred to above, 
is that in hypochloremia the chloride given, since it 
does not appear in the urine, first increases the tissue 
reserves before it raises the blood-chloride level. 
This hypothesis would explain both the meagre 
response sometimes noted after saline administra- 
. tion and the latent period that may elapse before 
any effect on the plasma-chloride level is seen. 


hypochloremia. The recovery was accompanied by a fall 
in the hematocrit indices from 55 to 44 and in the red 
cell count from 5-8 million to 4:7 million per c.mm. 


Since nearly all the cases in this series showed 
dehydration whereas only a proportion had 
hypochlorzemia, and since many of the latter gave 
only meagre responses to saline administration, and — 
since normal saline appeared to exert a greater 
effect on the plasma-chloride values than did hyper- 


_ tonic saline, it seems probable that the undoubted 


benefits following saline administration in all cases 
were due more to the correction of dehydration 
than to the rise in the plasma-chloride level. 

This contention is supported by the findings of 
Meyler (1936) who demonstrated from observations 
in animals and in clinical cases that a condition 
simulating ursemia could be produced by dehydration 
in the absence of hypochloremia. With the estab- 
lishment of an adequate fluid intake, Meyler found 
that this extrarenal azotemia disappeared. 


FACTORS GOVERNING THE ADMINISTRATION 
OF SALINE 


In giving salines it is necessary to ensure that an 
adequate amount of fluid is given daily to correct 
dehydration. In cases exhibiting hypochloremia 
sodium chloride is required to raise the plasma-chloride 
level, but care must be taken not to give too much 
salt lest edema of the lungs and of the extremities 


THE LANCET] 


PROF. BEDSON : COMPLEMENT-FIXATION TEST IN PSITTACOSIS  [DEO. 25,1937 1477 


should develop. It has been pointed out by Orr 
(1936) that, as a result of starvation consequent on 
excessive vomiting, there is a reduction in the total 
serum protein of the blood, chiefly in the serum 
albumin fraction. There is thus a diminution in the 
osmotic pressure exerted by the blood colloids, and 
this diminution accounts for the tendency to edema 
whieh arises when the tissue content of salt is raised. 
That cedema may occur as the result of salt adminis- 
tration without salt appearing in the urine was shown 
by Case 4 in this series. 

Casg 4. Acute dilatation of stomach (Chart 5).—A 
stout plethoric male who, after complaining of pain in 
the right hypochondrium for four days, developed signs 
of acute dilatation of the stomach. He was placed in the 
prone position and was relieved by continuous gastric 
aspiration, four-hourly rectal salines, and frequent doses 
of morphine. From the second day large doses of hyper- 
tonic saline were given from time to time in an attempt to 
raise the urinary chloride output, an attempt which was 
continued even after the plasma chloride had reached a 
normal value. Cidema of the buttocks appeared on the 
eighth day, while an adequate chloride excretion was not 
established till some days later. 


A person lying in bed requires daily from 1000 to 
1500 c.cm. of fluid for adequate urine excretion and 
an equal amount for the insensible loss in the sweat, 
respiration, and stool. In addition any loss in the 
vomit, in the aspirated stomach contents, or in the 
discharge from a jejunostomy tube must be allowed 
for. Therefore in the absence of vomiting at least 
2500 c.cm. of fluid are required daily to maintain a 
proper fluid balance. In the case of a patient who 
is dehydrated as the result of vomiting, additional 
fluid is required to correct the water deficit which 
has been shown to approximate to 6 per cent. of the 
body-weight (Maddock and Coller 1937). In the 
case of a man weighing 60 kg. this equals 3600 c.cm. 

In practice a chart should be kept contrasting the 
total daily fluid intake and the total daily fluid 
output, and the administration of fluid should be 
continued until an adequate daily urine output is 
established. At least 2500 c.cm. (in cases of severe 
dehydration up to 5000 c.cm.) should be given daily. 
If this fluid can all be taken by mouth and retained 
so much the better. If not the balance should be 
given rectally or parenterally. 

In cases of hypochloremia sodium chloride in 
amounts varying from 15 to 20 grammes daily is needed 
and may be given in 1500 to 2000 c.cm. of a 1 per 
cent. solution. Any additional fluid required may be 
given as glucose solution or as plain water. This 
intake of salt contrasts with the basal metabolic 
requirements of 2 grammes (McLester 1931) and the 
usual intake in an ordinary diet of 6 to 12 g. per 
diem. In order to obviate the occurrence of cedema 
the plasma chloride should be estimated at least 
every second day, and when it approaches normal 
the salt intake should be restricted. If parenteral 
fluid is still required it may be given as 5 per cent. 
glucose solution. 

Additional work at present in progress suggests 
that the administration of saline and glucose by 
jejunostomy is practicable in severe cases of hypo- 
chloremia and dehydration due to pyloric stenosis, 
and that the results achieved by this route are more 
satisfactory than by any other method. 


SUMMARY 


This series of 25 patients shows that clinical cases 
of intestinal obstruction may be divided into two 
groups according to the changes present in the 
blood : (a) cases showing azotzemia, hypochloremia, 
alkalosis, and dehydration; (b) cases showing azo- 


temia and dehydration, with a normal plasma- 
chloride level, and a variable acid-base equilibrium. 

The first group includes all pyloric and duodenal 
obstructions and many obstructions at lower levels ; 
the second group is seen only in small bowel and large 
bowel obstructions. 

The effects of treatment on the blood changes are 
discussed, while the factors governing saline adminis- 
tration are also considered. Certain conclusions are 
reached: First, after the relief of obstruction there 
is a natural tendency towards restitution of the 
various blood constituents to normality. Secondly, 
the undoubted benefits seen after saline adminis- 
tration are due more to the correction of the dehy- 
dration than to an effect on the plasma-chloride 
level. Thirdly, in cases of hypochlorsmia compara- 
tively large amounts of sodium chloride are usually 
required to accelerate the natural rate of recovery 
in the plasma-chloride level. 


This investigation was undertaken at the instigation of 
Prof. J. R. Learmonth, to whom we are deeply grateful 
for help and encouragement. We also wish to express our 
thanks to the physicians and surgeons of the Aberdeen 
Royal for access to their cases, to Prof. J. M. 
Beattie for pathological reports, and to William Carnie 
and James Ellice for technical help. 
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OBSERVATIONS ON THE 
COMPLEMENT-FIXATION TEST IN 
PSITTACOSIS 
By S. P. Bepson, M.D., M.Sc. Durh., D.Sc. Belf., 
F.R.S. 


PROFESSOR OF BACTERIOLOGY IN THE UNIVERSITY OF 
LONDON AT THE LONDON HOSPITAL 


Ir has been shown that the sera of cases of human 
psittacosis contain specific antibody demonstrable 
by the complement-fixation test and that this test 
can be employed as an aid to diagnosis (Bedson 1935). 
The antigen employed was a suspension of heavily 
infected mouse spleen ; a suspension of normal mouse 
spleen or of the spleen of mice infected with ectroimelia 
virus served as control. A study of the antigenic 
composition of psittacosis virus (Bedson 1936) 
revealed the presence of two antigens, one heat- 
labile, the other resistant to boiling for as long as one 
hour. Not only were the antibodies for these two 
antigens found in the sera of hyperimmunised guinea- 
pigs, but in a few human convalescent sera examined 
antibody for the heat-stable antigen was also 
demonstrable. There are certain disadvantages in 
the use of crude virulent mouse-spleen suspensions 
as the antigen in the complement-fixation test. 
There is risk of infection to the worker. Crude 
suspensions contain a quantity of extraneous material 
in addition to the virus and they lose their activity 
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tigens in a variable and relatively short time. 
` The boiled antigen on the other hand is safe to „handle, 
has lost much of the extraneous tissue proteins in its 
preparation, and should prove more stable than the 
fresh unheated suspensions. 
decided to test the suitability of the boiled antigen 
in the complement-fixation test used for the 
diagnosis of human psittacosis and the ee are 


reported in this paper. 


In view of this it was 
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PROF, BEDSON : COMPLEMENT-FIXATION TEST IN PSITTACOSIS 
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TECHNICAL DETAILS - 
PREPARATION OF ANTIGENS _ 
nsion of mouse spleen rich-in virus 
was made in M/50 phosphate buffer pH. 7-6, 5-0 c.cm. of 
diluent per spleen being used. 
allowed to sediment in the refrigerator for 24 hours or 
lightly centrifuged to remove the coarser tissue fragments, 
and the partially clarified supernatant was then centri- 


-This suspension was 


fuged for 14 nour on an angle ees at 3000 r.p.m. 


TABLE I 


SEROLOGIOAL INVESTIGATION OF AN OUTBREAK oF OLINIOALLY DIAGNOSED PSITTACOSIS IN THE ARGENTINE, 


l 


COMPARISON OF OBUDE AND STEAMED PSITTACOSIS ANTIGENS 


( 


Complement-fixation. 


Control 


No.| Patient. Clinical data. Epidemiological data. Serum T e antigen. 
dilu- 
tion 
' ! C H. 0. | H. 
1 Dr. Continued fever, phiotophibia, headache, | Lived in country outside Buenos Complement-fixation not done. 
G. broncho-pneumonia, moh cough, little | Aires. Fell ill 29.xi.35. Source i 
sputum. Died 17.xii.3 ` of infection not determined. 
2| A.B Similar clinically to Dr. G. B. though vary- eee of Dr. a. B. Visited | 1/1 |++++/++4+4+/ —] — 
ing in severity. In no case was there any m in the country, staying G aiis sdis sike ai Ba ttt tl -— | n 
rash or enlargement of spleen. Clinical feoti 6.x1.35 to 8.xii.35. Re-] 1/2 |+#+++t+/+++4 
diagnosis: psittacosis. Case M. B. died, | turned to: Buenos Aires by | lie ie ee ie ole ole le ol SO 
the others recovered. Dr. G. B. wit. 1/4 tet eee +l 
them. Fell ill between 12 Xii.35 tt JAAA 
and 19.x1i.35. 
3| M.O. i i j 1/1 |+eet i a 
de_L +++ t+ ni 
1/2 +++ f 
++ | 
1/4 + +e++ 
/ + +++ 
1/8 + ++++ 
= ttt 
4) E.L. i » : » 1/1 |++++ -| - 
. +++ t -j -= 
1/2 |++++ 
of +++]. 7 
1/4 | tet [tte t+ 
++ Ue lee lt ool a 
1/8 | Het ltt et 
+ ++++ 
` 1/16 ++ |tt 
; + ++t+t+ 
.B. » 3 Complement-fixation not done. 
J.O. Clinically like preceding cases. Clinical | Wife of Dr. G. B. Saw him fre- | 1/1 |++++ _ - 
de B. | diagnosis: psittacosis. Recovered. quently whilst he was in hos- eo + Si) 
pital in Buenos Aires. First | 1/2 |++++ 
contact with case 1 xii. 35. Fel| ~ | +++ 
ill 14.xii.35. 1/4 [-bet [tees 
t+ [tttt 
21/8 ++ [+t tet 
| + +++ + 
1/16 + Ka adiz aika aiia s 
+ t+e+t+ 
7 Dr. As in previous cases. Recovered. a de ician attending D B. 11 jttetttrtt |- 
E. F. S t contact with ease i.zli.36. Ittt HFH =p 
Fell ill 18.xii.35. 1/2 tet [ttt + 
te |tt 
1/4 tke [AAt 
. + +++ 
8 | A.L. | Diagnosed as suffering from typhoid fever. | Friend of Dr. G. B. lived in | 1/1 |++++ = e 
Disease lasted 3 weeks. o rash. No samo mel pated peach Saw Dr. et + -| = 
blood culture made; serum not examined A. en he - De- | 1/2 +++ 
for agglutinins. Sample sent in for O.F. veloped febrile illness 10 days + + 
test-was negative to typhoid 1E and O.) 1/4 + t++++ 
and paratyphosus A and B (H -+£ +++ + 
ER o 
1/16 + [+t+44 
— .| ett +]. 
. 9 .Dr. No fever or other clinical signa. Subjective | Physician to A. B. 1/1 - — ay EE 
F.K. symptome only. , 7 = =- ee ee 
10 | L. de B. i Wife of A. B. 1/1 F = = 
11 | R. de S. Pa ' Wife of Dr. E. F. S. 1/1 + + rn r 
++++ = Complete fixation of complement. The upper is the reading made 
++ + tof = YV degrees of fixation of complement. after 30 minutes at 37° O. (water 
= No fixation of complement. bath), the lower one atter stan standing 
O. = crude; : H. = heated. 


overnight at room > temperature. 
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The supernatant fluid was pipetted off and the deposit 
was resuspended to the original volume in phosphate 
buffer. Any coarse fragments were removed by light centri- 
fugation and the suspension was steamed for 30 minutes. 
On standing some of the material in such a heated 
suspension very slowly settled out; this was always 
resuspended before using the antigen. 

Control.—Except that the spleens of normal mice were 
used in the preparation of this antigen, the procedure was 
exactly the same. 


TECHNIQUE OF THE COMPLEMENT-FIXATION TEST 

Apart from the fact that the steamed antigens either 
replaced, or were used in addition to, the crude antigens, 
the test was carried out in the way previously described 
(Bedson 1935). A constant dose of complement (2 M.H.D.) 
was used throughout and the amount of the patient’s 
serum was varied. 

RESULTS 


Comparison of efficacy of crude and heated antigens 
in complement-fiwation tests with sera from cases of 
human psittacosis.—A bout the time that this investiga- 
tion was commenced a number of sera were sent in 
by Dr. Sordelli of Buenos Aires for the psittacosis 
complement-fixation test. These were from a small 
outbreak of infectious disease diagnosed as psittacosis 
on clinical grounds. Though varying in severity the 
picture presented by these patients was one of a 
continued fever with photophobia, headache, broncho- 
pneumonia with much cough but little sputum, and 
in the more severe cases a typhoid state. No rash 
was noted and two of the eight cases ended fatally. 
The sera from these cases had been examined for 
evidence of enteric group, brucella and typhus 
infection; the findings were uniformly negative. 
Unfortunately no attempt had been made to isolate 
psittacosis virus. Nine sera were submitted for 
examination, six from non-fatal cases which were 
convalescent when the serum was collected and three 
from contacts, who developed subjective symptoms 
only. The findings in the complement-fixation test, 
together with the clinical and epidemiological data, 
are resumed in Table I. It might be pointed out 
that the patients’ histories, for which I am indebted 
to Dr. Sordelli and his colleague, Dr. A. E. Molinelli, 
were received after the test had been made. 

It will be seen that the sera from the six individuals 
who had been clinically ill all gave a positive fixation 
test, which, though quite good with the crude antigen, 
is considerably better in the case of the steamed 
antigen. The better fixation obtained with the steamed 
antigen is probably due to the absence of heat- 
labile material which is present in variable quantity 
in the crude virus suspensions and which masks the 
heat-stable antigen. It will be noted too that the 
sera from the three contacts who developed only 
subjective symptoms gave negative reactions with 
both psittacosis antigens. Admittedly it is unfor- 
tunate that virus was not sought for in these cases 
but the true nature of the illness was only suspectéd 
when this line of investigation was no longer practic- 
able and laboratory confirmation of the clinical 
diagnosis was limited to the examination of serum 
by the complement-fixation test. However, in view 
of the clinical picture presented by these individuals 
coupled with the positive complement-fixation test 
and an entire absence of serological evidence of 
enteric group infection, brucellosis or typhus, there 
can be, I think, no doubt that the disease was 
psittacosis. The source of infection in Case 1— 
that of Dr. G. B.—remained undetermined; the 
remaining seven cases (2-8) contracted their illness 
either through contact with Dr. G. B. or the source 
of his infection. In favour of the latter explanation 
is the relatively low infectivity of human cases and 


the fact that the’three individuals who developed 
subjective symptoms only (Nos. 9, 10, and 11) paid 


‘no visit to Dr. G. B.’s home and were exposed to 


human contact infection only. 

Specificity of the complement-fization test made with 
the heated psittacosis antigen.—In order to test the 
specificity of the reaction given by the new antigen 
a number of sera coming from individuals suffering 
from a variety of febrile conditions, as well as random - 
samples obtained from those sent in for the Wasser- 
mann reaction, were examined. Previous work had 
shown that as far as animal sera were concerned 
fixation of complement with the heated antigen was 
specific ; only the sera of mice or guinea-pigs which 
had recovered from a psittacosis infection or had been 
hyperimmunised with this virus gave a positive 
reaction. All these human control sera were not 
examined at the same time, but the testing of each 
batch was controlled by the inclusion of known 
positive and negative sera. Table II gives the 


TABLE JI—coMPLEMENT-FIXATION TESTS WITH HBPATED 
PSITTACOSIS ANTIGEN AND SERA FROM FEBRILE OON- 
DITIONS OTHER THAN PSITTACOSIS 


Complement- 
fixation. 
Source of serum. 


Psittacosis} Control 
antigen. | antigen. 


Streptococcal septicemia Í 


Acute pulmonary phthisis 
Tb. pleurisy 
P.U.O. r 
Bact. aertrycke infection 
P.U.O. .. 

aundice; acute myelitis 
Osteomyelitis 
P.U.O. ss “a 
Nephritis with term. infection. . 
Pleurisy ; chronic nephritis .. 
P.U.O. 
P.U.O. 


PEPE EPP PPP Ore eed pba ebb We 


i ee ee OO DO HH 


Known Positive and Negative Sera (Controls) 


1/4 | tees ~ 
++4+4¢] = 
Human psittacosis ; 1/8 ++++ 
convalescent HHHH 
1/16 +++ 
++ 
1/4 t++t+ - 
+++ = 
Immune mice (pooled) 1/8 T a ei 
116 | ++++4+ 
++ ++ 
Hyperimmunised guinea-pig .. 1/4 tipt 
++++ - 
Normal human .. 1/4 — 


findings with the sera from febrile patients and the 
various control sera used in these tests. Since it 
had been found that the heated antigen gave complete 
fixation of 2 M.H.D. of complement with the serum 
of a psittacosis case diluted 1 in 4, most of these 
control sera were tested in that dilution ; a few were 
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used undiluted. Apart from one serum from a case of 
streptococcal septicemia which gave a trace of 
fixation with both psittacosis and control antigens, 
the results were uniformly negative. In Table III 
are given the results obtained with random Wasser- 
mann negative sera. Here again the great majority 
gave æ clearly negative reaction, but three gave 
some appreciable degree of fixation. One of these, 


TABLE JII—COMPLEMENT-FIXATION TESTS WITH HEATED 
PSITTACOSIS ANTIGEN AND BRANDOM WASSERMANN 
NEGATIVE SERA 


Complement-fixation. 


No. of sera Serum 
examined. dilution. Psittacosis Control 
antigen. antigen. 
5 1/1 5 = 
14 1/4 -- — 
2 1/1 + _ 
| F = 
1 1/1 + + 
F F 
1 1/4 + + 
F F 
1 1/1 + + 
+ oF 
1 1/4 + + 
+ F 
1 1/4 + + 
+ + 
1 1/1 ++ + 
+r E 
1 1/4 +++ +++ 
+++ +++ 
1/8 +++ +++ 
+ + + + 
1 1/2 +++ ++ 
+++ + 
1/4 ttt t + 
tt+t+ F 
1/8 TE = 


——— — 


the third from the last in the Table, gave incomplete 
fixation with the psittacosis antigen and some fixation 
with the control antigen, but since this was obtained 
with the undiluted serum the finding is not significant. 
Another serum, the last but one in the Table, gave 
almost complete fixation when used in a 1 in 4 dilution, 
but since it fixed complement equally well with the 
control antigen this finding would not have caused 
any confusion in an actual test. The last serum in 
the Table might have been returned as positive, 
although the fact that it gave a certain degree of 
fixation with the control antigen and the very definite 
weakening of the reaction with the specific antigen 
when the serum was diluted 1 in 8, would have made 
one hesitate to do so. There was nothing in the 
history of the donor of this serum to suggest that 
he had had psittacosis or even been exposed to 
infection with this virus, so it is conceivable that in 
this case the test might have given an erroneous 
finding. This, however, was the only instance where 
there was any doubt as to the specificity of the test. 
Keeping properties of the heated antigen.—A suspen- 
sion of virulent mouse spleen was divided into two 
parts from one of which heated antigen was prepared. 
The activity of the two antigens in the presence of 
a hyperimmune guinea-pig serum was ascertained 
and the antigens were stored in the refrigerator at 
+ 4° C. They were retested with the same serum 
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after intervals of one month and five months and the 
results of these titrations, recorded in Table IV., 
show that the heated antigen kept its activity much 
better than the crude suspension. There was, 
however, some weakening in the fixation obtained 


TABLE [V—kKEEPING PROPERTY OF HEATED PSITTAOOSIS 


-~ ANTIGEN 
Hyper- Age of antigen. 
immune 
pig serum Freshly made. 1 month. 5 months 
autod o. S. c. s. c. | s. 
1/716 [+tttltettt test + ttt sti HHH 
HEE H Ht (FE ttt+] + [+444 
1/32 [bet Ht ttt] ttt jtt + lH 
tebe tt et] ++ Atti + l+ tse 
1/64 |tbttlt+tt) ++ [++ ++] +] +++ 
ttt l[bttst + [+++ =) +4 
1/128 ++ [tttet + [+4+4+4+) =; + 
+ |+t+++ = |+++|-]! 
1/256 + ++ | | 
H + | 
: | 


C.= crude; S. = steamed. 


with the heated antigen which had been kept five 
months, but since there was a suggestion that this 
might have been due to deterioration of the serum 
a further test was carried out the record of which 
is given in Table V. Here steamed psittacosis and 
control (normal mouse spleen) antigens of varying 
age were tested at the same time for fixing power 
with the serum from a human psittacosis convalescent. 


TABLE V—KEEPING PROPERTY OF HEATED PSITTACOSIS 


ANTIGEN 
l i Control 
Steamed psittacosis antigens : 
Dila: antigens. normal ad 
on mous 
Serum. : ot spl dati 
| Fresh. | 3.9: | E TE 
` ° w. /15 m. 
iff (eee sleet alee eh ee 
++t4+{+4¢4¢4/+4 ++: c = 
Psittacosis ; 1/8 [++++ EE +++ 
convalescent +++ nel atin a a Vis lh ell 
6j t ++ +++ tit ++ ti 
tet] +++ ++ | 
Normal 1/4 — = | E E en 
h p= = 


uman — — = 
w.= weeks: m.= months. 


It will be seen that the antigen which had been stored 
for fifteen months was as active as the more recent 
preparations, leaving little doubt as to the stability 
of the heated antigen. 


SUMMARY 


A psittacosis antigen has been prepared from a 
crude virulent mouse-spleen suspension by centrifug- 
ing out the virus, resuspending it in phosphate buffer 
and heating the suspension for 30 minutes at 100° C. 
This heated antigen has been found superior to the 
crude virus suspension for carrying out complement- 
fixation tests with the sera from cases of human 
psittacosis. ‘The advantages of the heated antigen 
are that it makes the test more delicate, that it is 
not dangerous to handle, and that it keeps well. 
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Most of the cases of acute silicosis reported in the 
last few years have occurred in workers engaged in 
the manufacture of abrasive soaps. Macdonald and 
others (1930a) described such a condition in two 
young women employed as packers of scouring soap 
powder in a London factory; the disease developed 
after a relatively short period of exposure and was 
rapidly fatal. Similar cases have been reported in 
Germany by Gerlach and Gander (1932) and by 
Chapman (1932) in America. — 

The raw material used in the manufacture of these 
powders is in the form of a “‘ highly siliceous quartzite 
rock containing 98 per cent. of silica or crystalline 
quartz or quartz sand ” which is mixed with powdered 
soap, anhydrous sodium carbonate, &c. (Middleton 
1936a). The free alkali dust thus produced, in con- 
junction with the high concentration of free crystalline 
silica particles present in the air of the working places, 
has been regarded as an important factor in the 
rapid development of the silicotic process in such 
occupations (Macdonald 1930b). 

The cases of acute silicosis in lead-miners to be 
described here were met with about five years ago, 
and as far as can be ascertained, no details have been 
published: in this country of rapidly developing 
silicosis associated with industrial conditions other 
than those due to the manufacture of abrasive soap 
powders. Middleton (1936b) states that during the 
period 1930-34, five tunnel-miners died of silicosis, 
which was confirmed by post-mortem examination, 
but no particulars of the exposure period are given. 
Silicosis in men engaged in tunnelling operations in 
Johannesburg has also been reported recently, and 
in America a rapidly fatal type, developing after 
short but intensive exposures, has been seen in tunnel 
workers, in sand-blasters, and in sand-pulverisers. 
Gardner (1933) hag described in detail the changes 
found in the lungs of the fifteen men belonging to this 
group (nine of whom were engaged as drillers and 
labourers driving a tunnel through practically pure 
quartz for only nine to twelve months). Taking the 
series as a whole, he found ample histological evidence 
of silicosis except in one case, but the character 
and distribution of the changes did not resemble 
those usually seen in silicosis resulting from pro- 
longed exposures. 

The men forming the subject matter of the present 
communication were five in number and were all 
employed at about the same time “in the same gang ” 
as lead-miners in the North of England. Their work 
was to drive a tunnel through a highly siliceous rock 
in search of lead. Conditions, in general, were 
similar to those applying to the tunnel workers 
reported on by Gardner, and there was little doubt 
but that the men were constantly exposed to a fine 
cloud of dust of high silica concentration. One or 
two of the men, in fact, volunteered this statement— 
“it was impossible to see the man working next to 
me because of the dust.” 
stood that lead per se played no part in the disease. 


It should be clearly under- / 


Drilling was done chiefly in the dry state with 
compressed air drills. Respirators were not provided 
for the workers and as far as could be gathered no 
efficient system of ventilation was in use, natural 
means (for what they were worth) and the blast of air 
from the pipe-line feeding the drills being relied upon 
for this purpose. The rock was a hard compact 
sandstone technically known as quartzite, and of 
high silica content. Analyses of the rock are only 
available in respect of two samples, which are as 
follows, and show that even the fluorspar worked 
contained a high percentage of free silica. 


FLUORSPAR AND LEAD ORE 


High grit sil.—Total silica, 86-1 per cent.; free silica, 
76-0 per cent. 

Low grit sill_—Total silica 89-6 per cent.; free silica, 
80:6 per cent. 


The average period of exposure in the mine for the 
group was two years and seven months; the longest 
was five years and the shortest fourteen months. 

The five men concerned were taken ill with increas- 
ingly severe pulmonary symptoms within a short 
time of each other. The average duration of the 
illness was one year and seven months ; death ensued 
in one year and six months, on an average, from the 
date of ceasing work at the mine. Three men were 
examined during life, but only one of these was found 
fit to attend for radiographic examination. Through 
the courtesy of Dr. Whateley Davidson, honorary 
radiologist to the Royal Victoria Infirmary, Newcastle- 
on-Tyne, permission was kindly given to inspect the 
radiograms of the other two men which had been 
taken a month or two previously. | 


CASE REPORTS 


Case 1. (Aged 31.) Industrial history.—Lead-miner, 
using pneumatic drills (dry) for three years, finishing work 
on March 8th, 1930. After this worked as a road-labourer 
for four months and on a private estate for four months 
(fencing, &c.). Before entering the lead-mine was 
employed in a Durham colliery for eleven years as a pony- 
driver, ‘‘ putter ” and coal-hewer, but no stone-work was 
done during this period. On leaving the colliery was 
unemployed for one year (1925-26), and afterwards, until 
becoming a lead-miner in 1927, he worked intermittently 
as aroad-labourer. ‘Total exposure in lead-mine amounted 
to three years. 

Personal history—No family history of tuberculosis. 
Apart from a slight attack of rheumatism as a boy, 
when he was in bed for two weeks, he had had good 
health. He gave up his work as a road-labourer 
on May 25th, 1931, because of shortness of breath 
on slight exertion, which had appeared a few weeks 
previously. His condition gradually deteriorated, pul- 
monary tuberculosis was suspected, and later he was 
admitted to a sanatorium. While there, repeated examina- 
tion of his sputum proved negative for B. tuberculosis. 
There was no history of hemoptysis. 

Examination (Dec. 4th, 1931).—General nutrition 
rather poor; slight toxemia; some dyspnea even at 
rest. Cough, with whitish expectoration, had been 
troublesome for last six months. Sputum negative for 
B. tuberculosis on Dec. 8th, 1931. The physical signs 
indicated consolidation of both upper lobes, the right being 
rather more affected. There were fine persistent crepita- 
tions, increased by cough, confined to the apex of each upper 
lobe. A radiogram taken a few days later showed fairly 
generalised silicosis of nodular type in both lungs with 
appearances very suggestive of complicating tuberculosis 
in the upper and middle lobes of the right lung. Diagnosis 
was silicosis and tuberculosis. This man died on July 21st, 
1932—i.e., about two years and four months after finishing 
work as a lead-miner. 

Post-mortem (July 22nd, 1932).—Gidema of lower 
extremities, dependent parts, soft tissues of thorax and 
of face, including eyelids. Pleuro-pericardial and more 
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extensive pleuro-thoracic adhesions. Small quantity 
of clear fluid in each pleural cavity. Both lungs showed 
a moderate degree of anthracosis. The right weighed 
32% oz. There was generalised chronic pleurisy over the 
right lung and its upper and middle lobes were involved 
in a severe fibrosis, composed mainly of hard gritty silicotic 
nodules; tough fibrous bands, grey in colour, were also 
interposed. The base of the right lung was edematous 
and in its substance were scattered silicotic nodules. 
The left lung weighed 34 oz. and the changes were very 
similar to those found in the right lung, with the difference 
that the upper lobe was chiefly affected. In some parts 
of this region some of the nodules had undergone fusion. 
The hilar glands were very numerous, hard and markedly 
enlarged. There was no macroscopic evidence of tuber- 
culosis. Both ventricles of the heart were hypertrophied 
and the chambers greatly dilated. There was no disease 
of the valves or of the main blood-vessels. The kidneys, 
spleen, and liver were enlarged and congested. Micro- 
scopic examination confirmed the presence of a silicotic 
fibrosis of the lungs and of the hilar glands (Silicosis 
Medical Board Laboratory, Sheffield). . 

Case 2. (Aged 40.) Industrial history—Worked as 
lead-miner for three months in 1919, three months in 
1920, one week in 1927, and for two months in 1928 (“ hand” 
drills only used during above periods). Commencing in 
May, 1930, was engaged at same mine driving a drift with 
pneumatic drills and as a shot-firer, finishing on Dec. 12th, 
1930. From 1906 to 1920 worked on the surface of the 
same mine washing lead-ore (no silica risk). The remainder 
of his working life had been spent as a farm labourer 
alternating with short periods as a road labourer. Total 
exposure in lead-mine amounted to fourteen months. 

Personal history—Was off work for eight months in 
1927 with a fractured leg, otherwise had always had good 
health. In May, 1931, had to give up his work as a road- 
labourer owing to shortness of breath and a troublesome 
“dry ” cough, which had started a few weeks previously. 
During the last six months of his illness he had lost weight 
to the extent of 14 st., and since December, 1931, he had 
been coughing up a moderate amount of muco-purulent 
sputum ; had never had any blood-spitting. Was in bed 
for one week in April, 1932, with an attack of right-sided 
pleurisy. Later in the same month his chest was radio- 
graphed at the Royal Victoria Infirmary, Newcastle-on- 
Tyne, and a sputum examination about this time proved 
negative for tubercle bacilli. No family history of tuber- 
culosis. His father—a lead-miner in the same district— 
died of “bronchitis” aged 55, and he said that his 
brother, who worked ‘in the same mine, died of silicosis 
in July, 1931. 

Hxamination (June 17th, 1932).—His general appearance 
was strongly suggestive of active pulmonary tuberculosis, 


such features as wasting, toxemia, and severe dyspnea . 


being evident. ‘Well-marked clubbing of the fingers was 
also present. 

The palate was narrow and high arched. Chest was of 
phthinoid type—narrow and markedly retracted anteriorly, 
with a good deal of muscle wasting generally. Expansion 
was very poor, but appeared to be diminished equally on 
both sides. Physical signs were those of active tuber- 
culous infiltration of both upper lobes, but silicosis could 
not. be definitely excluded. Sputum was positive for 
B. tuberculosis on July 4th, 1932. 

There was no evidence of cardiac abnormality apart 
from a tachycardia. 

The patient was unfit at this stage to attend for X ray 
examination, but the radiogram taken in April, 1932, 
- disclosed fairly evenly distributed fine, mainly discrete, 
opacities in both lungs, the right being rather more 
involved than the left. In some areas, however, these 
opacities were larger and less well defined. The right inter- 
lobar septum was thickened, and there was some 
emphysema at both bases. The heart and aorta were 
normal. The diagnosis was silicosis and tuberculosis. 


The patient died on Sept. 26th, 1932—~.e., approximately 


one year and nine months after leaving the mine. 
Examination of the lungs post mortem showed that the 
right was extensively infiltrated with silicosis (nodular and 
consolidated types) and tuberculosis (fibrocaseous type), 
which was breaking down in the upper lobe. The left 
lung was also affected with silicosis and tuberculosis 


exhibiting the same characteristics as in the right, but no 


evidence of excavation was present. The hilar glands 
showed caseating tuberculosis and silicosis, and one or 
two of the mesenteric glands were also affected by caseating 
tuberculosis. Microscopic examination confirmed the 
gross findings (Silicosis Medical Board Laboratory, 
Sheffield). 


Case 3. (Aged 48.) Industrial history.—Pneumatio 
driller in lead-mine and occasionally shot-firing for 
eighteen months, finishing on Dec. 28rd, 1930. Before 
this was unemployed for four years and after leaving the 
mine the only work he did was in a ganister quarry for 
three months (digging drains, no “‘ silica risk ’’) and road- 
labouring for four months. Up till 1925 he worked under- 
ground in the Durham coal-mines—for the first three years 
as a pony-driver and afterwards for twenty-five years as a 
coal-hewer. There was no stone-work or drilling connected 
with the latter except occasional use of the “‘ hand drill ” 
for coal shots. Total exposure in lead-mine amounted 
to eighteen months. 


Personal history.—There was no family history of 
tuberculosis. Apart from ‘‘colds” and a slight attack 
of influenza in October, 1931, which confined him 
to bed for only one day, he had enjoyed good health. 
Shortness of breath on going up-hill was noticed in March, 
1931, and because this was increasing he had to give up 
his work at the ganister quarry in June, 1931. During the 
last six months of his illness his breathing had become 
much worse and slight exertion, such as washing or 
shaving, brought on an attack of gasping for breath. 
Could only sleep “‘ propped up in a chair.” There were 
also severe bouts of coughing, mainly brought on by 
exertion. Sputum was absent throughout the illness. 
Loss of weight (2 st.) since the commencement of the 
illness. No history of hemoptysis. A radiogram of the 
chest was taken at Royal Victoria Infirmary, Newcastle- 
on-Tyne, on May 20th, 1932 (referred by his own doctor). 

Examination (August 19th, 1932).—General nutrition 
fair. Severe dyspnoea, even at rest. Chest movements 
generally restricted. Retraction below the clavicles and 
muscle wasting over the apical regions, most marked 
posteriorly. The physical signs were those of consolida- 
tion of both upper lobes with fine persistent consonating 
rales in both apices and extending down into the inter- 
scapular regions. There were signs suggesting thickening 
of the pleura at the base of the right lung. The heart 
presented no abnormal features beyond a quickened rate 
and unusually loud and distinct basal sounds. No sputum 
was obtainable. The clinical diagnosis was active bilateral 
tuberculosis and probably also silicosis. — 

The patient was too ill to attend for further X ray 
examination, but the radiogram taken three months 


. previously showed general loss of translucency in the 


upper two-thirds of both lungs with nodular shadows 
in these areas. These shadows were rather “ fluffy” 
with a tendency to coalesce at the margin of the lungs, 
suggesting some inflammatory reaction, probably due 
to tubercle. The appearances were interpreted as those 
of a second-stage silicosis with features very suggestive of 
complicating tuberculosis. The patient died on Oct. 21st, 
1932—i.e., one year and two months after leaving the 
lead-mine. 

Post-mortem (Oct. 24th, 1932).—Both lungs were intensely 
anthracotic. They were easily removed from the thorax 
and the interlobar fissures were not obliterated. The 
right lung weighed 35 oz., the left 32 oz. Both upper 
lobes, the right middle lobe, and the upper parts of each 
lower lobe were infiltrated with hard, gritty, pigmented 
nodules. In addition there was simple fibrosis in the 
form of bands running through the lung substance. The 
hilar glands were hard and black. There was no macro- 
scopic evidence of tuberculosis. The heart weighed 16 oz. 
and except for a moderate degree of hypertrophy and dilata- 
tion of both ventricles, there was no abnormality noted, 
The main blood-vessels appeared healthy. The other 
organs showed no evidence of disease. Microscopic 
examination confirmed the presence of silicosis, there bei 
no evidence of tuberculosis (Royal College of Physicians 
Laboratory, Edinburgh). 


Case 4, (Aged 42).—This patient was not seen during 
life, but was reported to have worked at the lead-mine 


! 
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with ‘“‘ dry air-drills ” for five years, finishing on July 28th, 
1930, because of chest trouble. At some time before this 
he had been employed for seven years in a Durham coal- 
mine, partly hewing coal and partly doing stone-work. 


During two other periods of eight and three years: 


respectively he was a carter and farmer. A radiogram of 
the chest taken in October, 1930, was said to have shown 
widespread changes in the lungs very suggestive of 
silicotic deposits without any tuberculosis. This man 
died on Oct. 18th, 1931—i.e., approximately fifteen months 
after finishing work at the lead-mine, 

Post-mortem (Oct. 19th, 1931).—Both lungs showed 
anthracosis of moderate degree. Each was moderately 
adherent to the chest wall posteriorly and to the diaphragm. 
The pleura was irregularly thickened over each upper 
lobe, and there were small scattered subpleural hemor- 
rhages in the right lung. The upper and middle lobes of 
the right lung and the upper lobe of the left lung were 
consolidated, this being due to numerous, small, pigmented, 
fibrous nodules, which had coalesced in places. The bases 
were congested and cedematous and there were scattered, 
discrete silicotic nodules in their substance. The medi- 
astinal glands were black but not greatly enlarged or very 
hard. No macroscopic evidence of tuberculosis was 
discovered. There was no abnormality worthy of note 
in any of the other organs. 

Microscopical report on lung tissue by Prof. Stuart 
McDonald, University of Durham College of Medicine : 
“ This portion of lung shows an advanced chronic interstitial 
fibrosis and only a few typical silicotic nodules, but the 
condition is obviously one of silicosis. What little alveolar 
structure is left shows congestion with free hemorrhage 
into the alveoli and some alveolar catarrh. A rather 
special feature in this case is the degree of arterio-sclerotic 
thickening of branches of the pulmonary artery. There 
is no evidence of tuberculosis. With polarised light 
there is a fair amount of silica present.” 

Case 5. (Aged 47).—This patient was not seen during 
life, but was stated to have been employed at the lead- 
mine from March, 1924, until Nov. 28th, 1930, when he 
left apparently in good health. Management said that 
he only commenced working in “highly siliceous rock ”’ 
in February, 1928, when he was a pneumatic driller, 
although such drilling was not constant. During part 
of the period 1928-30 he only worked in fluorspar (dura- 
tion unknown). Was off work during the whole of the 
winter of 1929 with severe whooping-cough. For six 
months in 1930 he was driving an adit in coarse friable 
sandstone with pneumatic drills to which a water spray 
was attached. Apart from this the drilling had been 
done in the “dry” state. During 1924-28 he worked 
for a period on the surface of the lead-mine (presumably 
washing lead-ore, duration unknown), and for another 
period underground (at the same mine), but the rock worked 
then consisted only of “shale, limestone, and fluorspar.”’ 
After leaving the mine in November, 1930, he worked as 
an estate labourer for one year. Previous industrial 
history from the age of 14: 1898-1914, groom-coachman ; 
1914-1918, H.M. forces; 1918-1924, woodman and 
farm labourer. It is difficult to assess the exposure to 
highly siliceous dust in this case, but it certainly amounted 
to two years during 1928-30, as it is probably correct, in 
view of the evidence provided by the analysis, to include 
the work on fluorspar in this. The underground work 
before 1928 may also be rightly regarded as involving a 
“ silica risk,’? although this was possibly diminished. 
The patient was said to have first complained of shortness 
of breath about three months after leaving the lead-mine, 
and about a year before his death was referred for X ray 
examination at Royal Victoria Infirmary, Newcastle-on- 
Tyne, on account of his chest trouble, the report then being 
“ Probably silicosis.” Apparently he continued to work 
as an estate labourer after this and did not again consult 
his doctor until a month before his death, which took 
place on Jan. 12th, 1932—i.e., approximately thirteen 
months after finishing work at the lead-mine. There 
was no record that his sputum had been examined. 

Post-mortem (Jan. 14th, 1932)—Body was very 
emaciated. The left lung was moderately adherent to 
the thorax, chiefly on its lateral aspect. The pleura of 
the left upper lobe was thickened with some scarring and 
puckering over the apex. The whole of the left upper lobe 


was replaced by a fibrotic mass formed by the mixed 
lesions of fibrocaseous tuberculosis and silicosis. The 
silicosis was partly nodular and partly consolidated in 
character, and in spite of the associated tuberculosis was 
fairly easily distinguishable. There was an area of more 
frank tuberculosis in which a few silicotic nodules were 
also visible in the apex of the left lower lobe, whilst the 
remaining portion of this lobe showed a severe degree 
of congestion (? broncho-pneumonia). Fairly generalised 
pleural adhesions, which were separated without any 
great force, were present over the right lung, and the 
pleura of the upper lobes was thickened and congested. 
This lung was consolidated from apex to base with silicosis 
and tuberculosis of similar types to those present in the 
left. The hilar glands were silicotic and also had tuber- 
culous foci in their substance. No evidence of excavation 
was discovered in either lung. There was no feature of 
pathological interest in the other organs. 

Report? on microscopic examination of l tissue by 
Dr. H. Harding, department of pathology, University of 
Sheffield: “The lesions in this very fibrotic portion of 
lung are mainly due to fibrocaseous tuberculosis. A few 
of the nodules may, however, be the result of silicosis and 
this condition certainly cannot be excluded.”’ 


DISCUSSION 


The exposure periods in the group under review 
are parallel to those reported in the fatal cases of 
acute silicosis by Macdonald in this country and by 
American and continental authors. An important 
difference, however, is that in the present series, 
alkali as an added constituent of the dust was absent. 
The evidence presented, particularly that provided 
by post-mortem examination, proves that a fatal 
type of silicosis can result after short but intensive 
exposure to dust containing high concentrations of 
free silica alone. It might be argued in the case of 
the three men who had previously been employed 
underground in the Durham collieries that they 
contracted silicosis as a result of this particular work. 
The exposures under this heading amounted to 
twenty-eight years (Case 3), eleven years (Case 1), 
and seven years (Case 4) respectively, and the last 
man only had done ‘‘stone-work.” In view of the 
fact that silicosis in the Durham coal-field is extremely 
rare, it is unlikely that this work was responsible 
for the subsequent development of the disease in 
these three men, especially when it is remembered 
that two of them were employed for only com- 
paratively short periods as colliers. Further, the 
silicosis found post mortem was of the type usually 
associated with the inhalation of free silica, for 
example, that found in stone-masons and sand- 
blasters, and any anthracosis present was of the 
straightforward, simple variety. — | 

Comparison of certain features in the present 
series with those encountered in the tunnel workers 
described by Gardner, where working conditions 
were very similar, may be interesting. Gardner 
states that the disease was not sufficiently advanced 
to be diagnosed on ‘‘ macroscopic examination of the 
fixed tissues ” whilst “‘ ante-mortem X ray films failed 
to reveal silicotic lesions.” He concluded that the 
“changes did not resemble those usually seen in 
silicosis resulting from prolonged exposures ” inas- 
much as the nodules were small, and instead of being 
isolated in the parenchyma of the lung and along the 
pulmonary trunks (the usual distribution), they 
occurred in masses in the substance of broad sheets of 
fibrous tissue surrounding the pulmonary lymphatics. 
Any tuberculosis present was of the acute type, 
The mediastinal lymph nodes, which are generally 
affected earlier than the lung by fibrotic changes, 
were not involved at all in some of his cases and only 
slightly in others. In the lead-miners, the nodules 
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were from 2-3 mm. in size, were mainly discrete, and 
more or less evenly distributed in the lung parenchyma. 
There was little difficulty in recognising the essentially 
nodular character of the lesion even in the presence 
of a complicating tuberculosis, which conformed to 
the chronic type usually associated with silicosis of 
long-standing. 

It is conceivable, although there is no direct 
evidence bearing on this, that one or other of the 
two men with super-added tuberculosis was the means 
of infecting his fellow workmen. There may, of 
course, have been an infective basis, probably tuber- 
culous in nature, for the silicosis in all five cases, 
in spite of the fact that signs of tuberculosis were only 
discovered in two. If this were so, the infective 
element would undoubtedly have some influence 
on the course of the disease and would hasten the 
fatal termination. 

Fibrosis of the mediastinal glands was present in 
all the lead-miners, and in Case 1, where these glands 
were very numerous and greatly enlarged, the edema 
of the chest wall and face might have been partly or 
wholly due to such enlargement. The radiological 
evidence, although not conclusive in every instance, 
was very suggestive of silicosis, but, as is well known, 
the diagnosis of this condition in the presence of 
tuberculosis can be extremely difficult. 

It is interesting that Cases 1 and 3 had signs 
consistent with active pulmonary tuberculosis (con- 
solidation with fine persistent crepitations in the 
apices) at the time of clinical examination. Autopsy, 
however, revealed only an extensive nodular silicosis, 
and it is suggested that an accompanying acute 
bronchiolitis together with some pulmonary edema 
accounted for the anomalous physical signs. 
similar condition has occasionally been met with 
in South Wales colliers, especially where pneumatic 
drilling in rock has entered largely into' the 
employment. 

Emphysema was not found ante- or post-mortem, 
except in Case 2, where it was of slight degree. This 
is usually compensatory and therefore takes time 
to develop—in the long-standing silico-anthracosis 
of the South Wales coal-field extreme degrees of 
emphysema are frequently associated. 

The only features noted in the heart at clinical 
examination were a quickened rate and a general 
loss of tone. In Case 3, the sounds at the base of the 
heart were much louder and more distinct than usual, 
which might have been due to increased conduction 
through fibrotic consolidation. 

Dyspnea was the dominant symptom complained 
of by each man. At first this was slight and brought 
on by effort only, later it became increasingly severe. 
In the three men examined during life, this symptom 
was apparently not the reason for terminating their 
employment at the lead-mine, as it was not noticed 
until a few months later. Cough was chiefly of the 
paroxysmal kind, producing little or only a moderate 
amount of sputum, but Case 3, with clinical signs 
suggesting active pulmonary tuberculosis, had no 
sputum throughout the whole course of his illness. 
Cyanosis was absent in all the cases, and in the 
writer’s experience is seldom seen in silicotics. When 
present it can more often be attributed to an 
associated condition, such as heart disease. Clubbing 
of the fingers was only noted in Case 2, who also had 
tuberculosis. A history of hsmoptysis was not 
obtained in any of the patients, and such an event 
occurs infrequently in silicosis, but may happen 
occasionally when the disease is complicated by 
tuberculosis. 


SUMMARY 


In this country the only published accounts of the 
occurrence of silicosis of rapid onset’ have hitherto 


“been confined to workers engaged in packing abrasive 


soap-powders and tunnellers. In South Africa the 
condition has been recorded in tunnellers, and in 
America in tunnellers, sand-blasters, and sand- 
pulverisers. This communication records in detail— 
occupational, clinical, radiographic and post-mortem 
—the condition as observed in five rock drillers 
employed underground in a lead-mine. The findings 
are discussed with special reference to the short 
exposure to the silica risk, the ztiological factors, the 
symptomatology, and the clinical findings. 


I am indebted to Dr. Charles L. Sutherland, chief 
medical officer, Medical Board for Silicosis, for permission 
to make use of the official records in connexion with this 
publication, My thanks are also due to my colleague, 
Dr. J. M. Tyrrell, for access to his notes on certain of the 
cases. : 


Note on the Histology of the Cases 
BY PROF. LYLE CUMMINS 


All the sections show a very marked degree of 
nodular silicosis giving the impression that the disease 
is extremely acute because the discrete nodules are 
generally small and some have only proceeded 
part of the way towards the ‘“ onion-layered ”’ 
structure seen in classical silicosis. In Case 1l, with 
section of glandular tissue, the nodules are more 
advanced and more typical in the tracheo-bronchial 
glands than in the lung itself, suggesting that the 
dust was conveyed rapidly to the glands before the 
lung fibrosis impaired the lymph drainage. In all 
the cases the silicotic nodules lie in consolidated lung 
tissue showing interstitial pneumonia. In some of 
the cases however the alveolar epithelium is not 
completely lost. The ciliated epithelium of the 
bronchi is mostly stripped. Histological evidence 
of emphysema was found only in one case and this 
man (Case 3) proves to have been a collier. In the 
section of Case 5 some of the nodules show a central 
area of necrosis strongly suggestive of tuberculosis, 
but as is usual in silicosis there is no well-differentiated 
tuberculous tissue nor well-formed giant cells. Crossed 
prisms did not reveal nearly as many bright particles 
as are found in South Wales colliers with silico- 
anthracosis. This might depend on there being less 
sericite in the rock mined by the lead-miners, the 
analysis of which revealed a high percentage of free 
silica. Such particles as were seen were of the fibrous 
type and suggested micaceous dust rather than 
quartz dust. The latter was probably in very fine 
division and dissolved in the lung at about the same 
time that it set up the fibrogenic process. 
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WESTMINSTER HospiTaL.— The late Mr. Joseph 
James Huckwell left £4000 to this hospital to provide 
financial help to those who are eligible for admission to 
the private pay-beds but who would find it difficult to 
meet the fees. This fund will be known as the Mary 
Elizabeth Huckwell endowment. 
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STANDARDISATION OF EXTRACTS OF 
SUPRARENAL CORTEX 


By G. Tér6x, M.D. 
AND 
. L. NEUFELD, M.D. 


(From the Municipal Children’s Hospital of Szeged, Hungary) 


Swingle and Pfiffner’s success in producing an 
albumin- and adrenaline-free extract of suprarenal 
cortex made substitution therapy possible in Addison’s 
disease. The administration of cortical hormone 
is of life-saving importance at the crises of this 
disease and good results have been claimed for its 
use in many other disorders. 

Active cortical extract is thus a therapeutic agent 
of high value and it is important that means should 
be found to assay the activity of such preparations. 
It seemed to us that for this purpose determination 
of the blood electrolytes—especially of the easily 
definable serum sodium and chlorine—might prove 
useful. Most authors state that the sodium and 
chlorine content of the blood of animals deprived of 
their suprarenal glands, and of patients suffering from 
Addison’s disease, is reduced, while the potassium, 
calcium, and magnesium content is normal or above 


TABLE I 


Effect of Intravenous Injection of Cortical Hatract on the 
Serum Sodium and Serum Chlorine of 22 Normal Children 


(Readings in mg. per 100 c.cm. before and one hour after 


injection) 

Serum Na.| Serum Cl. Serum Na. | Serum Ol. 

No. |——_____ —— | No. SS ee 
Bef. | Aft. | Bef. | Aft. Bef. | Aft. | Bef. | Aft. 
EIET 364 | 331 338 | 389 | 338 | 344 
2 | 337 | 379 | 329 | 331 į 13 | 348 | 374 | 321 | 326 
3 | 332 | 371 | 319 | 316 | 14 | 330 | 381 | 329 | 331 
4 | 319 | 374 | 321 | 322 | 15 | 344 | 387 | 326 | 332 
6 | 324 | 388 | 341 | 344 | 16 | 318 | 359 | 358 | 361 
6 | 331 | 380 | 328 | 330 | 17 | 318 | 361 | 355 | 362 
7 | 334 | 386 | 339 | 337 [| 18 | 348 | 396 | 318 | 322 
8 | 340 | 373 | 327 | 324 f 19 | 340 | 388 | 311 | 314 
9 | 321 | 390 | 344 | 346 | 20 | 371 | 404 | 334 | 330 
10 | 348 | 409 | 351. | 355 | 21 | 348 | 373 | 331 | 322 
11 | 320 | 394 | 348 | 352 | 22 | 336 | 391 | 344 | 349 


Bef. = before: Aft. = after. 


normal. In a series of cases of Addison’s disease 
Marañon and Collazo (1935) however found the 
blood chlorine normal, while the blood potassium 
was always supranormal. Moreover Siwe (1935) states 
that there are cases of Addison’s disease in which 
there is no fall of blood sodium and chlorine even 
at a crisis. Hence the determination of the sodium 
or chlorine content of the blood is, by itself, no more 
useful in the standardisation of extracts than is the 
determination of inactive nitrogen. On the other 
hand, if it could be shown that in normal subjects 
the injection of cortical hormone produces a regular 
quantitative change of one of the mentioned ions 
and if a regular quantitative relation could be 
observed between this change and the quantity of 
hormone injected, this might well serve as basis for 
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the control or standardisation of extracts obtained 
from the suprarenal cortex. | 

We began by estimating the serum sodium and 
chlorine after administration of cortical extract to 
22 healthy children. A dose of 1 c.cm. of Richter’s 
Cortigen—a preparation free from vitamin C—was 
injected intravenously and the blood samples were 
withdrawn an hour later. The sodium and chlorine 
were determined by the methods of Ruszny4k-Hatz 
and Koranyi-Ruszny4k respectively, and the results 
were as shown in Table I, from which it is seen that 


TABLE II 


Effect of Injection of Cortical Extract on the Blood Potassium 
‘of 6 Normal Children (determined by method of Kramer 
and Tisdall) 


Minutes after injection. 
No: |r 
a 0 15 30 | 45 60 

1 19-6 18-9 - 19°3 19°8 19-6 
2 20°6 21-0 20-4 20-3 20-5 
3 21-0 20-8 21-6 21°7 21-4 
4 19-0 18-4 18-3 18-0 19-2 

5 22-3 21:8 21-6 22-4 22-0 
6 22-0 20-1 20-6 21:1 


20-8 


the sodium increased in every case but the chlorine 
in none. Similarly it was found that the potassium 
content of the serum remained unchanged after the 
intravenous administration of 1 c.cm. of active 
cortical hormone to healthy children (Table II). 


TABLE III 
Effect of Injection of Various Quantities of Cortical Extract 
on Serum Sodium of Rabbits 


(Readings in mg. per 100 c.cm. before and half an hour 
after injections) 


CoRTIGEN-RICHTER 


ee 


0-2 0-4 0-6 | 08 | Lecm 
No|——— | —__ a m mm 
Bef. | Aft. | Bef. | Aft. | Bef. | Aft. | Bef. | Aft. | Bet. | Aft. 
1| 332 | 338 | 331 | 345 331 | 351 | 332 358 | 334 | 366 
2 | 330 | 337 | 330 | 344 | 333 | 354 | 329 | 356 | 331 | 363 
3| 315 | 323 | 331 | 346 | 320 | 342 | 319 | 348 330 | 364 
4| 330 | 338 | 328 | 345 | 321 | 346 | 336 | 368 | 325 | 365 
5| 326 | 332 | 340 | 353 | 331 | 354 | 336 | 361 | 340 | 374 
6 | 339 | 348 | .. Jat . |... | .. |330 | 362 
7| 320 | 328 | 331 | 344 | 330 | 352 | 328 | 358 | 330 | 364 
8| 354 | 361 | 353 | 365 | 353 | 371 | 354 | 379 | 355 | 386 
9| 341 | 348 | 338 | 351| .. | .. | .. | .. 1340 |372 
10 | 310 | 316 | 311 | 323 | 312 | 331 | 310 | 336 | 310 | 342 
11 | 318 | 325 | 318 | 330 | 315 | 334 ° 317 | 341 | 318 | 348 
12 | 323 | 330 320 339 | f | 323 | 354 
PANCORTEX-HENNING 

0-12 0-24 0-36 0-48 0-60 c.cm. 

No. ae a a 
Bef. | Aft. | Bef. | Aft. | Bef. | Aft. | Bef. | Aft. | Bef. | Aft. 
13| 336 | 344 | 330 | 344 | 348 | 369 | 323 | 349 | 324 | 357 
14 | 328 | 335 | 346 | 359 | 343 | 363 | 318 | 344 | 351 | 384 
15 | 320 | 328 | 328 | 340 | 336 | 353 | 320 | 351 | 344 | 380 


> 
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Thus administration of active hormone of the 
guprarenal cortex to normal persons increases the 
sodium content of the blood but it has no influence 
upon the chlorine and potassium content. 

To decide whether there is any quantitative relation 
between the increase of serum sodium and the 
quantity of injected cortical hormone, 0-2, 0-4, 
0-6, 0-8, and 1 c.cm. of Richter’s cortigen (1 o.cm. 
of which corresponds to 30 g. of active cortical 
substance) and 0-12, 0-24, 0-36, 0-48, and 0-60 c.cm. 
of Pancortex-Henning (a product containing small 
amounts of vitamin C, 1 c.cm. of which corresponds 
to 50 g. of active cortical substance) were injected into 
rabbits intravenously. The sodium content of the 
serum was determined half an hour after the injection 
with the results shown in Table III. It is seen that 
0-2 c.cm. of cortigen, or 0-12 c.cm. of pancortex, 
raised the sodium content of the serum by 6-8 mg. 
per 100 c.cm. The serum sodium rises with the 
quantity of the injected hormone but—at any rate in 
rabbits—only to a certain extent: for when (¢.g.) 
2-3 c.cm. of cortigen or the corresponding dose of 
pancortex was administered the sodium value was 
no higher than with 1 c.cm. of cortigen, or 0-6 c.cm. 
of pancortex. 


SUMMARY 

In normal children injection of the active extract of 
suprarenal cortex raises the blood sodium, and experi- 
ments on rabbits proved that this rise is to a certain 
extent proportional to the quantity of hormone 
injected. 

On the basis of this observation a method of 
assaying the efficiency of cortical extracts could we 
believe be devised. 
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Clinical and Laboratory Notes 


ELECTRICAL TREATMENT OF PRURITUS 
AND ECZEMA VULVÆ* 


By AGNES Savitt, M.A. St. And., M.D. Glasg. 


CONSULTING PHYSICIAN TO THE LONDON SKIN HOSPITAL, 
FITZROY-SQUARE 


PRURITUS with eczema of the vulva was once 
regarded as incurable. Quite recently, indeed, a 
distinguished dermatologist said that he could cure 
those cases whilst they lay in bed, but that the 
return to normal life was usually followed by a 
relapse. In bed they have constant protection from 
local friction and contamination. One patient told 
me that previous doctors had advised her to indulge 
in a bout of scratching when the irritation was severe, 
because the tension was not to be endured! Now 
there is one rule I find imperative: no scratching nor 
rubbing is permissible. The initial struggle to resist 
is indeed hard; one is often obliged to tide over the 
early stages with Luminal, bromides, or other 
hypnotic. Locally the part may be covered, 
especially, at night, with liquid paraffin, olive or 
almond oil, or a paste composed of bismuth and 
zinc a@& 38s and soft paraffin 31. The region must 
also be protected from contamination by excreta ; 
for this purpose oil or soft paraffin can be used. 


ad mary of part of a paper read before the American 
onerosi of Wloctrology at Cincinnati, September, 1937. 


A zinc paste or a cream with zinc and calamine in 
equal parts of almond oil and liquor calcis is applied 
when the vulva is raw or swollen; if not, plain oil 
suffices. Weak tar solutions are helpful against 
temporary itching bouts; for others, Cycloform 
10 per cent., Percainol, &c., may be required. 
Details were given in, my article on this subject in 
the Modern Technique series.* 

For permanent cure, the cause must be sought 
and removed. Apart from a few diseases, such as 
monilia and epidermophyton infections, the majority 
of cases in youth and middle age are due to con- 
tamination by a discharge, which sets up all grades 
of erythema, swelling, oozing, and induration. 


DISCHARGE 


The treatment to be adopted in cases with discharge 
depends on its site of origin. Most of those I see 
have not responded to ordinary methods. 

1. The most common source of discharge is the 
cervix. Even in girls, cervical discharge and erosion 
are not rare; usually Bacillus coli is the causal 
organism ; often there is a history of “‘ whites’”’ on 
and off for years. In an uncomplicated case about 
6 applications of ionisation with zinc or copper 
should suffice for cure; but if there is hypertrophy, 
laceration, and erosion, 10-15 applications may be 
needed. A few mild doses of vaginal diathermy 
hasten the cure—0°5 ampere for three minutes within 
the cervix, or 0°7—1'0 ampere for ten or fifteen minutes 
with a metal-topped or thick all-metal vaginal 
electrode. For a gonococcal discharge diathermy of 
the cervix is curative, the organism being destroyed 
at 114° F. 


2. The discharge may come from the uterus itself, 
If so, it may be treated by copper ionisation, 10-30 
ma. for ten or fifteen minutes twice a week (6-12 
doses). This method demands experience. A few 
applications of vaginal diathermy expedite matters, 
but I have never found diathermy sufficient by itself. 


3. The discharge may be associated with evidence 
of chronic pelvic inflammation. Here vaginal dia- 
thermy is excellent provided there is no latent trouble 
brewing, such as appendicitis or ovarian cyst. If 
the patient complains of pain after the treatment— 
pain which is not relieved by radiant heat and rest— 
one should stop diathermy and enjoin rest. No 
harm is done by waiting; in the early days of 
diathermy, harm was occasionally caused by enthu- 
siastic workers with this current, Whilst waiting one 
may use douches, pessaries, or tampons. 


4. Discharge may arise in patients with chronic 
pelvic adhesions, especially in Douglas’s pouch. Such 
a condition usually responds to diathermy; the 
swellings melt away and the irritating discharge 
ceases. The treatment begins with vaginal diathermy, 
with a thick all-metal tube, 0:7 to 1:0 ampere, then 
1°5 or even 2°0, for ten or twenty minutes twice a 
week, When cervicitis is a complication it must be 
dealt with after the pelvic swelling has decreased, ag 
described under 1. 


5. Discharge with signs of subacute salpingitis. 
Here the greatest caution must be exercised. The 
discharge is often intensely irritating, and is aggra- 
vated after each menstrual period. B. coli or strepto- 
cocci may be present, fecal or hemolytic. It is 
taught that diathermy is dangerous in these cases, 
but I have had cures with carefully graded minute 
doses, over a prolonged period. I watch the reaction ; 


1 Lancet, 1929, 1, 679 and 731. 
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as soon a8 the patient complains of a fluttering, a 
throbbing, or an ache in the pelvis I stop treatment, 
Often I give as little as 0°2-0°4 or 0°7 ampere for 
ten minutes once or twice a week ; and allow intervals 
of a month’s repose between every 12 doses. 


6. A sterile discharge may occur, at long intervals, 
without evidence of disease of cervix or vagina. 
This is difficult to understand, foresee, or prevent. 
This uterine mucous discharge resembles the periodical 
exudation without discoverable cause seen in certain 
types of eczema on the body, or the periodical swell- 
ings of or round the joints, and ‘‘ bags” under the 
eyes. The underlying chemical basis of these signs 
is not yet known; some regard them as allergic. 
For this form of discharge I have found the best 
treatment is a course of faradic contractions of 
the abdominal muscles; this tones up the pelvic 
circulation so that the patient always feels better. 

After diathermy and ionisation, especially of the 
uterus, the patient must rest; those who stand 
about, walk, or go shopping invite trouble. 


7. The discharge may be associated with vaginitis. 
Here daily douches and ichthyol tampons are neces- 
sary to prevent infection settling in ducts or urethra. 
(a) When uncomplicated, even the worst case clears 
up with 1 or 2 doses of vaginal ionisation. This 
procedure is difficult; I have a French apparatus 
which renders easy the necessary ballooning out of the 
vagina with 6 to 10 oz. of 2 per cent. copper sulphate. 
A dose of 20-40 ma. is given for twenty to thirty 
minutes. The positive pole is a copper rod which 
passes up a perforated rubber sheath, to the top of 
the vagina. (b) A relapsing, angry vaginitis is often 
due to infection constantly recurring from active 
foci in an inflamed cervix, ducts, or urethra. B. coli, 
streptococci, and trichomonas infections are common ; 
staphylococci less common. If the inflammation is 
greatest high up, the cervix or uterus should be 
suspected. Here discharge recurs after each monthly 
period. The cervix or the whole womb should be 
ionised as described under 1 and 2 above. One 
should suspect infection retained in the ducts or 
urethra when the vaginitis is most angry near the 
entrance; the ducts are red, exquisitely tender, and 
warty excrescences may form, bathed in discharge. 
First, one may ionise with some cocaine derivative ; 
then the patient has no pain with ionisation (1—4 ma. 
for two to four minutes) of each duct. When the 
treatment is easily tolerated, it can be assumed that 
the infection is gone. Usually 2-4 doses suffice. 
Only of recent years have I realised that a potent 
source of recurring vaginitis is urethral infection, even 
without signs of urethral inflammation. There may 
be a history of recurring B. coli cystitis; occasionally 


of frequent or urgent micturition. The urethra is too: 


sensitive to endure copper or silver ionisation without 
preliminary anzsthetising. Response is . usually 
dramatic after 1 or 2 applications. 

X ray treatment I reserve for the chronic strepto- 
coccal dermatitis, often seen after the menopause, 
and for indurated patches over the pubis occurring 
with the chronic eczema in younger women. The 
condition may extend over the whole vulva to the 
groins, anus, and intergluteal fold. The slightest 
scratching, friction, or local contamination will 
prevent cure and cause relapse. For these cases, cure 
is hastened by rest in bed with skilled, frequent 
applications of soothing cream. It is quite useless to 
give many large doses of X rays without ensuring 
these precautions. There should be no reaction ; 
usually two half-pastille doses at a fortnight’s interval 
suffice. 
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The high-frequency vacuwm tube rapidly reduces 
itching and swelling. I use one specially made to fit 
over the whole vulva, and use it for fifteen minutes 
daily, 5 to 10 times. 


THE MENOPAUSE 


At and after the menopause another type of eczema 
vulve is often seen; a chronic thickening with or 
without areas of cornification. There is little redness 
and, except when much scratched, swelling may be 
absent. For this form of pruritus I use X rays, or 
the high-frequency glass vacuum electrode alone. 
Another condition, seen most often after 55, is 
kraurosis, with yellow parchment-like alteration of 
the mucous membrane of the labia, leading to con- 
traction of the vaginal entrance. It responds to 
vaginal diathermy. Endocrine treatment is now 
being advocated for these latter types of pruritus, 
but I have cured menopausal pruritus after such 
injections had failed, the local cause having been 
neglected. It is possible that the good effect of 
diathermy is due to ovarian stimulation by this 
current. One long metal pole is placed within the 
vagina, a leaden belt surrounds the pelvis; with my 
apparatus 1-1:5 amperes for fifteen or twenty minutes, 
thrice and twice a week for 15-20 applications, is 
sufficient dosage. The patient must be kept under 
observation ; if relapse, with fissures, occurs a few 
more doses will be needed. 

Claims are made for local doses of ultra-violet light. 
I use it where there are fissures and swelling, in small 
doses. But I have never felt convinced that it can 
play the dramatic part of diathermy, high-frequency 
current, X rays, and ionisation, when applied as 
described above. However, in a few selected cases 
where the use of lime salts is indicated and the 
general health requires invigorating treatment, general 
ultra-violet irradiation is a useful adjunct to other 
measures, 


A CASE 


The following case showed several causes of an 
obstinate pruritus :— 


Mrs. A, aged 28, always had dysmenorrhea; even in 
girlhood "ee whites, which during recent years caused 
bouts of severe irritation. She had tried many forms of 
treatment—douches, pessaries, curettage, courses of the 
Elliot bag, Mercurochrome injections into the womb, and 
surgical diathermy to the cervix, all in vain. Finally, 
when advised to have the cervix amputated, she was 
referred to me for electricity. There was an erosion with . 
a scanty mucous discharge. Surgical diathermy had 
rendered the whole cervix hard and firm, like wax. There 
was no vaginitis, but only a fiery redness of the ducts at 
the entrance. Thick pus exuded on pressure from the 
urethra ; it contained B, coli ; the scanty discharge from 
the os also showed B. colt and fecal streptococci. It was 
possible at once to realise the course of events in that 
case; auto-infection had constantly recurred from the 
urethral source, and it was obvious that the discharge 
causing the erosion came from the womb, above the cervical 
canal. With great difficulty, ionisation of the interior of 
the womb was begun. On some days it was impossible, 
even after using the negative pole, to pass the electrode 
up through the cervical canal, which had become hard 
after surgical diathermy. Eventually all signs gradually 
cleared up. After the second application the dysmenor- 
rhea vanished for ever; the erosion disappeared when 
the discharge was cured. During the course the urethra 
and ducts were given copper ionisation from time to time. 
After six months the patient was completely restored to 
health and she has so remained for the past three years. 


Such a case affords striking proof of the need for 
coöperation between the electrotherapeutist and the 
> gynecologist. 
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INTRAMURAL DIVERTICULUM OF THE 
-= VERMIFORM APPENDIX 


By W. E. Cooxe, M.D. Liverp.; F.R.C.P. Lond., 
D.P.H. 


ea OF THE PATHOLOGICAL DEPARTMENT, ROYAL 
' INFIRMARY, WIGAN 


WOREN of the appendix are of importance 


clinically on account of the danger of rapid perfora-. 
tion during an acute attack of appendicitis, and 


because the symptoms and signs in such attacks are 
often anomalous. Pathologically they are of interest 
in the manner of their formation, and from the 


‘possibility of the: development of mucoceles and. 
pseudomyxoma peritonei in connexion with appendices 


_ Showing this abnormality. . 

Collins} reviewing the literature found that of 
16,044 appendices removed at operation and post 
mortem 0:42 per cent: presented diverticula. In 


70 per cent. the diverticula were multiple. Diverticula — 


are evident externally as small projections interrupt- 
ing the contour of the organ, and may be congenital 
or acquired. 

The congenital diverticulum is rare and develops 
during the growth of the foetus and before inflam- 
“matory changes take place in the appendicular wall. 
The diverticulum contains all the components of the 
main ‘body—serosa, muscularis externa, submucosa, 


. FIG. | rer Whole appendix to show en wen (x 8.) 


lymphoid tissue, muscularis mucosa, and crypts of 


. Leiberkühn. The acquired diverticulum is a sequel | 
to inflammatory changes. The manner of its forma- 
tion described by Collins is generally accepted. 
An attack of appendicitis has resulted in areas of 
scar tissue which cause obstruction in the lumen. of 
the organ. The efforts of the muscularis externa 
‘in emptying the appendix lead to an increase in the 
intraluminal pressure which causes herniation of 


1 Collins, D. C., Ann. Surg. 1936, 104, 1001. 


the mucosa through areas of lessened resistance in the 
muscularis. 


The walls of acquired diverticula consist 
merely of the mucosa, a little: areolar tissue, and the 
serosa. 

Intramural diverticula—i.e., those whose whole 
courses lie within the wall of the append ree not 
appear to have been; described. | 

The clinical history of the present case was briefly 
as follows. A man aged 43 was admitted to hospital 
suffering from acute appendicitis. There was no 


(x8) 


FIG. 2.—Termination ‘of diverticulum. 


oom to suggest a previous , attack, The appendix 
was removed and the patient made an uneventful 
_recovery. 

` The appendix did not present any unusual feature 
except for intense injection of the serosa and tume- 
faction associated with an acute attack. There 
‘was no evidence, externally, of -a diverticulum. 


Sections of the proximal. part presented the usual | 


evidence of acute appendicitis. The lumen . was 
‘filled with exudate and necrotic mucosa infiltrated 
with pus cells. Near the lumen and: running parallel 
to it was a diverticulum (Fig. 1). - The wall of the 
diverticulum consisted of a muscularis mucosa and 
mucosa, which were infiltrated with round cells, being 
involved—but to a much less extent-—in the inflam- 
‘matory process affecting the body of the organ. The 
section was taken 4 in. from the proximal end of 
. the appendix as it was received in the laboratory. The 
proximal end showed the diverticulum in exactly the 
same position, so the point of its emergence from 
the main lumen must have been close to the cecum. 
And here the lumen was filled with necrotic material 
infiltrated with polymorphs as in the. main body. 


The diverticulum extended distally, still close to 
the main lumen and internal to the muscularis 
externa, for another ? in. when towards its termina- 
tion it moved slightly outwards and finally partially 
penetrated the muscularis externa at the meso- 
appendix attachment (Fig. 2). / 

The' whole course, except the extreme tip, was 
situated in the submucosal layer, which had evidently 
been the seat of previous inflammatory trouble because 
most of it had been replaced by fibrous tissue. 
length of the diverticulum in the appendix as we 
received it was 1d in. \ 
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MEDICAL SOCIETIES 


LIVERPOOL MEDICAL INSTITUTION 


AT a pathological meeting of this institution held 
on Dec. 2nd, with Prof. R. E. KELLY, the president, 
in the chair, a discussion was held on 


Bronchogenic Carcinoma 


Dr. C. S. ANDERSON said there had been a small 
real increase in the incidence of bronchogenic 
carcinoma in recent years. Many possible ætio 
logical factors have been considered but without 
definite conclusions. Occupational incidence is recog- 
nised in the celebrated Schneeberg cases. The great 
majority of, if not all, lung cancers originate in a 
bronchus; they may be divided macroscopically 
into four types—hilar, nodular, miliary, and diffuse. 
Microscopically they may be squamous, adeno- 
carcinomatous, or anaplastic, and the extreme pleo- 
morphism of the cells makes classification difficult. 
The most common type is the anaplastic, but the 
squamous-cell form is more common while the 
adenocarcinoma is less common than is generally 
supposed. Diagnosis may be established by the 
clinical pathologist on a study of the sputum or of 
sections removed at biopsy. 


Dr. ROBERT CooreE spoke of the pathological basis 
of the signs and symptoms. An early neoplasm 
beginning in a bronchus acts as a foreign body and 
produces cough—short, hard hacking, perhaps, and 
at first quite unproductive. As the nodule increases 
in size, it may ulcerate and bleed ; so there may be 
hemoptysis, either in the form of gobbets of blood or 
(if there is any associated inflammatory reaction) 
as streaks of blood in mucopurulent sputum. A large 
hemoptysis is uncommon. When the growth is 
large enough to produce an appreciable but still 
partial blocking of a large bronchus it will seriously 
interfere with the proper ventilation of the lung. 
A localised and unilateral wheeze may be heard and 
dyspnea may appear early. This poorly aerated 
part of the lung is very susceptible to infection, 
which may express itself as a so-called influenzal 
attack, or pneumonia or pleurisy. With complete 
blocking of the bronchus, the lung beyond it becomes 
deflated and collapsed (obstructive atelectasis). 
Obviously quite a small growth may completely 
block even one of the larger bronchi at a time when 
there are few symptoms and the patient appears 
comparatively well; the resulting physical signs are 
a lack of expansion of the lung, dullness to percussion 
over the affected lobe, and a wide area of silence. 
In other words the physical signs may be out of all 
proportion to the symptoms—in striking contrast 
usually to such conditions as simple abscess or 
tuberculosis of the lung. Suppurative changes in the 
distal part of the lung are very likely to occur, such 
as atelectatic bronchiectasis, lung abscess, pleurisy 
with or without effusion, empyema, and pyopneumo- 
thorax. The combination of infection with defective 
lung aeration may result in a rather surprisingly early 
appearance of clubbing of the fingers. Long before 
it has completely obstructed a bronchus, however, 
a malignant bronchial growth may already have 
invaded local structures, and if it happens to be 
near the hilum of the lung, will then show some of 
the many invasive manifestations of ‘* mediastinal 
tumour.” Paralysis of the phrenic nerve with 
consequent elevation of the diaphragm is particularly 
important ; it is especially apt to happen on the right 


side by secondary involvement of the small mass of 
glands through which the nerve passes. If the 
neoplasm begins in a smaller bronchus near the 
periphery of the lung there will be early pleural 
involvement and maybe pleural effusion ; the growth 
also extends towards the hilum, with invasion of the 
corresponding lymph glands. A _ difficult clinical 
type of the disease is caused by a growth which does 
not obstruct a bronchus until some considerable time 
after it has spread in fan-shape along the lymphatics 
towards the periphery, producing a chronic indurative 
pneumonia, with the X ray appearances of “‘ unresolved 
pneumonia.” The same X ray picture may be given 
in the early stages of infection of the lung distal to 
a bronchial stenosis. But the ‘“‘ pneumonia” does 
not resolve—a sinister persistence in a person at or 
beyond middle age. At any time the growth may 
begin to necrose, so producing an irregular fever, 
clubbing of the fingers, and toxemia. Here, cavita- 
tion of the lung is much more ragged than that due 
to suppurative changes distal to a blocked bronchus. 
Secondary metastases may arise anywhere, and at 
times a metastatic growth in an obvious place, 
such as skin or skull, may be the presenting sign. 
Indeed, a secondary deposit without an obvious 
primary should always make one think of the lungs. 
Finally, there are the general symptoms produced 
by any cancer; loss of weight and cachexia are 
usually late symptoms. 


With this pathological background in mind, it. is 
clear that persistent cough, hemoptysis, and dyspnea: 
are the most likely early symptoms ; an analysis of the 
earliest symptoms of a series of 54 cases supported 
this, and underlined also the importance of secondary 
inflammatory lung lesions distal to the affected 
bronchus. Is it possible to make an “early 
diagnosis’? ? In these 54 cases there was an average 
duration of nearly six months between the earliest 
symptom and the time when the patient first came 
to hospital. Dr. Coope enunciated certain aphorisms 
which might help to earlier diagnosis. 


(1) As Osler said of lung tuberculosis, half the 
diagnosis of bronchogenic carcinoma is to be on the 
look-out for it, especially in any case of lung illness 
beginning at or after middle age. ; 


(2) In patients at the cancer age hemoptysis 
occurring for the first time should be regarded as due 
to bronchogenic carcinoma until it is proved to be 
caused by something else. 


(3) In patients at the cancer age, who have not 
previously had ‘chest trouble,” any cough or 
“ influenza ” or atypical pneumonia or pleurisy which 
does not clear up satisfactorily may be due to broncho- 
genic carcinoma. Pleurisy with effusion, empyema, 
or lung abscess in an elderly person, which appears 
to have no obvious cause, may be a complication of 
the disease. 


(4) In a patient at this age a cough accompanied 
by a bothersome dyspnœa which is not adequately 
explained by the physical signs in the lung or by the 
condition of the heart, and which is new and recent, 
may be due to partial block of a large bronchus 
by growth. These suspicions call for a competent 
X ray examination of the chest, both ‘straight ” 
and after lipiodol injection; the sputum should be 
tested for the presence or absence of tubercle bacilli 
and of tumour cells, and even if the X ray picture 
appears normal, recurrent hemoptyses at the cancer 
age should lead to bronchoscopy. 


The pathology of the disease does not encourage 
much hope of cure. The growths that are likely to 
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be diagnosed early are those which can be seen 
through the bronchoscope, and therefore near the 
. hilum and liable to show early spread to the glands 
at the hilum—not hopeful subjects for an attempt at 
surgical cure. If the growth is situated more peri- 
pherally, so that the surgeon may have a chance of 
removing one or more lobes through healthy bronchial 
tissue, there is much more difficulty in making an 
early diagnosis. As for bronchoscopic treatment, if 
there is a sizeable mass in the bronchus, it is heavy 
odds that there will be some invasion of the lung and 
glands as well. 


Mr. J. T. Morrison described three examples of 
cases in which his help had been called in. One was 
probably hopeless from the start; one, after six 
months’ delay, was found to have a small secondary 
at the hilum; and in one, perhaps the earliest of 
all, the patient refused operation. In spite of this 
disappointing experience he was able to refer to 
15 reported cases of total pneumonectomy and 39 
of lobectomy. Of the former 6 out of the 7 survivors 
were claimed as cures ; of the latter so far as records 
went, at least 9 out of the 26 survivors and possibly 
more. Among the lobectomies there were consider- 
ably more recurrences to offset the lower operation 
mortality. 

In assessing operability Mr. Morrison set on one 
side the large number of cases in which the growth 
involves the main bronchus, in whom for the most 
part only palliative radiation therapy is feasible. 
He then went on to point out and illustrate radio- 
logically the variability of atelectasis in relation to 
the size and position of the primary growth. He 
emphasised the importance of bronchoscopy and 
finally mentioned thoracotomy as the ultimate 
arbiter. The mortality of operation he felt sure would 
fall, exactly as it had done in the last ten years 
in cases of bronchiectasis, with increasing experi- 
ence and particularly with earlier diagnosis and 
treatment. 


Dr. T. F. Hewer, Dr. G. A. C. Lyne, and 


Dr. R. H. More exhibited a series of autopsy | 


specimens. 


Mr.: J. E. G. McGrsson reported some favour- 
able results of treatment with deep X ray therapy, 
with or without the use of radon seeds, in a 
series of 55 cases of bronchogenic carcinoma in 
the bronchoscopic clinic of the Royal Southern 
Hospital. 


Dr. P. H. WHITAKER said that there were only 
three possible lines of treatment available at the 
present time for carcinoma of the bronchus; and 
few if any five-year cures had been reported. By 
the time the lesion was recognised it was out of the 
degree of operability for surgery, and was so extensive 
locally that implantation of radon seeds could do 
little to check its progress; an adequate dose of 
radon seeds could not possibly be introduced through 
a bronchoscope. The only remaining line of treat- 
ment therefore was deep X ray therapy. By this 
means it was possible to give an adequate dose, but 
this entailed intensive irradiation which had to 
result in damage to the lung, and the maximum dose 
had to. be given in a comparatively short period. 
It was now possible in this way to prevent the spread 
of the disease for a time since the roots of lungs and 
the mediastinum were treated simultaneously. Failure 
was due either to the patient not being able to stand 
the treatment, or to recurrence in the damaged lung 
field, but at the present time it was the, only line of 
treatment. 


1 
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ROYAL SOCIETY OF MEDICINE 


SECTION OF THERAPEUTICS AND 
PHARMACOLOGY 


AT a meeting of this section, held on Dec. 14th, 
Dr. J. W. TREvaAN delivered his presidential address 
on the 

Introduction of New Remedies into Clinical 

Practice 

He said that a large number of indispensable drugs 
had been introduced into medicine by purely empirical 
trial as the result of the habit in the early ages of 
medicine of administering all sorts of natural products 
by mouth. The application of scientific methods 
to the study of drugs began in the late eighteenth 
century. Quinine was isolated, for instance, in 
1792 and the beginning of modern pharmacology 
may be dated from Magendie’s experiments in 1821. 
The study of the action of vegetable drugs and the 
isolation of their active principles continued during 
the nineteenth century and was still not complete ; 
ergometrine was the latest’ product of this line of 
work. The more modern developments in the 
production of remedies could perhaps be said to start 
with the introduction of ether and chloroform in the 
forties of the last century. They might be divided 
into three groups : (1) those arising from the discovery 
of immunity to bacterial products; (2) hormone 
and vitamin physiology ; and (3) synthetic chemical 
products. The first group consists of remedies which 
were the result of much careful and accurate work 
in the laboratory, but too often the introduction of 
products of this group into clinical practice had not 
been sufficiently controlled by clinical experiment. 
The same applied to the second and third groups. 
There were great difficulties in obtaining clinical 
evidence which would stand scientific criticism. 
If experiments were treated statistically it would 
be found that a great deal of the evidence given for 
new remedies would not be regarded as significant. 
One difficulty was that a few favourable results 
induced the physician to abandon controls and give 
all his patients the treatment because he felt it his 
moral duty not to withhold anything which might 
do good. The President urged the desirability of 
continuing the use of controls until a statistical 
probability of at least ten to one was established that 
the new treatment, was doing good. If the physician 
was prepared to take the risk of administering any 
new product to a patient he should be prepared to 
take the risk of omitting the treatment of a certain 
number in order finally to establish the place of the 
new treatment in therapeutics. 

‘A number of abuses had grown up particularly in 
connexion with the use of new synthetic remedies. 
The barbiturates and the vasoconstrictor drugs had 
been happy hunting grounds for the synthetic chemists, 
and it was questionable whether the majority of the 
drugs of these groups on the market had a sound 
basis of scientific clinical evidence behind them, 
although it must be admitted that out of one group 
came the modern intravenous anesthetic and from 
the other benzedrine. Both of these might almost be 
described as accidental discoveries. The production 
and distribution of modern remedies were too often 
accompanied by advertising literature in which the 
ancient superstitions were replaced by a modern 
pseudo-scientific jargon which was an even blacker 
form of superstition. The existence of this advertis- 
ing literature suggested to the speaker that the 
medical profession was not sufliciently critical of the 
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material offered to it. He thought the English 
medical journals published some advertisements 
for which no scientific justification, either laboratory 
or clinical, could be found; the American journals 
were less liable to criticism in this respect. The 
existence of the list of New and Non-Official Remedies 
of the American Medical Association was a valuable 
aid to the practitioner in establishing some sort of 


-criterion of the usefulness of a remedy, and it would be 


good to have some such publication in England. 
It was of course inevitable that in such an art as 
medicine many things should be done to patients for 
which complete scientific justification was impossible, 
but he asked that medical men should realise more 
clearly when they were acting on established fact 
and when they were not. The study in this country 
of pharmacology, which was the scientific basis of 
therapeutics, was not given sufficient importance, and 
it was especially necessary that centres of post- 
graduate education should have ample provision 


REVIEWS AND NOTICES OF BOOKS 


made for a department concerned especially with the | 


evaluation of new remedies and education of the post- 
graduate student in their use. 

The manufacturer had also a part to play. Many 
new remedies had been introduced by manufacturing 
firms as the result of very costly research which could 
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only have been carried on by such large organisations, 


but had not the manufacturers sometimes been a little — 
too anxious to see a cash return before the real value 
of the remedy was established ? The element of 
competition, although it stimulated research, did 
sometimes lead to haste in production of drugs and 
unnecessary multiplication of similar products. The 
President hoped that manufacturers would bear in 
mind in writing their advertising literature that a 
large part of the post-graduate education of the 
practitioner came from such literature. He acknow- 
ledged that there had been an improvement in the 
character of advertising in the past few years, but 
there was a very great deal to do yet. He hoped 
manufacturers would make increasing use of the 
Therapeutic Trials Committee of the Medical Research 
Council before the introduction of new - One 
of the great difficulties was that it was possible to 
produce laboratory evidence for the efficacy of some 
groups of drugs much faster than it was possible to 
test them on man. He thought that there were 
probably about fifty compounds related to sulphanil- 
amide for which a good case could be made out for 
clinical trial and a great extension in facilities for 
research into the action of such drugs on man was to 
be hoped for. 


REVIEWS AND NOTICES OF BOOKS 


Diseases of the Newborn 


By AsramaĮm Tow, M.D., Adjunct Professor of 
Pediatrics, New York Polyclinic Hospital and 
Post-graduate Medical School; Fellow in Pedia- 
trics, New York Academy of Medicine. London: 
Humphrey Milford, Oxford University Press. 
1937. Pp. 477. 278. 6d. 


In the first few weeks of life the mortality-rate is 
notoriously high, and diagnosis and treatment are 
often puzzling and difficult. This comprehensive 
book will be welcomed. The first section on general 
and physiological considerations which begins this 
book should be read carefully. There follow chapters 
on infant feeding and prematurity, and the rest of 
the book is divided into a systematic consideration 
of diseases of the new-born period. On the whole, 
the sections devoted to treatment are adequate, 
though the practitioner might perhaps have preferred 
rather more detail in relation to the commoner dis- 
orders. Every chapter is provided with a number of 
key references. The production is of a high standard, 
and as the book covers ground which is by no means 
overwritten and is of particular interest to both 
pediatricians and obstetricians, it should have every 
success. 


Infants in Health and Sickness 


By ROBERT ELswortH STEEN, M.D., F.R.C.P.I., 
Physician, National Children’s Hospital, Dublin, 
Meath Hospital, Dublin, and Sunshine Home, 
Stillorgan. London : Humphrey Milford, Oxford 
University Press. 1937. Pp.127. 5s. 


TuHIs little book is a reprint of the Infant section in 
Tweedy’s “ Practical Obstetrics’? with a few minor 
additions. The author starts with the quotation 
“ There are three things in treatment, the first is 
diagnosis, the second is diagnosis, and the third is 
diagnosis.” A few simple souls might feel that treat- 
ment should come in somewhere, if only at the end. 
But actually the author’s presentation of his subject 
is full of practical wisdom, and though this little 
book hardly does more than familiarise the student 


with those aspects of infant feeding, management, 
and diagnosis likely to be met in infant welfare 
clinics, it could usefully be read by many who have 
to cope with the same problems from time to time in 
general practice. The book contains little that is 
new, but the matter is systematically and clearly 
arranged, and the information is reliable. 


Febrile Episoden bei schizophrenen Psy- 
chosen 


By Dr. med. habil. K. F. Scem, Oberarzt der 
psychiatrischen Abteilung des Stadtischen Kran- 
kenhauses, Miinchen-Schwabing.. Leipzig: Georg 
Thieme. 1937. Pp. 97. RM.7.80. 


THE premise from which this work starts is that 
the mental symptoms of schizophrenia are but a 
blurred reflection of the actual disease; to enlarge 
our knowledge other methods than the psychological 
are essential. Dr. Scheid treats the problem as 
though it were one of internal medicine. His inves- 
tigation is closely modelled on that of Gjessing and, 
like his, consists in making a large number of clinical 
and, more particularly, laboratory observations on 
a selected group of cases. The first group studied 
by Dr. Scheid consisted of twenty-two patients who, 
without any discoverable cause such as an infection, 
developed a fever with cyanosis and tachycardia 
which threatened their lives; the second was. made 
up of four patients who had a febrile stupor ; 
and the third of twenty-one with febrile attacks, of 
the sort often called “‘ catatonic fever.” The study 
covered many clinical and laboratory investigations, 
not all of which, however, were done in all cases. 
Dr. Scheid distinguishes between the unspecific 
somatic reactions he found (fever, changes in the 
sedimentation-rate and in the protein content of 
the plasma) and the “ hemolytic syndrome ” (fall 
in the colour-index, variations in the bilirubin and in 
the daily excretion of coproporphyrin, as well as 
in the colour of the urine). The latter he regards as 
the cardinal syndrome of the febrile schizophrenic 
attack, though he does not claim that it is specific 
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for schizophrenia nor offer an acceptable explanation 
for its occurrence. The author does not appear m 
this research to have paid sufficient attention to the 
question of the patients’ diet and drug intake, but 
any genuine criticism of his findthgs must rest on a 
repetition of his observations rather than on grounds 
of clinical psychiatry, or of method, which cannot 
be judged from a report. 


Dental Surgery for Medical Practitioners 


By B. A. Kopxiwy, L.D.S., Consulting Dental 
Surgeon to St. George-in-the-East Hospital. 
London: Henry Kimpton. 1937. Pp. 109. 5s._ 


Some knowledge of general medicine and surgery 
is deemed an essential part of the training of the 
dental surgeon; and since diseases of the teeth are 
so often related to the general health, it might be 
argued that the doctor should have more knowledge 
of the teeth than is given him in his ordinary 
curriculum. This little book provides a brief and 
useful guide for the busy medical practitioner. 
Though many doctors are keenly interested 
in various aspects of dental disease and their 
prevention, few of them know even the elements 
of dental surgery; and their ignorance sometimes 
betrays itself by advice which though well meant is 
quite mistaken. This book conveys just the right 
amount of information, clearly set out, and has 


A REVIEW OF REVIEWS 
(Concluded from p. 1436) 
ALLERGY 


Louis Tuft’s book on “ Clinical Allergy ” (36s.) 
is less discursive and less unbalanced than most 
of its predecessors on the subject and within 
its limits gives an able and readable presentation. 
A. H. Rowe, who has made a big personal contribu- 
tion to the study of allergy, has issued a book with 
exactly the same title (37s. 6d.) which reflects his 
great clinical experience and wide reading, but he 
quotes with apparent approval a good deal of wild 
speculation. Of the new editions George Bray’s 
Recent Advances in Allergy (15s.) has really developed 
into a text-book—and.a very useful one, though 
much of the material presented is neither recent nor 
advantageous. R. M. Balyeat’s book on allergic diseases 
($6) is written primarily for the general practitioner, 
but contains a wealth of technical detail which 
the specialist will be able to sift to greater advantage. 


CARDIOVASCULAR DISEASES 
“ Studies in Cardiovascular Regulation ” (10s. 6d.) 
embodies the Lane medical lectures in which G. V. 
Anrep has recorded his important personal observa- 


tions, including some recently made in Egypt on 
the human heart obtained soon after death. S. A. 
Levine in “ Clinical Heart Disease” (248.) has 


stressed the value of bedside methods as opposed 
to laborious special investigations in differential 
diagnosis. . Herrmann advocates ‘“‘ Passive 
Vascular Exercises ” (20s.) which seem to be a valuable 
aid to conservatism in the treatment of threatened 
gangrene, but fails to indicate clearly the clinical 
criteria for selecting suitable cases. John Plesch 
forces each reader to think seriously and examine 
critically the grounds of his own preconceived notions 
on the ‘‘ Physiology and Pathology of the Heart and 
Blood-vessels ” (15s.). A little book on the ‘ Failure 
of the Heart and Circulation ” (2s. 6d.) by Terence 
East is necessarily sketchy, but is likely to clarify 
the ideas of all but experts on a common condition 
often mismanaged. Sir Thomas Lewis’s_ classic 
works on “ Diseases of the Heart” (12s. 6d.) and 
“ Clinical Electrocardiography ” (8s. 6d.) have reached 
their second and sixth editions. 
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enough illustrations to give the doctor a working 
knowledge of the procedures described. Sir Norman 
Bennett contributes a foreword to the book and we 
share his satisfaction at its appearance. 


Diet and High Blood Pressure 


By I. Harris, Hon. Physician, Liverpool Heart 
Hospital. London: Leonard and Virginia Woolf, 
at the Hogarth Press. 1937. Pp. 195. 5s. 


Dr. Harris expresses his conviction that, if the 
dietetic régime recommended in this volume were 
generally followed, thousands of persons annually 
would be saved from premature decay and death. 
It is a wide assertion, and we can only register a 
note of doubt. Indeed, it is to be feared that Dr. 
Harris’s attitude is less critical than that of most 
of his medical colleagues. Thus he says, p. 85: 
“ The reason why the minister of religion lives long 
is because he lives simply and his livelihood is gener- 
ally assured.” .‘‘ Gardeners, too, live a simple open- 
air life.” It would be difficult to find strong corro- 
boration from the clergy themselves for the first 
statement, and as to gardeners, we know of cases of 
extreme hypertension amongst followers of that 
craft. The approach in this book is far too casual to 
make it of value to the student but the opinions of a 
physician who has formed impressions during a life 
of active practice cannot fail to interest its readers. 


DERMATOLOGY 


The only new general text-book we have noticed 
this year is “ An Introduction to Dermatology ” 
(25s.) by E. H. Molesworth. is is clearly 
the fruit of serious labour and will bring credit to 
the University of Sydney where the author. works. 
“ Diseases of the Nails ” (16s.) by V. Pardo-Castello 
is a lucid exposition of a rather neglected aspect of 
dermatology, and two works on cosmetics illuminate 
what has hitherto been a sort of no-man’s land: 
one, ‘‘ Cosmetic Dermatology ” (36s.), isa compendious 
volume by Herman Goodman, and the other entitled 
“ Manual of Cosmetics” (12s. 6d.) by Charles 
Lázár is in effect a collection of essays of which 
that on electrolysis deserves special mention. We 
know of no better introduction to dermatology than 
A. C. Roxburgh’s book on common skin diseases 
(15s.) now in its fourth edition, while for general 
practitioners H. Haldin- Davis’s skin diseases in 
general practice (17s. 6d.) is likely to maintain 
its appeal. 


EAR, NOSE, AND THROAT DISEASES 


“ The Larynx and its Diseases ” (35s.) by Chevalier 
Jackson and his son embodies the extensive experience 
of an expert of world renown in an incisive and 
dogmatic style which takes little account of the 
opinions and methods of other workers. This 
attitude contrasts with that of another pioneer, 
Sir StClair Thomson, whose ‘ Diseases of the Nose 
and Throat ” (45s.), now reissued after ten years with 
the collaboration of V. E. Negus, is almosttoo modestly 
objective. There is scarcely any condition, symptom, 
or method of treatment that is not mentioned in 
this work and one almost wishes that Sir StClair 
had used the great weight of his authority more often 
to indicate his own preferences. ‘‘ Diseases of the Nose, 
Throat, and Ear,” by I. Simson Hall (10s. 6d.) is really 
the handbook it claims to be, and though the sections 
on the throat and nose are almost too compressed 
to be useful, diseases of the ear are well described, 
especially otitis and its complications. In a straight- 
forward and sensible account of ‘‘ Diseases of the 
Ear, Throat, and Nose ” (15s.) J. Douglas Mc 
has also written an outstanding section on the ear, 
though he is unduly pessimistic about the value of 
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hearing-aids. He has deliberately devoted much 
space to anatomy at the expense of prescriptions, 
believing that accurate knowledge of the relation 
of the parts is essential to good treatment as well as 
to diagnosis. 
ENDOCRINOLOGY 

The articles republished from the British Medical 
Journal under the title ‘‘ The Endocrines in Theory 
and Practice ” (9s.) maintain a sound balance between 
science and its clinical application, and incidentally 
show how much money is wasted by the prescription 
by mouth of endocrine preparations which are 
inactive by this route. William Wolf’s “ Endo- 
crinology in Modern Practice ” (428.) should prove of 
value to the specialist, but cannot be recommended 
as an introduction to the subject. A. A. Werner’s 
‘‘ Endocrinology: Clinical Application and Treat- 
ment ” (408.) is very interesting. It deals particularly 
with physical characteristics of endocrine disorders. 
Recent Advances in endocrinology (15s.) by A. T. 
Cameron, now in its third edition, presents one of 
the best expositions of the subject at present available. 
Among the specialised books ‘‘ The Endocrines in 
Obstetrics and Gynecology” (34s.), by Raphael 
Kurzrok, is more comprehensive than its title suggests, 
for it includes such subjects as embryology, toxzmia 
of pregnancy, intersexuality, and functional sterility. 
A readable, scholarly, and complete review of ‘‘ The 
Thyroid and its Diseases ” (25s.) has been written by 
J. H. Means, and a posthumous work by E. P. Sloan 
on ‘ The Thyroid : Surgery, Syndromes, Treatment ”’ 
(458.) is for the most part a valuable contribu- 
tion to thyroid surgery; the early chapters on the 
physiology of the thyroid and on the etiology and 
pathology of goitre are not up to date. 


NEUROLOGY 


Stanley Cobb supplies ‘A Preface to Nervous 
Disease ’’ (138s. 6d.) which, like the nervous system 
itself, is well integrated. Structure is explained, in 
terms of function, and abnormal physical signs are 
interpreted as the expression of disordered physio- 
logy. ‘‘ The Basis of Clinical Neurology ”’ (21s.) is 
essentially applied anatomy and physiology, and 
Samuel Brock describes clearly, at each level of the 
C.N.S., the anatomical facts necessary for an under- 
standing of normal and disordered function. An 
investigation of recent work on ‘‘ Tumors of the 
Nervous System ” (348.) takes the form of 16 essays 
edited by E. G. Zabriskie, A. M. Frantz, and ©. C. 
Hare; the survey of 210 verified gliomata is partic- 
ularly important. ‘‘ Neuro-embryology ” (168.), a 
study in experimental biology by Samuel Detwiler, 
is an excellent monograph. The changes of behaviour 
and mood in a man whose frontal lobes were removed 
: for an extensive tumour led R. M. Brickner to an 
investigation of ‘‘ The Intellectual Functions of the 
Frontal Lobes ” (15s.) which shows that no adequate 
tests are yet available for the study of mental syn- 
thesis on the higher levels. In ‘‘ The Facial Neu- 
ralgias ” (7s. 6d.) Wilfred Harris, after an unrivalled 
experience of nearly 30 years in treating different 
kinds of pain in the face, explains when alcohol 
injections are likely to give relief, when they should 
be avoided, and how to give them. 

New editions have appeared of a useful text-book 
of neuroanatomy (27s.) by Albert Kuntz; of the 
authoritative account of the surgery of the sympa- 
thetic nervous system (16s.) by G. E. Gask and J. 
Paterson Ross; and of Sir James Purves-Stewart’s 
lucid text-book on the diagnosis of nervous diseases 
(35s.) which has now entered its fourth decade. 
There remains for notice a neurologist’s autobio- 
graphy—‘ Recollections of my Life” by Santiago 
Ramon y Cajal (22s. 6d.)—-which reveals a fascinating 
personality whose fame rests on only a part, and 
perhaps a minor part, of his actual achievement. 


OPHTHALMOLOGY 


In a new short text-book ‘‘ Diseases of the Eye ”’ 
(158.) designed for students and practitioners, Eugene 
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Wolff has shown good judgment in his choice of sub- 
ject matter. He has not, in the small space he has 
allowed himself, been able to give much attention 
to the field where ophthalmology overlaps general 
medicine. D. T. Atkinson, on the other hand, covers 
this borderland unusually well in his work on ‘‘ The 
Ocular Fundus in Diagnosis and Treatment ” (46s.) 
which is profusely supplied with illustrations, includ- 
ing coloured plates made from the author’s own 
drawings. . U. Troncoso has produced a work 
entitled ‘‘ Internal Diseases of the Eye and Atlas of 
Ophthalmoscopy ” ($15.00) which should interest 
physicians and neurologists as well as ophthalmo- 
logists. A special feature of this book is the 
presentation on the same page of a fundus painting 
of an enucleated eye, a diagram of the lesion, and a 
picture of its histology. The authoritative mono- 
graph on ‘ Trachoma” by A. F. MacCallan will 
appeal especially to the younger generation of 
ophthalmologists in England, to whom the disease 
is practically unknown. 

Important works published late in the year include 
the second volume (63s.) of Sir Stewart Duke-Elder’s 
large ‘‘ Text-book of Ophthalmology,’ and Ida 
Mann’s work on ‘‘ Developmental Abnormalities of 
the Eye” (508.) which is a sequel to her previous 
monograph on the development of the human eye. 
Among new editions S. R. Gifford has brought up 
to date his handbook of ocular therapeutics (18s.), 
and Grimsdale and Brewerton offer guidance on the 
ge On of the commoner ophthalmic operations 

8. 6d.). 


PSYCHOLOGY, PSYCHOTHERAPY, AND PSYCHIATRY 


Doctors who have taken little interest in medical 
psychology and want to repair the omission will 

d ‘‘ Common Sense and Psychology ” (5s.) by Alan 
Maberly a good introduction, though the chapter on 
fear and guilt lacks clarity. K. M. Bowman in 
“ Towards Peace of Mind” (6s.) also supplies a 
simple account of modern psychological aims. In 
a less elementary exposition, fair if not altogether 
impartial, entitled ‘‘ Modern Discoveries in Medical 
Psychology ” (8s. 6d.) Clifford Allen shows the pro- 
gress of psychopathology through the history of its 
chief exponents from Mesmer to Pavlov and Freud. 

W. Lindesay Neustatter’s ‘‘ Modern Psychology in 
Practice ” (10s. 6d.) is a guide to psychiatric practice 
which wilt be useful to the experienced as well as to 
the uninstructed reader. ‘‘ Treatment in Psychiatry ” 
(178.) by Oskar Diethelm is a sensible statement of 
what good psychiatrists do for their patients, in 
hospital or in private. ‘‘ Psychiatry for Practi- 
tioners ’’ (308s.), edited by Henry A. Christian, was 
written by eleven expert contributors, among them 
two (D. K. Henderson and T. A. Ross) from Great 
Britain. It contains little theory or argument and 
much plain clinical description and advice. W. A. Bryan 
writes on the onerous, exacting, and important 
work involved in “ Administrative Psychiatry ” 
(15s.). The organisation of staff, treatment, and 
research are discussed in detail, and the book con- 
cludes with stimulating chapters on the relations, 
PG and future, of the mental hospital with the 
public. 

More specialised works include ‘‘ Clinical Psycho- 
logy”? (12s. 6d.), which is a handbook on children’s 
behaviour problems by C. M. Louttit ; ‘‘ Recreational 
Therapy for the Mentally Ill”’ (15s.) by J. E. Davis 
and W. R. Dunton, which offers a systematic basis 
and procedure for forms of treatment that are now 
often neglected or used haphazard; and ‘‘ The Ego 
and the Mechanisms of Defence” (9s.) by Anna 
Freud, which shows the development of psycho-analy- 
tical theory and its application to real problems. 
Outstanding among new editions is that of T. A. 
Ross’s book on the common neuroses (10s. 6d.), which 
is exactly what it purports to be—a practical guide 
to the everyday problems of neurotic illness. A. F. 
Tredgold’s text-book on mental deficiency (25s.) 
has been rewritten in accordance with developing 
medical knowledge. 
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THE RESPIRATORY TRACT 


‘This subject has been served mainly by special 
rather than by general contributions. A collection 
of lectures delivered by 21 American authorities on 
“ Diseases of the Respiratory Tract ’’ (24s.) provides 
a rich and varied fare, but is not meant to be compre- 
hensive. Ferdinand Sauerbruch and Laurence 
O’Shaughnessy have produced in collaboration a 
ae important contribution to ‘‘ Thoracic Surgery ”’ 
(508.). 


(12s. 6d.). G. Gregory Kayne gives a historical 
account of the ‘‘ Control of Tuberculosis in England, 
Past and Present ” (8s. 6d.) ; he forecasts an increas- 
ing State control of treatment, when the preservation 
of health will come to be regarded on the same footing 
as national defence or police supervision. Meanwhile 
—and it may be a long while—the family doctor will 
find invaluable R. C. Wingfield’s advice on how 
to cope with ‘‘ Pulmonary Tuberculosis in Practice ” 
(9s.). J. G. M. Bullowa’s book on ‘‘ The Manage- 
` ment of the Pneumonias’’ (27s. 6d.) will also be of 
great help to him. A monumental treatise written by 
William S. Miller on the finer architecture of ‘‘ The 
Lung ” (348.) is unique in its field. Of the new 
editions L. S. T. Burrell’s Recent Advances in pul- 
monary tuberculosis (15s.) gives much more than it 
promises; it is a practical exposition of the whole 
subject as it stands to-day. 


PRINCIPLES OF HEALTHY LIVING AND PREVENTION 
OF DISEASE 


Since physiology has had to be excluded from this 
survey, two books which provide a link between 
normal and disturbed function deserve mention 
here. ‘“‘ Elementary Human Physiology ’’ (12s. 6d.) 
by S. F. Cook makes a completely fresh start by describ- 
ing physiology as it is to-day instead of presenting 
new knowledge as an addition to what is already 
known. It is therefore a good introduction to a 
study of preventive medicine. A bigger work 
“ Physiological Basis of Medical Practice” (45s.) 
by C. H. Best and N. B. Taylor will be appreciated 
by those who want to attempt to relate physiology 
and clinical medicine. Ina ‘‘ Handbook of Hygiene ” 
(10s. 6d.) J. W. Bigger approaches his subject rather 
from the angle of preventing disease than from 
that of promoting physical fitness. A topical book 
from America on ‘‘ Health Education of the Public ” 
(128.) by W. W. Bauer and T. G. Hull will interest if 
not always carry conviction to British readers. Of 
the new editions the synopsis of hygiene by W. W. 
Jameson and G. S. Parkinson (21s.) is essentially a 
true and full synopsis of what most people under- 
stand by preventive medicine. The term is becoming 
more inclusive as we learn more about the subject. 
Well within its scope comes the sort of service outlined 
in “ The Social Component in Medical Care ” (15s.) 
by Janet Thornton ; and whether or not H. E. 
Sigerist is too optimistic in his conception of the 
extent to which the entire population of Russia is 
now mobilised under medical leadership to win 
health, his book on ‘ Socialised Medicine in the 
Soviet Union ” (15s.) should be attentively read. 


YEAR BOOKS 


The “Medical Annual” (20s.), now edited by 
H. Letheby Tidy and A. Rendle Short, provides 
summaries by watchful experts of important work 
published since its last issue. On a much larger 
scale are the classified year books which are dis- 
tributed by agents in this country at 10s. 6d. or 
12s. 6d. a volume but have their origin in Chicago. 
Of this year’s batch those on general surgery, general 
medicine and general therapeu obstetrics and 
gynecology, dermatology and syphilis, and the eye, 
ear, nose, and throat, won special praise from our 
reviewers, The corresponding volumes for 1937 
are now appearing. St. Bartholomew’s Hospital 
Reports (21s.) this year provided materialof particularly 
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topical interest. Of the more specialised annuals the 
** Annual Review of Biochemistry ” (22s. 6d.) continues 
to be an outstanding example and this year again 
its standard was well maintained. 


MISCELLANEOUS 


The past decade has seen a remarkable develop- 
ment in the methods of assay available for substances 
which cannot be standardi by ordinary chemical 
analysis. J. H. Burn’s authoritative work on 
“ Biological Standardization ’’ (21s.) in general has 
been followed by one concerned with “ Biological 
Standardisation of the Vitamins” (12s. 6d.) by 
Katharine Coward. The tragedy of ‘‘ Drug Addic- 
tion ” (8s. 6d.) is sympathetically considered by 
E. W. Adams who shows that the main arer Ypa 
of treatment lies in the rehabilitation of the patient. 
“ A Practice of Orthopedic Surgery ” (21s.) by T. P. 
McMurray, dealing mainly with diagnosis and treat- 
ment, is clearly written, easy to handle, and 
abundantly illustrated. Not only additions to know- 
ledge but also the standardisation of ideas and 
methods previously in use have been incorporated 
in ‘“‘ Recent Advances in Orthopedic S 
(15s.) by B. H. Burns and V. H. Ellis. Those sti 
curious about that ugly step-sister of orthopsedic 
surgery will find the present aspect of her changeable 
features portrayed without malice by Charles Hill 
and H. A. Olegg in ‘‘ What is Osteopathy ? ” (7s. 6d.). 
No medico-legal case this year has approached in 
interest the ‘‘ Trial of Buck Ruxton” (10s. 6d.) 
of which the sordid story is told by R. H. Blundell 
and G. Haswell Wilson ; the ‘‘ Medico-Legal cts 
of the Ruxton Case ” (21s.) by John Glaister and J. C. 
Brash is a revelation of the amazing forensic ingenuity 
by which the authors reconstructed and established 
the identity of the remains. A study from the 
United States entitled ‘‘The Roentgenologist in 
Court ” (18s.) by S. W. Donaldson contains advice 
on. the conduct of the expert in the witness-box an 
comments on professional practice which will be 
useful to others beside radiologists, notably the 
conclusion that most cases of alleged professional 
negligence are due to the unguarded remarks of one 
doctor about another. ‘‘ A, Manual of Radiological 
Diagnosis ” (21s.) by I. C. O. Tchaperoff will help the 
inexperienced reader to interpret films and the 
busy radiologist to refresh his knowledge of a 
particular lesion. | : 

During the year two series of articles from THe 
LANCET have been reprinted in book form: the 
second and final volume of the series on Prognosis 
(10s. 6d.) and A. Bradford Hill’s clear exposition 
o - elementary ‘‘ Principles of Medical Statistics” 
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This survey was compiled with a thought for the 
needs of doctors working in regions where no large 
libraries or medical book shops are available. Those 
within easy reach of great towns can usually rely on 
obtaining advice; and though the sales of any book 
may not be proportional to its merit, the experienced 
staf employed by scientific booksellers as well as 
those attached to medical libraries learn to know, 
sometimes better than he does himself, what an 
inquirer really wants. There is no doubt, however, 
that he is likely to choose to better advantage if he 
has some knowledge of the books recently placed on 
the market and here the survey, although admittedly 
incomplete, may help him also. 


UNIVERSITY COLLEGE HosPITAL. — Sir Herbert 
Samuelson, the former chairman and treasurer of this 
hospital, has given £10,000 towards reducing the debt 
on its building fund. The debt, which amounts to 
£200,000, was incurred by the building of the private 
patients’ wing and sisters’ home and the extensions 
to the antenatal and child welfare departments. 
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THE ATTACK ON RHEUMATISM 


Some great discoveries, like Mrnot’s liver treat- 
ment and Bantrne’s insulin, seem to have depended 
on sparks of genius and movements of chance, 
neither planned nor premeditated by any large 
number of men. Others, in chemotherapeutics, 
have resulted from organised large-scale investi- 
gation directed towards a specific aim, and often 
promoted by commercial enterprise. Which 
sequence is the commoner ? Can we rely on genius 
and chance to find remedies for the great incurable 
diseases of to-day, or should we bestir ourselves to 


attack them in armies with banners? The sceptic 


will point to tuberculosis and asthma and cancer, 
and ask what great victory can be claimed by the 
associations and councils formed to fight against 
them. But the wise man will expect more of such 
campaigns than magic discoveries ; there is always 
opportunity for the quiet improvement of thera- 
peutic measures already known, for making them 
more readily available to those who need them, 


and above all for creating the atmosphere of 


interest and codperation which will encourage 
fickle genius to appear and perform. Those things 
are in themselves well worth while, and they more 
than justify the mobilisation of a new army, the 
Empire Rheumatism Council, which on Monday 
last received its first annual report at the hands of 
its chairman, Lord HorprrR. The Council was 
constituted in October, 1936, “ to carry on a war 


against rheumatic disease within the British 


Empire and to codperate with international efforts 


: _ having the same aim.” It consists of 63 scientific 
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members, mostly medical men already interested 
in or practising the treatment of some forms of 
rheumatism, and 46 laymen who are personally or 
officially concerned over the human and the 


economic aspects of the disease. In the last year 


it has begun to rouse the interest of a public which 
is already sympathetic towards a concerted attack, 
and to raise money, for which it looks both to 
private and to governmental sources, for its 
objects. It has collected about £25,000 in cash or 


‘promises, at a cost for expenses of 7 per cent. of 


that sum. It has instituted two well-paid research 
fellowships, in conjunction with the Red Cross 
Clinic and with the St. John Clinic in Pimlico. 
Those achievements are a modest but satis- 
factory start. Two principles governing the 
Council’s future plans are noteworthy. One is its 
hope that similar affiliated councils will come into 
being in the provinces and in the overseas parts 
of the Empire, and that they will be entirely 
autonomous; there is to be no commander-in- 
chief, but the advantages of organisation on @ 
fairly large scale will be combined with those of 
independence and the competitive spirit. The other 
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. principle is that the Council will encourage 


methodical investigation of every possible factor 
in the causation and treatment of rheumatic 
disease ; its faith in a painstaking acquisition of 
knowledge is greater than its hope of a snatched 
victory. So it warns its supporters to expect a 
slow advance on what Lord Horpsr called a 
double line of investigation : research into causa- 
tive factors and inquiry into empirical therapeutic 
measures already in use. Such an attitude is both 
expedient and sound, and if it is maintained with. 
vigour and with judgment there is no doubt that 
much benefit will come to the patients from the _ 
very beginning. The Council has considered the 
possibility of building a special rheumatism hospital 
in London, but has deferred the proposal in the 
meantime, possibly for financial reasons, preferring 


to promote the institution of rheumatism wards in 


existing hospitals. We hope that this will remain | 
the permanent policy ; for even the whole field of - 
rheumatism is too narrow a slice of medicine to be 
segregated as a specialty, and it may suffer in 
consequence as some consider the field of pulmonary- 
tuberculosis has done. Let the rheumatism experts, 
wherever possible, do their routine and their research 
work in day-to-day contact with the physicians and 
surgeons of a good hospital staff, and under the 
eyes of the students of a teaching school; only in 
that way will they arouse the active interest and 
receive the critical stimulus which their study 
deserves. : 


MALIGNANT DISEASE OF THE BRONCHUS 


IMPROVEMENTS in methods of examination, 
and longer experience of their use, have in recent 
years increased our previously meagre knowledge 
of disease in certain regions formerly inaccessible 
to accurate diagnosis. This is notably true of the 
bronchi, where precise investigation was impossible 
before the invention of bronchoscopy and of radio- 
graphy following introduction of opaque fluids. 
As might be expected, many more cases of cancer 
originating in the bronchus are now diagnosed, 
and this does not necessarily imply any real 
increase in the incidence of the disease. We noted 
four years ago a series of 27 cases published by 
Mr. F. C. ORMEROD,! and he now reports 100 con- 
secutive cases ê in each of which a portion of the 
growth was removed through the bronchoscope 
and its nature demonstrated by histological 
examination ; concurrently with these a number 
of other clinically malignant growths were seen, 
but they are not included in the series, either 
because the pathology of the specimen was uncer- 
tain or becatise no specimen could be obtained. 
In the 100 cases 58 of the growths were on the 
right side and 42 on the left; 92 of the patients 
were men and only 8 were women. Most of the 
tumours had an irregular granular surface, were 
pale in colour, and extremely soft, but a few were 
redder and so firm as to make if difficult to remove 
a portion for biopsy. An interesting observation, 
of some importance in diagnosis, is that when the 


J.: Laryng. 1933, 48, 733; sce Lancet, 1933, 2, 1487. 
J. Laryng. November, 1937, p. 733. 


1496 THE LANCET] 


bronchoscope is passed after routine cocainisation 
normal persons and those with neoplasms show 
little tendency to cough; whereas it is compara- 
tively difficult to abolish the cough reflex in cases 
of inflammatory disease such as bronchiectasis or 
lung abscess. The differential diagnosis is from 
bronchiectasis, lung abscess, gumma, mediastinal 
tumour, and benign growth of the bronchus. 
Radiologically the shadows thrown by a. growth 
and by a lung abscess are very similar; a tumour 
that blocks the bronchus causes collapse of the 
lung and often displacement of the mediastinum 
towards the affected side, and this may provide a 
clue. Bronchoscopy will reveal a tumour, but 
histological examination may be necessary to 
distinguish it from a mass of granulation tissue. 

The pathology of these tumours is somewhat 
obscure. In Mr. Onm=Rop’s series more than half 
were definitely squamous-cell carcinomata; of 
the remainder some may be classed as adeno- 
carcinomata, while many are composed of masses 
of columnar, cuboidal, oval, or round cells, two or 
more of these types sometimes appearing in the 
same section. There appears to be no obvious 
clinical difference between these types, but perhaps 
some slight difference in their response to treat- 
ment. The treatment is naturally difficult owing 
to the inaccessible position of the growths and the 
fact that few come under observation at a really 
early stage. The Liverpool discussion reported on 
p. 1489 shows how serious these obstacles generally 
are, and Mr. ORMEROD is right in thinking his own 
results not too disappointing. Of the 100 patients, 
4. were treated by lobectomy, 67 with radon, and 
l by diathermy. The 4 cases operated on all died 
within a short time ; the 1 treated by diathermy 
lived for eleven months. Of the 67 treated with 
radon 1 is alive after five years, 1 after two years 
and ten months, 2 after two years, and 2 after 
rather more than a year. Of the patients who have 
died, one lived for 53 months, one for 27, one for 
26, and one for 15. Many who lived but a few 
months were made more comfortable by shrinkage 
of the growth and consequent aeration of the 
obstructed lung. It is considered at the Brompton 
Hospital that, unless there is reasonable prospect 
of complete removal by operation, radon treat- 
ment should always be carried out, except when 
the patient is obviously dying. 

The method chiefly followed at Brompton has 
been the introduction of radon through the broncho- 
scope under local anesthesia. At first platinum 
seeds containing 2 millicuries of radon were used ; 
a short thread was attached to each seed to assist 
their removal a week or so later, but it was found 
that many of them had worked their way into the 
growth with disappearance of the threads. As 
this caused no ill effects the threads were dispensed 
with, and silver seeds were employed to diminish 
expense. Later: a cylindrical container was, 
adopted, to be plaged in the lumen of the bronchus 
and made hollow to drain secretions from the distal 
part of the lung, but Mr. Ormerop found that 
the lumen easily became blocked so that the 
container was liable to be coughed out, in spite 
of the retaining devices designed by Nraus and 
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TuporR Epwarps, and for the last eighteen months 
he has returned to the method of implanting seeds. 
Six to eight seeds are inserted and the patient is 
kept in hospital for two or three days ; but there 
is. very rarely any reaction. A further insertion 
of a similar number of seeds is made at the end 
of the second month, and sometimes again at the 
end of four or five months. About half the seeds 
are coughed up and the remainder become encysted. 
These do no harm since they are completely inert 
after about a fortnight. 


REFERRED TO THE PSYCHIATRIST 


THE intramural position, so to speak, of the 
psychiatrist in the teaching hospital is still rather 
vague. Some of his colleagues hardly ever refer 
a case to his department, others frequently seek — 
his opinion. X (a neurologist?) sends him only 
those patients whose psychological disorder is 
either inveterate or manifestly near insanity ; 
Y (a man who reads) apologises whenever he asks 
the psychiatrist to see any condition inaccessible 
to psychotherapy—e.g., chronic hypochondria— 
and is disappointed unless he can hear of the 
“trauma ”’ which “explains” the illness; Z (a 
representative figure this) wants a diagnosis that 
a plain man can make something of ; he may also 
want to be relieved of patients whom he cannot 
understand and—what is more—cannot stand. 
Most of the prevailing diversity of opinion about 
the psychiatrist’s function is his own fault: for 
he has allowed it to be preached and believed that 
there are quasi-independent branches of his 
specialty, and that there may be, for example, 
good psychotherapists ignorant of mental disorder 
and good alienists ignorant of morbid psychology— 
much as though there were scarcely any alternative 
between Philistine common sense and illuminating 
guesswork, between useless knowledge and ignorant 
help. But even where the function and abilities 
of the psychiatrist are well understood it is still 
true that the proportion of cases referred to him 
by different physicians varies much more than it 
would if he were an ophthalmologist or an aural 
surgeon. This holds especially for the so-called 
minor anomalies—neuroses, disorders of per- 
sonality, and psychological reactions to bodily 
disease. Some of the psychiatrist’s colleagues 
ignore or overlook such conditions ; others like to 
deal with them in the light of their own experience 
and theory of treatment. It is a moot point 
whether the latter procedure is desirable ; some, 
like Dr. T. A. Ross, think that it is. 

These problems are not local ones; they exist, 
for example, also in the United States, where there 
has been so much more active propaganda for 
mental hygiene and the appropriate psychiatrio 
education of all classes of the community (including 
doctors) than in this country. Notably successful 
work along these lines has been done in Colorado 
under Prof. Esavuau’s direction: it is therefore 
useful to have from his associate, Prof. BILLINGS, 
a report! on the number of cases referred to the 
psychiatric department by other members of the 


1 Billings, E. G., Amer. J. med. Sct. 1937, 194, 284. 
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staff of the Colorado General Hospital, which has 
about 10,000 new out-patients and 4000 new 
in-patients a year. The majority (more than two- 
thirds) of the cases referred came, as would be 
expected, from the medical clinic, where it appeared 
that one out of every seven new out-patients 
required treatment that could be given only by a 
physician with considerable psychiatric training ; 
there were as many more who could not be under- 
stood and properly treated by a physician who had 
not had at least some training and experience in 
this branch. About one in thirteen patients 
admitted to the medical wards presented a con- 
spicuous personality disorder that accounted for 
his disabilities. Of the total new cases seen either 
in the various out-patient departments or admitted 
to the wards, nearly 4 per cent. were promptly 
referred for psychiatric examination. It does not 
appear, however, that these figures can readily be 
compared with those of an English teaching 
hospital, since in Colorado evidently no cases 
reach the hospital psychiatrist directly—i.e., with- 
out having passed through some other depart- 
ment. Neyertheless the figures confirm the view, 
already generally held in principle in English 
teaching hospitals, that psychiatry is not only one 
of the essential services but one of those most 
likely to develop further. It can moreover be said 
that in any medical department which seldom 
invokes the help of the psychiatrist either a good 
deal of anfateur psychiatry is being done, or the 
patients are being neglected, on one side at least. 
The question may be asked whether the psy- 
chiatrist is in fact sometimes neglected because he 
does not give much help—whether his performance, 
in short, is as great as his pretensions. It is true 
that in the mouths of some enthusiasts the 
pretensions are excessive, and non-psychiatric 
colleagues who take the claims of ardent psycho- 
therapists over-seriously become disillusioned and 
too liberally derisive. But psychiatry, whatever 
its propagandists may say to do it harm, is for the 
most part a sober branch of medicine, not only 
keenly aware of its limitations and nowadays 
active in research but capable of giving much 
practical help in treatment. Dr. Kasanin, dis- 
cussing the situation from an American standpoint 
on p. 1518 of this issue, underlines some of these 
issues. On the negative side it must be admitted 
that the optimism of those who thought only in 
terms of environmental and emotional causes for 
maladjustment outstripped their experience. Recog- 
nition of an emotional basis for the patient’s 
illness does not connote its successful removal by 
the physician; social influences may be much 
more potent in treatment than medical ones ; 
psycho-analysis is so far from being a cure-all for 
psychological troubles that its application is 
dimited not only by time and expense but by 
actual therapeutic inefficacy. It is, however, the 
positive achievements and opportunity of psy- 


chiatry that most deserve emphasis. It is because 


these are now increasingly recognised that we see 
in London so much willingness to extend the scope 
of the psychiatric department in teaching hospitals 


and to make students and practitioners more 
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adequately informed in this branch. The 
governors of Middlesex Hospital have after 14 
years recognised as autonomous the department 
of psychological medicine run there in parallel with 
St. Luke’s. For research and the training of experts 
psychiatry, like neurology, must look to the inde- 
pendently organised special hospital or clinic ; but 
for the broader tasks of education it must clearly 
depend on the teaching general hospital. 


SURGICAL TREATMENT OF HYPERTENSION 


Muon has been written of late years, especially 
in America, on the treatment of essential hyper- 
tension by various forms of sympathectomy, such 
as section of the splanchnic nerves or extensive 
anterior rhizotomy. The prognosis is sometimes 
so bad, particularly in the condition termed. 
malignant hypertension, that any operation that 
might delay the steady progress of the disease 
deserves consideration. The published results 
however show that though some cases respond 
by a fall in blood pressure, and this may persist 
for a longish time, in other cases the pressure 
either does not fall appreciably or soon returns 
to its previous level. Moreover it is in malignant 
hypertension, where surgical measures might seem 
most justifiable because the patient is relatively 
young and the outlook grave, that the results of 
sympathectomy are least encouraging. 

These facts are not altogether surprising when 
we look at the evidence concerning the nature of 
the increased peripheral resistance in hypertension. 
PicKERING t and PRINZMETAL and Wison 2 have 
demonstrated that in patients with high blood 
pressure abnormal vasoconstriction is still present 
in the upper extremity after the release of sympa- 
thetic vascular tone, and these findings agree with 
recent observations on experimental hypertension 
in animals. GoLpBLATT and his collaborators ° 
showed that hypertension induced in dogs by incom- 
plete occlusion of the renal arteries is not pre- 
vented or abolished by splanchnic section, and 
the same results have been obtained by other 
workers after more extensive forms of sympathec- 
tomy.* Moreover this form of “renal” hyper- 
tension can be produced after the kidney has been 
completely severed from its nervous connexions 
by transplantation.* 5 We have therefore evidence 
from a number of independent sources that the 
production of experimental rena] hypertension in 
animals does not depend on the integrity of the 
sympathetic nervous system. Although there is 
no proof that essential hypertension, or indeed 
“renal” hypertension, in man is caused in the 
same way as the above type of experimental 
hypertension, these observations support the con- 
clusion that in human beings the common forms 
of chronic hypertension are not manifestations of 
increased sympathetic vascular tone. Any lower- 
ing of the blood pressure in hypertensive subjects 


a ŮŘŮŮ— a 


1 Pickering, G. W., Clin. Sci. 1936, 2, 209. 
2? Prinzmetal, M., and Wilson, C., Jour. clin. Invest. 1936, 15, 


3 Goldblatt, H., Gross, J., and Hansal, R. F., Amer. J. Path. 
1936, 12, 760. 
‘Blalock, A., and Levi, S. E., Ann. Surg. November, 1937, 
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after sympathectomy seems likely to come from 
removal of the normal sympathetic tone rather 
than from release of the abnormal vasoconstriction 
responsible for the hypertension. It is therefore 
of interest to discover what is the effect of sym- 
pathectomy on the normal tone of the blood- 
vessels. With this object Grimson and his col- 
leagues € have lately investigated the effect of 
extensive sympathectomy on the blood pressure 
of normal dogs, and find that complete para- 
vertebral sympathectomy leads to a substantial 
fall in blood pressure, but that the pre-operative 
level is regained in about six months’ time. Incom- 
plete or splanchnic sympathectomy had only a 
slight and transient effect on the blood pressure. 
In short, the available evidence suggests that 
essential hypertension is not caused by increased 
sympathetic vascular tone. Sympathectomy in 
patients with hypertension will reduce the sym- 
pathetic tone of the blood-vessels in the corre- 


sponding part of the circulatory bed, and in some 


patients this may reduce the blood pressure ; but 
the extent of the fall is variable, its duration is 
limited, and the essential abnormality of the 
blood-vessels remains unchanged. 


OUR OWN FOLK 


Ir may or may not be true that half the names 
in ‘“ Who’s Who ” are those’of “‘ sons of the manse ”’; 
but it is likely enough that half the names on the 
Medical Register are those of sons and daughters 
of the surgery. Certainly no profession takes a 
keener interest in education—to the hereditary 
trade or another—of the oncoming generation, 
and the recent diamond jubilee of the Old 
Epsomian Club is good evidence of this fact, for 


6 Grimson, K. S., Wilson, H., and Phemister, D. B., Ibid, p. 801. 
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the club is preponderatingly medical. Not 'that 
Epsom College is unable to stand on its merits as a 
great public school—and it is entirely self-support- 
ing. But it has nevertheless derived its endow- 
ment from the Royal Medical Foundation which 
makes it possible for many doctors’ sons to get the 
public school education which would not be other- 
wise possible for them. This foundation, which 
rightly makes a special appeal to the medical 
profession in the last week of each year, finds 
55 scholarships for boys who are thereby educated, 
clothed, and maintained entirely free of cost. 
That accounts for more than half of the annual 
expenditure of £14,645. The foundation also 
gives 12 exhibitions for boys of £60 per annum 
each; it provides 9 scholarships for girls, and 
makes grants towards the education of 31 other 
boys and girls. Finally, at the other end of life, 
it helps to mitigate the lot of the families of doqtors 
who for some reason or other have not been able 
to provide for those whom they leave behind ; 
there are at the moment 50 applicants for pensions 
and 41 spinster applicants for annuities, all hoping 
for help some day. Many of these, we are told, 
have been waiting patiently for years. _ The 
permanent income of the foundation does not 
amount to £4000, leaving £11,000 to be collected 
during each year. This appeal has a special claim 
on all whose success in practice leaves them a 
margin at their disposal; they are mostly generous 
in allocating it to the needy, but do not always 
remember that the first claims on them are those 
that their less fortunate colleagues have failed 


to meet. Subscriptions and donations should be 


sent to the secretary of the Royal Medical Founda- 
tion of Epsom College at 49, Bedford-square, 
London, W.C.1. 


ANNOTATIONS 


THE CORTICAL HORMONE AND ITS 
STANDARDISATION 


No pharmacological preparation is likely to achieve 
success in clinical practice until its potency can be 
determined and its dosage standardised. For the 
well-known chemical compounds this is a relatively 
simple matter, but for many of the new hormone 
and vitamin preparations it may be very difficult. 
To begin with, so-called standardisation can often be 
effected in several different ways. Dr. Torök and 
Dr. Neufeld in our present issue suggest a possible 
way of assaying cortical hormone by measuring the 
rise in serum sodium after its injection. Hunter and 
Cantor! have lately suggested another method of 
standardising the same substance depending upon 
the survival period of young adrenalectomised rats, 
and Harrop and Thorn? a third method depending 
upon the excretion of electrolytes by normal dogs. 
Results obtained by these methods may or may not 
agree among themselves, and until we know more 
about the chemistry of the extracts we have no 
proof that the different techniques are even stan- 
dardising the same thing. Fortunately pur knowledge 
of the chemistry of the suprarenal corfex appears to 


1 Hunter, G., and Cantor, M. M., Canad. . Ass. J. October, 
1937, p. 368 
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be progressing rapidly.* Several different sterols 
have now been isolated, at least two of which exhibit 
“ cortical’ activity. Until these cortical sterols have 
been correctly characterised and classified in a way 
similar to that worked out for the sterol hormones 
concerned in reproduction, it is obvious that cortical 
therapy must remain in its present unsatisfactory 
state. There is no reason to suppose that science is 
unequal to the task, but medicine must wait as 
patiently as it can. Possibly the delay may help to 
drive home to medical men how much they are 
beholden to the scientific workers. The doctor is 
apt to forget that, scientifically speaking, his part is 
a very small one, because, humanly speaking, it is 
the greatest of all. 


SUPERIOR LONGITUDINAL SINUS THROMBOSIS 


OccLusion of the superior longitudinal sinus is 
recognised as the precursor of two syndromes that 
have hardly a clinical feature in common. One 
occurs in infancy or early childhood as a complication 
of marasmus or acute alimentary infection. Not 
uncommonly it escapes detection during life, a 
thrombus being revealed post mortem. When 
clinical indications are present they are such as may 
be attributed to local venous engorgement, usually in 


3 Mason, H. L., Hoehn, W. M., McKenzie, B. F., an 
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conjunction with convulsions. The condition has in 
, general been looked upon as fatal, but it has been 
doubtful whether death is due to the thrombosis 
itself or to the cachectic disorder of which thrombosis 
was a terminal event. The corresponding syndrome 
in adults is observed most often in gunshot wounds 
of the vertex. It takes the form of a diplegia in which 
spasticity is maximal in the lower legs and less severe 
in the thighs ; the upper arms are affected to a lesser 
degree and the hands escape. The spasticity is 
transitory and the patients suffer little residual 
weakness. 


These two syndromes represent the effects of 
occlusion of the superior longitudinal sinus first at a 
time when the pyramidal system is immature and 
then when it is fully developed. The question 
naturally arises as to whether the first of these 
events, if not fatal at the time, might lead to the 
second by impeding the development of the pyramidal 
tract. Adie} in reviewing the pathogenesis of 
infantile diplegia, drew attention to the close 
resemblance shown by some of these children to the 
war cases referred to above. He suggested that 
injury to the sinus, probably arising during labour 
under the conditions that P. Schwartz has depicted, 
might be a factor in the etiology of Little’s disease. 
Byers and Hass? in a review of sinus thrombosis 
in infants paid special attention to the superior 
longitudinal sinus. This may result in convulsions— 
often unilateral and focal—cedema of eyelids and of 


the scalp over the vertex, and papilledema and other’ 


signs of increased ‘intracranial pressure. They con- 
sidered the condition by no means always fatal, and 
that if it were more fully recognised the ætiology 
of some cases diagnosed as encephalitis, and other 
obscure disorders, might become apparent. Bailey 
and Hass? have now described three patients in whom 
thrombosis of the sinus was not immediately fatal, 
but was demonstrated at the post-mortem at a later 
date. One of these was a boy aged 6, the other two 
were infants aged a month at the onset, one of whom 
had no neurological signs at the time when the 
thrombosis took place. 


The boy had previously been admitted for rheumatic 
carditis, and some months later developed acute bronchitis, 
pharyngitis, and otitis media. On readmission there was 
papillosdema, tendon reflexes were diminished, and there 
were signs of meningeal irritation. On the following days 
there was increasing dilatation of the veins of the scalp, 
and xanthochromic fluid was obtained from the sub- 
arachnoid space. No focal signs developed and the 
papilleedema subsided, but the boy showed evidence of 
progressive mental deterioration. He died suddenly 
five months after the acute illness. As in all three cases 
described, an organised and canalised thrombus was found 
in the superior longitudinal sinus; in this one it extended 
to the right lateral sinus and the torcular Herophili. There 
was a small area of old hemorrhage and softening in 
the right superior frontal gyrus, and the leptomeninges 
contained areas of organising hemorrhage. A mural 
thrombus was present in the right auricle, and the possi- 
bility of embolism was recognised, though it did not seem 
to be the most likely explanation of the hemorrhage. In 
either case, however, the necropsy demonstrated the 
habia ig thrombosis of the sinus had not been immediately 
atal. 

The second case, an infant, developed diarrhea and 
vomiting, and fever that lasted for two weeks. No neuro- 
logical signs were observed and the cerebro-spinal fluid 
was not examined, From this time she failed to develop 
mentally. When 6 months old she suffered from 
generalised convulsions, and on readmission she showed 
enlargement of the cranium with dilatation of the veins 


W. J., Brit. med. J. 1926, 2, 1208. 
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of the scalp, and papilledema was present. Grossly 
hemorrhagic fluid was obtained from the subdural space 
on both sides. At 10 months an operation for removal of 
the hematomata was attempted, butshe did notsurviveit. 
The autopsy revealed, among other interesting findings, an 
organised thrombus ‘of the sinus and evidences of old 
meningeal hemorrhages. 

The other infant also developed diarrhea at the age of 


one month. He had a series of convulsions and the 


temperature rose to 105° F. It was noted that the legs 
were held rigidly. The acute disturbance passed off, but 
the fits persisted after discharge. When readmitted in the 


second month he was found to have dilated ventricles and . 


xanthochromic fluid, and the rigidity of the legs persisted. 
He died at 34 months. In addition to thrombosis of the 
sinus and subdural hemorrhage there were foci of necrosis 
with evidence of repair in the cortex and subcortical region. 


These clinical and pathological studies appear to 
demonstrate conclusively the point that Bailey and 
Hass stress, that thrombosis of the superior 
longitudinal sinus in infancy is not always fatal at the 
time. The infants they describe recovered their 
general health to a certain extent, but died later from 
intercurrent developments or from sequels of the 
thrombosis. They are particularly impressed by the 
evidence of tissue repair that histological examination 
revealed. They submit, with much reason, that 
there may well be children who survive the thrombosis 
for a much longer period but are left with residual 
cerebral defects. One that might be expected is 
Jacksonian epilepsy, and it may be that sinus throm- 
bosis will be found to play a part in the etiology of 
this symptom, as well as in that of obscure neuro- 
logical disorders dating from an acute illness for which 
a diagnosis of “ encephalitis ” is made in retrospect. 
An interesting point, which is difficult to explain, 
arises from the study of these cases. It might have 
been expected that a clinical picture comparable 
to that seen in the adult would have been found in 
the child of 6 and not in the others. This was not so ; 
he had no focal signs, while persistent rigidity of the 
legs was a prominent symptom in one of the infants. 


AMINO-ACIDS IN MILK 


WHEN cow’s milk is diluted with equal parts of 
water does the resulting quantity of protein equal in 
nutritive value that of diluted human milk? This is 
a crucial question for upholders and opponents of 
the so-called percentage method of infant feeding. 
Although analyses of the amino-acids in the caseinogen 
and lactalbumin of cow’s milk have often been 
reported there are no reliable corresponding figures 
for human milk. Plimmer and Lowndes ! have now, 
however, gone fully into the subject thanks to a 
supply of human milk from the Mothercraft Training 
Society. The nitrogen distributed between caseinogen, 
lactalbumin, and non-protein nitrogen was deter- 
mined, as well as the calcium and the total and 
inorganic phosphorus. Perhaps the most important 
result of this part of the investigation was the con- 
siderable variations found in the samples analysed ; 
thus the total nitrogen was 0-245 gramme per 
100 c.cm. in the highest figures obtained and 0-155 in 
the lowest. Commercial samples of cow’s milk on 
the other hand showed very little variation. In esti- 
mating the nitrogen distribution of the amino-acids 
in the lactalbumins, it was found that the humin- 
nitrogen in human milk was double that in cow’s 
milk ; arginine-nitrogen was also greater in human 
lactalbumin. There was no great differences in the 
tryptophan and tyrosine of the two caseinogens but 
both were greater in human lactalbumin. The 


1 Plimmer, R. H. A., and owes, J., Biochem. J. October, 
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biggest differences were found in the amounts of 
cystine, both as regards caseinogen and lactalbumin. 
From these mean values the actual amounts of the 
various amino-acids in cow’s and in human milk 
were then calculated. Except for cystine, of which 
(in proportion to the total protein) there is approxi- 
mately the same amount in each type, cow’s milk 
was found to contain two to three times as much of 
the other amino-acids. If cow’s milk, therefore, is 
diluted with an equal volume of water it will contain 
at least as much of the amino-acids analysed, with 
the exception of cystine, of which there will be only 
half that in human milk. Any greater dilution will 
make the quantity of tryptophan and possibly 
arginine too low. It is suggested that methionine 
—the other sulphur-containing amino-acid present— 
may be a substitute for cystine in nutrition ; the total 
amount of this and cystine taken together is approxi- 
mately the same in human milk and in the diluted 
cow’s milk. 

Thus with the possible exception of cystine it 
seems that the customary dilution of cow’s milk with 
equal parts of water does not reduce the seven 
amino-acids that have been investigated below their 
level in human milk. To this extent the case for 
percentage feeding seems to be strong, but there is 
one important omission that may invalidate the 
argument. Cow’s milk for feeding the young infant 
must be boiled. In this process the lactalbumin is 
coagulated ; many mothers strain away the “skin ” 
formed and thus remove some of the amino-acids of 
the lactalbumin fraction. From the figures presented 
there might be a deficiency in the tryptophan and 
also the sulphur-containing fraction of the protein. 
It would serve to clear up this controversial part 
of infant feeding if there were further analyses to 
ascertain how much of the lactalbumin fraction of 
cow’s milk is left after the customary preparations 
of diluted boiled milk. 


BONE ABSORPTION 


WE have had to discard the conception that the 
adult skeleton is composed of a stable inert tissue, 
reacting only to local insult. Jung! dates our 
present knowledge of the metabolic behaviour of 
bone in infection and trauma from the publication 
of Leriche and Policard’s work.? However that 
may be, no clinical test is better established to-day 
than radiography of the skeleton in cases of, 
suspected deficiencies of diet and of altered endocrine 
function. Jung analyses all the known causes of 
osteoporosis and endeavours to trace the underlying 
factors that may be common to some of them. First 
he is at pains to distinguish osteoclasis, the active 
eating away of bone, from osteolysis, when it passively 
dissolves. The difference histologically, he says, is 
in the presence or absence of the large phagocytic 
osteoclasts. In osteoclasis these cells remove the 
whole of the bony substance, calcium salts, con- 
nective tissue, and collagen. The framework has 
gone, and if the bone is to be regenerated it must be 
rebuilt. Osteolysis is less drastic—almost physio- 
logical—and occurs without apparent cellular activity. 
(This observation, on which the whole conception of 
osteolysis rests, certainly cannot yet be considered 
proven.) According to Leriche, it is possible in 
the less rapid absorptions to distinguish two stages, 
the disappearance first of the phosphates of cal- 
cium, and then of the “ pre-osseous’’ connective 
tissue. The collagen fibres remain, and removal of 
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the agent that has excited the osteolytic process is 
most often followed by reconstitution of the bone 
without any elaborate action of the cells. The 
radiologist often reports this partial disappearance 
of bone as decalcification ; but it is something more 
than that. Osteomyelitis in Leriche’s view provides 
examples of both processes. Simple inflammation, 
through induction of hyperemia, causes osteolysis. 
If a sequestrum forms, then phagocytes appear and 
it is removed by osteoclasis. The process of hyper- 
æmic osteolysis occurs also apart from direct bone 
infection, as in a whitlow, and unnecessary operations 
are at times performed for removal of friable bone from 
the phalanges of fingers through the misreading of a 
radiogram, A sequestrum, being dead bone, should 
be recognised by the denser shadow it throws. Nothing 
preserves the skeleton better than death, says Jung— 
a generalisation that is only apparently paradoxical. 
Teeth without pulp show no caries. 
Once we accept bone as the calcium reserve of th 

body we expect a reaction to metabolic disorder. 
Absorption of bone will be the natural corollary of 
wastage of calcium, and will also be looked for in the 
presence of large calcium deposits elsewhere. Jung 
relates instances of osteoporosis with bone pains 
in cases of intractable diarrhwa, of prolonged biliary 
drainage, and of massive renal calculi. Excessive calls 
on the reserves represented by loss of bony substance 
can presumably be repaired by administration of 
calcium. Other causes of “ osteolysis ” are not so easily 
righted. Jung recognises three main factors: the 
vasomotor, the endocrine, and the chemical. Post- 
traumatic and infective osteoporosis are examples of 
the vasomotor type, the direct cause being local 
hyperemia. That occurring in nervous disorders 
he explains as being a sign of local changes, either 
trophic or vasomotor. The most striking example 
of the endocrine factor is the association of generalised 
osteoporosis with hypercalcemia and parathyroid 
tumour. This is one of the situations in which the 
radiologist and the biochemist join hands in dictating 
to the surgeon and triumphantly await the result. 
Jung produces evidence that supports the suggestion 
that there is also a thyroid type of osteoporosis, 
and perhaps more doubtful evidence of a pituitary 
and suprarenal type. There is enough in the cases 
he reports to call for routine radiography in dis- 
orders of any of these glands. The chemical factor 
in osteolysis is held to be an acidosis, which according 
to Jung explains the bone changes in poisoning 
by lead and by glucose, and in diabetes and renal 
disease. 
is overdosage with vitamin D. This, through lack 


of any adequate conception of its action, he has failed’ 


to classify. 

In the final analysis ‘“‘ osteolysis,” whatever its 
stimulus, is regarded as a result of chemical ch 
in the bone. Its course does not usually justify 
exploratory operation on the bone, and its pathology 
is problematical when compared with the certainties 
of osteoclasis. 


THE SPECIAL AREAS 


DESPITE a general improvement in the economio 
situation, the problem of the Special Areas remains, 
though fortunately in a less acute form. The Com- 
missioner, shows! that in the year ending with 
September there was a reduction of a quarter in the 
number of the unemployed within the Areas; but 
at the beginning of October 210,608 persons were 

+ Report of the Commissioner for the Special Areas of England 


and Wales forthe year ended Sept. 30th, 1937. . 5595. 
London: H.M. Stationery Office. Pp. 209. 8s. S i 5595 


One of the most interesting causes of all 
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still on the registers as unemployed, and if their 
dependants are added this constitutes a considerable 
population. It is not always realised that the first 
schedule of the Special Areas Act 1934 enumerates 
as many as 7 county boroughs, 8 municipal boroughs, 
and 56 urban and 27 rural districts; and some of 


these have been little affected by any returning tide 


of prosperity—e.g., Maryport (38-9 per cent. unem- 
ployed), Cleator Moor (34-9 per cent.), Bishop Auck- 
land (33-4 per cent.), Merthyr Tydfil (35-7 per cent.), 
and Brynmawr (41-3 per cent.). The report is pri- 
marily concerned with the economic situation and 
measures taken to relieve it, but one of its sections 
is devoted to the question of health. On the general 
standard of health the view is taken that “ while 
there appear to be one or two places in which the 
standard is definitely below the normal in certain 
respects, it is satisfactory and, I think, surprising 
that the general level of health in the Areas has not 
suffered more as a result of the long period of depres- 
sion and unemployment through which their residents 
have passed.” Some concern is expressed about the 
adolescent age-group and regret that hitherto there 
has been no statutory authority for the provision of 
meals for the lads and girls attending the junior 
instruction centres. This defect will be remedied if 
a Bill now before the House of Commons passes into 
law. 

Much assistance has been given by the Commis- 
sioner to schemes which bear directly and indirectly 
on the health of the people within the Areas, and 
an appendix to the report details no less than 158 
works of public utility, undertaken by local authori- 
ties, towards which grants were approved during the 
year. Such schemes include closet-conversion and 
sewerage schemes; the provision or extension of 
isolation and general hospitals, sanatoriums, mental 
hospitals ; and the provision of maternity and child 
welfare centres, of which the estimated total cost is 
£1,848,717. Material assistance is thus granted to 
authorities that are hard pressed to meet necessary 
expenditure because of other heavy demands on the 
rates. In addition substantial aid has also been 
granted to voluntary hospitals and district nursing 
associations, and towards physical training, cookery 
courses, and the like. It is thus obvious that the 
activities of the Commissioner are influencing in 
various directions the health of the large community 
within his purview. Improvement in the economic 
situation, in so far as it affects the Areas, will also 
prove a potent stimulus to health in relieving not 
only the straitened circumstances but also the sense 
of hopelessness which is so readily engendered by 
prolonged unemployment, and which so often damages 
physical well-being. 


REFLECTIONS ON CANCER 


THE general reader as well as the expert will find his 
needs met in Dr. W. E. Gye’s third report as director 
of the Imperial Cancer Research Fund.! In the first 
of three short essays Dr. Gye tries to correct some 
widespread misconceptions about the transplantation 
of malignant cells. He begins by pointing out that 
the animal on which such cells are grafted is really 
no more than a living culture medium in which the 
implanted cells live and multiply: “mammalian 
tumour cells which have been propagated for thirty 
years are still the lineal descendants of the cells of 
the original spontaneous tumour from which the first 
graft was made, and they remain foreign cells as far 


1 Thirty-fifth annual report (1936-37) of the Imperial Cancer 
Research Fund, 8, Queen-square, London, W.C.1. 
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as the animal in which they are implanted is con- 
cerned.” Any cells transférred from one animal to 
another—even to another of the same species—are 
essentially foreign, and the host forms antibodies 
that attack them with more or less success. From 
the demonstration of these antibodies two thera- 
peutic ideas have arisen, both of which Dr. Gye 
regards as erroneous. The first is that by repeated 
inoculation of cancer cells the body might be 
immunised against spontaneous development of 
malignant disease; but this is impossible because 
injection of foreign cells will raise resistance only 
against other foreign cells and not against the body’s 
own cells however malignant these may become. 
The second is that repeated inoculation of an animal 
will produce sufficient antibodies to make its serum 
curative when injected into a human being ; but this 
is impracticable because such a serum, though it may 
have an enhanced potency against foreign cells, will 
be non-specific in its action—that is to say, it will 
attack the normal cells of the patient if it attacks 
the malignant ones. This vital argument against the 
possibility of serotherapy in cancer is supported by 
observations made by Dr. H. J. Phelps in the Fund’s 
laboratories. 

In a second essay Dr. Gye reviews the progress 
being made with filtrable tumours, and in a third he 
outlines the situation of experimental carcinogenesis, 
ending with a reference to the way in which Bittner 
and Little in America have altered the susceptibility 
of mice to mammary cancer by having them suckled 
by mice of a different strain. ‘‘ Little has carried the 
experiment a stage farther by transferring tubal ova 
from high cancer strains to the uteri of low strains. ... 
Up to the time of publication no cancers had been 
observed.” A separate and concluding essay of the 
report is a valuable brief review of “social and 
economic factors of malignant disease” by Prof. 
Major Greenwood, F.R.S. 


X RAY TREATMENT OF RHEUMATIC CARDITIS 


THE use of salicylates in acute rheumatism has 
long been accepted, but many authorities hold that 
they have no direct influence upon possible cardiac 
complications. For example, at a meeting of the 
Melbourne Pediatric Society 1! Dr. Boyd Graham, 
restating the case for these drugs, urged that they 
cut short the duration of fever, minimised pain, 
reduced the exudative lesions, and had some sedative 
effect, but he went on to state that they did not stamp 
out the infection, protect the heart adequately, or 
prevent recrudescences. Hence the discovery of any 
other therapy would be sure of a welcome. When, 
however, Dr, John O’Sullivan on the same occasion 
referred to the value of X rays none of the other 
speakers appeared to have had experience of this form 
of treatment. It is now almost twelve years since 
Levy and Golden treated their first patient with 
X rays and they have followed 48 with enough care 
to warrant a close analysis.? They claim that the 
irradiation has a favourable influence on various forms 
of low-grade infection, and in preliminary studies 
they found that certain changes could be traced in 
electrocardiograms from patients with rheumatic 
heart disease indicating that the X rays had 
apparently produced definite improvement. Of their 
48 patients 12 have died, but 25 of the 36 survivors 
were regarded as improved by the treatment. 
Clearly dosage. and technique are very important 


1 Med. J. Aust. Oct. 9th, 1937, p. 621. 
io T: L., and Golden, R., Amer. J. med. Sci. ORNER 
Pp 
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‘since harmful reactions in the myocardium and 
pericardium have been reported after irradiation. 
The following is their own summary of their method : 

“ In giving the treatments the following factors were 
used: 200 kv. (peak); 0:5 mm. copper plus 1 mm. 
aluminium filter; “50-cm. target skin distance. The 
field was made large enough to include the heart, using 
one field in front and one posteriorly. Approximately 
60 r as measured in air, without back-scattering, was 
applied to the front of the chest and from 100 to 125r 
to the back, depending upon the depth of the patient’s 
thorax. The object was to distribute approximately 60 r, 
as measured in air, throughout the heart area, correspond- 
ing to about 1/10 of the old ‘erythema dose.’ If there was 
evidence of a systemic reaction to this dose the quantity 
of radiation was decreased. The treatments were given 
at intervals of two weeks for four sittings. Then a period 
of one to three months was allowed to elapse, and the 
series of four was repeated.” 


It is of course notoriously difficult to prove a 
connexion in rheumatic heart disease between therapy 
and clinical improvement, but it is significant that 
in a number of patients observed by Levy and Golden, 
in bed for months with signs of smouldering activity, 
the carditis showed signs of subsiding soon after 
radiation was begun. Several, in spite of severely 
damaged and greatly enlarged hearts, have remained 
free from demonstrable active carditis for over ten 
years. It is thought that on the whole low-grade 
forms of cardiac infection respond better to irradiation 
than the more acute types. 7 


CONSTRUCTIVE SURGERY 


THE account on another page of a plastic operation 
performed at St. Bartholomew’s Hospital a hundred 
years ago reminds us that this is one of the oldest 
branches of surgery. In past ages, however, its prac- 
titioners were largely preoccupied with the narrow 
problem of rhinoplasty. Their work was carried 
on in an atmosphere of suspicion and intolerance, 
and its foremost exponent in the sixteenth century, 
Tagliacozzi, paid a posthumous penalty for inter- 
fering with divine handiwork by having his bones 
disinterred and scattered over unhallowed ground ; 
to-day his statue adorns Bologna. In modern times 
plastic surgery received a substantial fillip from the 
war but its field was somewhat arbitrarily limited 
to maxillo-facial repair. In many parts of the world 
this is still the favoured region for the exercise of a 
specialty that is regarded as an offshoot of otorhino- 
laryngology. In Great Britain and in certain parts 
of the U.S.A., however, the past twenty years have 
seen a remarkable extension of the scope of plastic 
surgery and a changing conception of its relationship 
to other specialties and to surgery in general. The 
operations undertaken now include the reconstruc- 
tion of. a wide variety of superficial defects, con- 
genital and acquired, the cure of which necessitates 
a study of the fundamental principles of repair. 
Such a constructive ideal has more in common with 
orthopedic than with ordinary surgery, and contra- 
verts John MHunter’s dictum that operations are 
a reflection on the healing art, an attempt to get by 
force what should be got by strategy. An increasing 
number of surgeons to-day are concerned not with 
the cure of disease or the relief of pain but with the 
repair of defects which will not shorten the patient’s 
life by one minute nor give him a moment’s physical 
‘suffering. Their aim is to restore appearance to 
normal in order to enable men and women with some 
noticeable abnormality of structure to pass among 
their felowmen without comment, to earn their 
living, to marry, and to become economically stable 
members of the community. The concept that 
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surgery can be usefully employed for the relief of 


mental suffering has taken long to gain general 
acceptance ; and even now that it is established the 
public has not yet realised that the plastic surgeon 
does not confine his activities to the treatment of 
minor cosmetic disabilities. Those who dabble only 
in this relatively insignificant part of the field are 
indeed regarded with a certain suspicion by their 
colleagues, even as the otolaryngologist looks down 
upon the tonsillectomist, the general surgeon on the 
appendicectomist, and the proctologist on the “‘ pile 
doctor.” Two of the largest teaching hospitals in 
London have now established plastic departments 
and others will doubtless follow. Admittedly the 
subject has no examination significance but its 
teaching value is high because its practice gives the 
student a first-hand knowledge of the supreme 
importance of the fundamental principles of surgery. 
Without real craftsmanship, extreme gentleness in 
the handling of living tissue, rigid asepsis and hsemo- 
stasis, and accurate apposition without tension in 
wound suture, the results cannot be satisfactory. 
The value of this work to the community has been 
demonstrated by the plastic unit established by the 
London County Council and by services in many 
hospitals in London and in the provinces, notably in 
North Staffordshire, Birmingham, and Manchester. 
The specialty will assuredly develop still further in 
the future, though its progress will never be fast. 
In view of the time and strain involved in treatment 
and the bitter disappointment associated with 
failure to improve appearance only those who have 
a real lave of craftsmanship and are willing to submit 


themselves to an arduous training of hand and eye 


are likely to achieve success. 
XN 


Mr. Philip Mitchiner has been returned unopposed 
as a representative of registered graduates in medicine 
on the senate of London University. 


From Jan. Ist, 1938, the editor of Brain will be 
Dr. F. M. R. Walshe, 56, Portland-place, London, 
W.1, to whom exchange journals and. books for 
review should be sent. 


Dr. Charles Sanders, who died on Dec. 18th in 
his seventy-ninth year, was for more than thirty years 
medical officer of health for West Ham. In 1917-18 
he was president of the Society of Medical Officers 
of Health. 


CANCER CAMPAIGN IN MANCHESTER. — At the 
annual meeting on Dec. 16th of the Christie Hospital, 
Manchester, the Lord Mayor presiding, Lord Horder 
suggested that there might have been too little effort 
on the part of the doctors to take the public into 
their confidence. As reported in the Manchester Guardian, 
he said that the incidence of cancer had not diminished, 
but a good deal of the terror had been removed, partly by 
increased knowledge leading to early diagnosis and partly 
because the relief of pain had become more rational than 
in the past. He could think of no advance more timely 
than an attempt to put upon a scientific basis the ways 
in which pain was actually produced. In this the 
Manchester group had shown initiative. He spoke of the 
clinical research committee set up this year by the British 
Empire Cancer Campaign which was able to keep in touch 
with 17,000 cases of cancer each year in the hospitals of 
Greater London by means of a uniform scheme of register- 
ing the methods and effects of treatment which would 
enable comparisons to be made, Lord Horder concluded 
by remarking that cancer was a specific disease of the 
individual. Like every specific disease, whether microbic 
or not—and probably it was microbic—sooner or later it 
must come under control. 


i? 
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POST-GRADUATE. LECTURES 


THE following extract from an address given by 
Mr. Butler at the London Hospital concludes our 
series of summaries of post-graduate lectures delivered 
during the autumn in the London teaching schools. 


TREATMENT OF SOME GENERAL 
INFECTIONS 
(Mr. E. C. B. BUTLER) 


IN discussing infections generally I propose to deal 


shortly with the treatment of three conditions— 
carbuncles, infected hands, and osteomyelitis. 

Carbuncles have been treated in many ways, and 
are still a great source of argument. The routine 
treatment at the London Hospital is now conservative 
and operations are rarely performed. Fomentations 
are used in the early stages, and directly the dis- 
charge has begun hypertonic saline compresses are 
applied (1 oz. to a pint of water). These have been 
found better than magnesium sulphate and glycerin 
compresses as they are less painful to the patient. 
For out-patient treatment, however, the latter are 
more convenient. Surgical treatment is limited to 
picking out the slough when this is loose. This 
method of management is apt to take rather longer 
than more radical methods, but I am convinced that 
the cosmetic.result is better and the patients have 
less pain. 

Although infected hands are less common than they 
were, owing to better first-aid treatment in factories, 
there are still a sufficient number seen at this hospital 
to warrant the existence of a daily clinic for their 
treatment. I should like to emphasise especially the 
following points about them :— 


First, do not wait for fluctuation to occur in 
pulp infections ; if you do, owing to the local anatomy, 
the bone will almost certainly have died. The pre- 
sence of a tense tender pulp is a sign that operation 
is needed urgently. 

Secondly, I should like to draw your attention to 
the importance of an adequate incision under general 
or block anesthesia. I realise how difficult this may 
be, but it is lamentable to see the number of cases 
in which an operation has been performed under 
ethyl chloride, the tension in the part has not been 


adequately relieved, and the patient later develops 


osteomyelitis of the phalanx. 

Thirdly, there is the question of post-operative 
treatment, especially in tendon sheath and palm 
infections. If an ample incision has been made it 
is usually necessary to give no treatment other than 
dry dressings and to change the dressing only when 
this is absolutely essential. The hand and arm 
should be supported on a pillow or arm rest. Salt 
baths are now used infrequently as an after-treat- 
ment, for they tend to make the part ‘soggy ”’; 
they can, however, be given before operation or if 
any pocketing occurs. As regards active or passive 
movements, I believe that generally, and guinpe | 
In streptococcal cases, they are dangerous until a 
infection has subsided. 


In tendon-sheath infections I now immobilise the 
affected finger in a light plaster splint with all the 
joints slightly flexed and incorporate this in a wrist 
plaster, leaving the unaffected fingers and thumb 
free for active movements. By this method the 
danger of a recrudesence of infection is prevented 
and the finger is fixed in the best position if ankylosis 


occurs, as happens only too often owing to the slough- 


ing of the tendons, arthritis, or osteomyelitis. 


Osteomyelitis, although rare in general practice, is 
still commonly seen in the east end of London. In 
the last twenty years 600 cases of. primary acute 
osteomyelitis have been admitted to the London 
Hospital with about 130 deaths ; and so far this year 
we have admitted 14 primary and 30 recurrent cases, 
so that the treatment of this condition is still a 
definite problem. Here again the tendency is towards 
conservatism and for the purposes of treatment I 
think the cases can be roughly divided into four 
groups. 

1. The fulminating cases which rapidly die of 
pyemia despite any kind of treatment.—It is this 
group which maintains the high mortality. The 
general treatment is here most important and con- 
sists in the giving of fluids and glucose in an attempt 
to combat the toxemia. Locally the limb should be 
kept splinted and operative measures should usually 
be confined to the incision of the periosteum, since 
further interference tends to increase the danger of 
pyzemia, 

2. The less acute and more common type in which 
the toxemia is less and the local manifestations are 
more obvious.—I do not think these cases are as a 
rule surgical emergencies. Most of them can be 
watched for a day or so in the hope that localisation 
of the infection may occur, and drainage of a peri- 
osteal abscess may be performed with or without 
drilling of the bone. 

3. Osteomyelitis in the course of a generalised 


pyemia, of which it was not the primary cause.— 


Such cases almost always need watching before 
operation, until the patient has developed sufficient 
resistance as shown by the blood count or by the 
formation of a localised abscess. Operation before 
this has happened may easily be fatal. This is illus- 
treated by the case of a girl who developed astaphylo- 
coccal pyzemia after an infection of the thumb and 
later developed an osteomyelitis of the fibula. This 
was treated conservatively for six weeks, after which 
drainage and sequestrectomy was performed at the 
same operation. You see her now returned from con. 
valescent home in a walking-plaster. 

4, The type which occurs in adulis.—This is often 
preceded by a boil or carbuncle and the site of the 
disease tends to be in the shafts of the long bones 
and near the foramina of the nutrient canal. The 
onset is often subacute and the condition shows in 
the radiogram as a localised abscess in the centre 
of the bone. These cases respond well to removal 
of one bony wall, ‘‘ saucerisation ” of the cavity and 
immediate packing and plaster. 


Finally let me say a word on the after-treatment of 
cases of osteomyelitis of the lower limb. When the 
acute stage has subsided, or after the removal of the 
sequestra, these patients are allowed up as soon as 
possible in a plaster fitted with a walking-iron: 
they are then encouraged to use their leg, as by this 
means new bone-formation is stimulated and decalci- 
fication prevented. This method is similar in principle 
to the ambulatory treatment of fractures of the leg. 
When walking is allowed the leg should be radio- 
graphed periodically, so that it may not become 
deformed inside the plaster without anyone noticing. 


CHILDREN’S HEART Home, LANCING.—Miss Helen 
Simpson visited the Children’s Heart Home at Lancing, 
Sussex, on Dec. 8th, to open a new nurses’ home, 
the building of which was begun after a successful 
broadcast appeal by Miss Simpson last year. She after- 
wards addressed a meeting of visitors and expressed her 
views on the nursing problem, emphasising the importance 
of comfortable living quarters and the provision of pen- 
sions. The home now requires £1000 to clear itself of 
debt on the new building. 
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SPECIAL ARTICLES 


MEDICINE AND THE LAW 


Inquests and Publicity 


AN inquest on an exhumed body naturally attracts 
publicity. The Bath inquest on the body of Ellen 
Ruddle was no exception. There was a history of 
drug addiction. The deceased was found wandering 
in a public park last August, scantily clad and behav- 
ing strangely. She was removed to the local public 
assistance institution where she died on August 31st. 
A few days later she was buried, but the receipt of an 
anonymous letter about a fortnight later caused the 
police to investigate. Rumours, no doubt, were 
busy. Ellen Ruddle, an unmarried woman, had 
borne a child in 1934. The books of various chemists, 
examined by the police, showed that large quantities 
of morphia had been administered to her from 1931 
onwards. Dr. R. G. Gordon, who had attended the 
patient in Bath, described at the inquest the course 
of treatment adopted in the attempt to cure the 
addiction. The patient had originally been sent to 
him by a doctor who had treated her in Wiltshire. 
Dr. Gordon detailed his unsuccessful efforts at first to 
cut off the drug altogether. He had found himself 
obliged to let her have 6 grains daily ; any endeavour 
to diminish the daily amount below 2 or 3 caused the 


reappearance of symptoms of pain and difficulty of 


treatment which he described. As nurses were 
difficult to find and there was no money for 
nursing or administering drugs, she was finally 
allowed to administer the drug herself, obtaining 
it from chemists in amounts limited by his pre- 


scriptions. The jury returned a verdict, in accordance . 


with the evidence of Sir Bernard Spilsbury and 
Dr. Roche Lynch, that death was due to exhaustion 
and general mental deterioration arising out of chronic 
morphine poisoning. Dr. Roche Lynch had said 
that Ellen Ruddle did not die from the effects of 
poison or any other noxious substance. Sir Bernard 
definitely stated that she was not pregnant shortly 
before death and had had no recent miscarriage. 

The Departmental Committee on Coroners issued 
last year a report of which no effective notice has been 
taken. It recommended that the press should be 
forbidden to publish accounts of proceedings at 
inquests, that the coroner’s jurisdiction should be 
limited to the investigation of the facts how, when, and 
where the death occurred, and that this investigation 
should be clearly distinguished from any trial of 
civil or criminal liability. Critics considered that 
the plan might not work easily. The inquest on 
Ellen Ruddle shows how unsatisfactory the position 
can be even when the coroner is scrupulously careful 
to confine inquiry to the limited issues and to avoid 
any animadversions on the character of persons who 
are not really put upon trial. In the Bath inquest, 
most correctly conducted, Dr. Gordon was an 
important witness. It was necessary under the 
routine practice, since his conduct might be called 
in question, for him to be cautioned before giving 
evidence. The coroner explained in the usual way 
that he was not obliged to give evidence, and that any 
evidence which he might give would be taken down 
and might be used against him elsewhere. The 
witness replied that he fully understood and he 
wished to give evidence. One is bound to reflect 
that, if he had refused, a number of people would 
have concluded that he was guilty of unspecified 
crimes. Even when he volunteers ta give evidence, 


the fact of the caution is likely to create in the minds 
of members of the public who read the widely published 
proceedings an impression that a witness thus warned 
is suspected of malpraxis or whatever sinister conduct 
the imagination can suggest. 


Puerperal Fever Infection 


An inquest was held at Derby last week upon the 
death of a woman after puerperal fever. The Health 
Department of the local authority had drawn the 
attention of the coroner to the case. There was a 
question whether infection had been conveyed by the 
midwife. The medical attendant of the deceased 
told the coroner that, two days after birth, there was 
a temperature of 99-6° F.; on the third day it was 
102-6°. He ordered the patient’s removal to the 
City Hospital, where she died a few days later. ‘The 
municipal midwife who attended the birth said that 
she took all precautions by way of sterilisation on 
each occagion when she dealt with the patient. She 
had no gloves; gloves had been issued since. Dr. 
Annie R. McKail, supervisor of the midwives under 
the Derby Corporation, said it was inadvisable for a 
midwife who attended a case of abortion to go within 
an hour to a normal confinement. No instructions 
on this point had been issued to the Corporation’s 
nurses ; in reply to the coroner, she thought it might 
be desirable that they be so instructed. The jury, 
in returning a verdict of “death by misadventure,” 
added a rider recommending that the local health 
department should not allow its midwives to pass from 
a case of miscarriage to one of normal confinement. 
There was a conflict of medical opinion on the question 
of actual infection in the case under inquiry. Dr. 
G. R. Osborn, pathologist at the City Hospital, 
regarded the strains of infection of the two patients 
as entirely different. In his view the suggestion 
that infection from the case of abortion was responsible 
for the illness of the deceased was ‘as near to the 
impossible as makes no matter.” On the other hand 
Sir Bernard Spilsbury expressed the opinion that one 
could never be certain that an abortion would be 
aseptic ; he could therefore not exclude the possibility 
that the deceased was infected from the othér case. 
He conceded that abortion was a mixed infection and 
that an organism present in one case might be absent 
from another. But, having regard to the circum- 
stances, he was satisfied that the infection came from 
outside ; he thought the other case seemed the most 
likely source. | 


Unsuccessful Charge of Wrong Diagnosis 


Failure to diagnose pulmonary tuberculosis was 
alleged in a recent action against a doctor at Man- 
chester assizes (Saxon v. Pearce). The case was tried 
by Mr. Commissioner (now Mr. Justice) Henn Collins, 
who came to the conclusion that the signs of this 
disease might not be at all times apparent; he 
consequently found himself unable to hold a medical 
man negligent who failed to detect them. 

Mr. Saxon, the plaintiff, joined the Lancashire 
constabulary in May, 1934, as a probationer. He had 
passed the medical examination and he went through 
the strenuous period of police training. In J anuary, 
1935, he said, he saw Dr. Pearce, the defendant, who 
acted as deputy for the police doctor. Mr. Saxon 
said he complained of a persistent cough which had 
begun in the previous November, and he was given 
medicine for catarrh. His cough continued ; he lost 
weight. At the end of May his mother took him for 
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a fortnight’s cruise. There was no improvement in 
the cough, he felt tired and had no appetite. These, 
he said, were symptoms which indicated tuberculosis. 
In September he was transferred to a seaside division. 
He there consulted another doctor who diagnosed 
tuberculosis and referred him to the district police 
surgeon and then to one of the county tuberculosis 
officers. On Sept. 27th he was sent to the Elswick 
sanatorium. He was discharged in March, 1937, 
because he had made some progress, but on Oct. 8th 
last he was sent to the Aitken sanatorium where he 
was still an inmate. The deputy medical superin- 
tendent of the latter institution gave evidence that 
the plaintiff was now suffering from tuberculosis in 
both lungs ; the disease was advanced and there was 
ulceration ; his expectation of life could hardly be 
more than a few years. The defendant doctor gave 


evidence of his treatment of the plaintiff ; he had not 


regarded the cough as the result of tuberculous infec- 
tion. Dr. K. M. Duncan, the senior surgeon to the 
Lancashire Constabulary, spoke of having examined 
Mr. Saxon; there was a history of chronic coughing 
and the patient described his condition fully. Dr. 
Duncan found no evidence of localised disease in the 
lungs. In the judge’s view, if Dr. Duncan found no 
physical signs, it was not easy to blame Dr. Pearce 
for not having found them at an earlier stage. The 
judge thought that a man in the plaintiffs position, 
_ faced with the awful blow which had overtaken him, 
was apt to attribute his misfortune to some neglect 
at some stage of his treatment. He also thought 
that the strong conflict of recollection in the case was 
in part to be explained by the plaintiff having done 
some quite honest reconstruction in his mind. On 
one point the conflict was remarkable. Mr. Saxon 
said that, at a particular interview, Dr. Pearce had 
examined him with a stethoscope through his clothing 
(two pullovers and a vest). The judge accepted Dr. 
Pearce’s denial of this incident and said he thought 
it never happened. He could see no reason why the 
defendant doctor, if in fact he was being slipshod, 
should go through a form which was entirely useless. 


TUBERCULOSIS IN WALES 


TWENTY-FIVE YEARS’. WORK OF THE 
NATIONAL MEMORIAL ASSOCIATION 


EARLY in the New Year will be held in Cardiff the 
second meeting of the committee appointed by the 
Minister of Health to inquire into the anti-tuberculosis 
service in Wales and Monmouth. At this meeting 
witnesses will be heard in support of a memorandum 
presented by the King Edward VII Welsh National 
Memorial Association. This association, of which Dr. 
D. A. Powell is principal medical officer and Colonel 
S. Lyle Cummins director of research, has recently 
issued its twenty-fifth annual report. 


In 1936 the National Memorial Association 
provided 1683 beds for tuberculosis cases, a number 
slightly increased during the present year but still not 
regarded as adequate provision for the principality. 
In 1935, for example, Glasgow had 129 beds and 
Sheffield 133 beds per 100 deaths, compared with the 
84 in Wales. Actually Sheffield has not as many 
deaths from tuberculosis as Wales, yet the number of 
beds is greater. The out-patient department is run 
through the nine tuberculosis institutes and affiliated 
visiting stations each with a tuberculosis physician 
(and nearly always an assistant) in charge who is 
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kept busy not only with the out-patients and their 
selection for hospital treatment but with their care 
after admission. Nor is the work confined to care of 
the sick in hospitals and sanatoria and the watching 
of the patients at the clinics. The association arranges 
for the examination of sputa at the nearest public 
health laboratory or in the more complex specimens, 
needing concentration or inoculation, at. its own 
central laboratory in Cardiff. 


The Association owes its inception in 1911 to the 
growth of the idea that an organisation combining the 
work of tuberculosis care throughout Wales might 
succeed where the isolated efforts of local authorities 
would fail, at least in the poorer and more remote 
districts, and the offer of £250,000 by Mr. David 
Davies (now Lord Davies of Llandinam) and his 
sisters rendered it possible to make a start in getting 
suitable buildings for the new endeavour. Then 
came the Insurance Act and the Association promptly 
applied for recognition as a part of the machinery con- 
templated under the scheme. A royal charter was 
obtained and the local authorities agreed to codperate. 
The work was at first completely voluntary but the 
necessities of the time called for aid from the State 
and the local. rates and when, after the war, the 
Ministry of Health took control the Association was 
able to maintain its character as a comprehensive 
unit for Wales. Starting with the small sanatorium 
taken over from the combined counties of Car- 
marthen, Cardigan, and Pembroke—the West Wales 
Sanatorium as it is now called—the Association had 
now built the great sanatoria of North Wales and 
South Wales, the splendid institutions of Llangwyfan 
and of Pontywall. It had taken the old house of 
Glan Ely and was busy converting it into a hospital ; 
it had extended into Beechwood at Newport and was 
already looking for something better for the Mon- 
mouthshire patients ; it had acquired the hospitals of 
Cymla at Neath, Brynseiont in Caernarvonshire, 
Llangefni in Anglesea, Tregaron in Cardiganshire, 
Medowslea in Flintshire, and it was in treaty for the 
Adelina Patti Hospital, Craig-y-nos, the Tredegar 
Hospital at Cefn Mably, the Sealyham Hospital in 
Pembrokeshire, and various extensions of its scheme 
of out-patient work. 


Then came another demand, the application of 
numerous patients for surgical care. Work of this 
kind had already been done at the North Wales 
Sanatorium and at Glan Ely Hospital, institutions 
which had early accepted surgical cases, but this was 
felt to be insufficient and after search round the coast 
of West Wales the house of the Kensington family at 
St. Bride’s Bay in Pembrokeshire was selected. The 
Kensington Hospital now holds about a hundred 
juveniles. The care of surgical patients is on a 
system, borrowed with modifications from the plan 
developed by Dame Agnes Hunt in Shropshire, by 
which visiting surgeons carry out rounds and nurses 
make special visits to surgical cases in need of their 
services, and patients are carefully watched and 
treated while waiting for admission or after discharge 
in an apparatus. This scheme has advanced on 
sound lines and goes far to meet the needs of the 
sufferers from surgical tuberculosis. The Association 
deals also with the surgical side of pulmonary tuber- 
culosis with the help of the consultant surgeon, Mr. 
Morriston Davies, seconded in South Wales by 
Mr. C. Price Thomas and Mr. A. L. d’Abreu at Sully 
Hospital, the latest and most spacious unit to be 
added to the scheme. There are also first-rate 
facilities for the control of artificial pneumothorax 
by radiography. 
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GRAINS AND SCRUPLES 


| 


Under this heading appear week by ,week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM A CIVIL SERVANT 


l IV 

“ Porter! Put my skis in the carriage with me, will 
you ? ”—“ Mine were registered through from Innsbruck, 
thank goodness.” 

“Quite primitive, my dear. Just snow and Griiss 
Gotts. Too fit-making. But the instructor! Robert 
Taylor—except that he had nicer ears.” l 

“What about a drink in the Pullman ? ”—“ Thanks, 
but tea for me after that crossing, darling. TIl come 
along now ; Elise is lookin’ after our things.” 

$ ae k. , 

From Christmas onwards for the next three months 
conversations such as these can be heard at Dover 
Marine Station among the throngs of well-to-do 
English returning from that best of all holidays, 
winter sports in the Austrian Tirol. 

Through a byway of medical practice, the Medical 
Inspection of Aliens, I was led to discover another 
not so fortunate crowd of travellers from Austria 


who come in not for three months of the year only 


but every day. For the last, few years 12,000 or so 
Austrian girls and women have entered England 
annually to take employment, the vast majority as 
domestic servants. The “servant problem ” is bad 
enough as it is—without them it would be desperate. 
Soon perhaps it will be desperate in Austria ! 

Now how do these girls come into England and 
what are their first impressions of this country likely 
to be? They have been travelling—third class—for 
a minimum of thirty hours and often for fifty hours 
with two nights in the train. After a four-hour 
crossing from Ostend, perhaps cold and rough, they 
land at Dover carrying all their luggage in a large 
suit-case or two, they stand in a queue until they are 
interviewed—after the foreign business and private 
visitors have been seen—by the immigration officials, 
who, however sympathetic they may feel, must think 
first of the others waiting behind and sacrifice the 
graces to speed. The long wooden shed, draughty or 
stuffy according to the season, is filled with anxious 
worried faces trying to understand the questions put to 
them in a strange language. Sometimes there may 
be a hitch—some flaw in the papers. ‘“‘ There’re 
enough tears shed in this room to float a battleship,” 
a sympathetic official told me. 

Next comes the doctor. They wait in a little 
room and are brought in one by one by the nurse. 
The doctor looks them over, feels their pulse and asks 
them a question or two, and occasionally selects 
someone for more detailed examination. Shunting 
trains just outside, the language difficulty, nervous- 
ness and fatigue, all contribute to the ordeal. Even 
when ‘“‘ passed ” by the doctor, they cannot escape 
quickly. For the first time in the lives of many of 
them they encounter the English door-handle—a knob 
which must be*turned—instead of the latch which is 
universal in Austria. Then the Customs.... Finally 
they emerge on to the station to find that the boat-train 
has gone and they must wait for a ‘“‘ slow ” to London. 

Even if they had any money—most of them have 
none—the prices in English currency charged at the 
refreshment room are beyond their means. Tea they 
do not know and our coffee they would probably 
not recognise. When they do eventually arrive at 
Victoria any mistress who has cometo meet them on the 
boat-train has almost certainly faded away in despair. 


‘marked 


Small wonder that many of them—still with a journey 
perhaps to Scotland in front of them—are reported 
to be “in a hysterical condition.” | 


x ae ae 


What a difference it would make if a sympathetic 
German-speaking woman was present to meet the 
two daily boats on which the great majority arrive, 
to explain to them what was happening, to help them to 
catch the train and, if it was lost, to suggest how and 
where they could spend their time of waiting—perhaps 
to see them provided with hot drinks or food. 

The Travellers’ Aid Society have kindly consented 
to help in providing such a service if sufficient funds 
are raised by this appeal. I would ask anyone who 
has ever enjoyed a holiday in Austria, anyone who 
has ever benefited ‘from the services of an Austrian 
maid, anyone who would like the impressions of 
England carried away by deserving guests of ours 
to be pleasant ones, to send a contribution to the 
Travellers’ Aid Society, 140, Gloucester-place, N.W.1, 
“ Foreign Fund.” Please: ... 
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December 23rd, 1837, p. 470. 


From an account of a plastic operation on the nose 
performed at St. Bartholomew's Hospital. 


“ Operations”, said the greatest surgeon which this 
country ever produced, John Hunter, “are a reflection 
on the healing art; they are a tacit acknowledgement of 
its insufficiency. It is like an armed savage, who attempts 
to get that by force which a civilised man would get by 
stratagem. No surgeon should approach the victim of his 
operation without a sacred dread and reluctance, and should 
be superior to that popular élât generally attending 
painful operations, often only because they are so, and 
because they are expensive to the patient ’’.—Lectures on 
the Principles of Surgery, page 210. It sometimes occurs 
(and we lately saw an instance of this kind in the case of 
one, who once aimed at being the rival of that great man, 
from whose works the above lines are taken) that the 
surgeon pores for half an hour over the amputated sur- 
face, looking in vain for the arteries, and seizing at last, 
with a rough grasp, nerves, veins, and muscular substance, 
tying them up together in spite of the cries of the patient ; 
here one may be excused, if he estimate not very highly 
the operative branch of surgery, which is connected with 
such sacrifices to the patient, although the fault may lay 
more with the surgeon than with the art which he pre- 
tends to exercise. There is, however, a branch of opera- 
tive surgery, to which the above reproach cannot be made, 
that it only destroys. We mean plastic surgery, as applied 
to a great many malformations and diseases; a branch 
of surgery in which alone the operating surgeon ‘becomes 
a real artist. The formation of a nose, for instance, 
requires much more attention than is generally believed ; 
almost every case requires a different mode of operation 
and some variation in the after-treatment; hence the 
great variety of the modes of operating according to the 
nature of the deformity. Indeed no small portion of in- 
genuity, skill, and imagination is required, to select always 
the best method, as the chief end of the operation is often 
only the removal of a disfiguration. Though John Hunter 
had performed, a long time age, some well-known experi- 
ments on transplantation ħi animals; though Carpue 
was the first who introduced the Indian rhinoplastioc 
operation into Europe, viz., the formation of the nose 
from the skin of the forehead, this interesting branch of 
operative surgery seems not to have found many culti- 
vators in this country, though disfigured faces are, perhaps, 
as frequent in London as anywhere else. 
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CORRESPONDENCE 


THE ROBERTSON LAVALLE OPERATION 
To the Editor of THE LANCET 


Sir,—In your annotation (Dec. 4th) on Prof. 
Robertson Lavalle’s article you wrote: ‘‘...in this 
country it is desirable, we think, that the work on 
tuberculosis of bone should be repeated before any 
attempt is made to test the merits of lung puncture.” 
For the last eight years I have been trying out the 
Lavalle operation for “‘ tuberculous ” rarefying osteitis 
in cancellous bone in selected cases. 

The whole question is too big to be discussed or 
even described in a letter. The correct reading of 
X ray appearances presents the greatest difficulty. 
In 1929 Prof. Robertson Lavalle called on me and 
showed me radiograms of some of his cases and 
explained his idea. The claim that this procedure 
“ cured ” the tuberculous disease seemed too fantastic 
to be true, but there was no denying that the X ray 
pictures showed unexpectedly rapid and complete 
healing of the lesions in the bones. 

At that time I was much worried about a boy in 
St. Vincent’s Hospital with hip disease. Although 
he was fixed on a double hip splint in an open-air 
hospital, and although there was no caseation or 
abscess, the patient was losing weight, sleeping 
badly, and suffered from loss of appetite. Successive 
radiograms over a period of two years showed that 
both the head of the femur and acetabulum were 
steadily crumbling away by a process of dry caries. 
After some persuasion Prof. Lavalle consented to 
operate, but said the case was not a fair one on which 
to test his theory. I had already been warned by the 
ward sister that unless I did something soon the boy 
would be too weak for operation Two days after 
the operation sleep improved; in a week appetite 
had returned ; and convalescence with the inevitable 
ankylosed hip was uneventful. After this I began 
doing the operation, at first only on cases which 
were not doing well on the rest and open-air treat- 
ment which I had learned from the late Sir Robert 
Jones. In 1931 after watching a knee steadily 
deteriorating for 11 months I operated with the 
surprising result of recovery with full movement 
within six months! Nevertheless it is only in the 
last eighteen months that I have summoned up 
courage to operate on early cases without waiting 
to see whether radiography showed spread of the 
diseased foci under the old treatment, and recovery 
with movement is occurring in some of these. 

When we have reached such a pass that the only 
articles published on joint tuberculosis are those 


- dealing with different methods of ankylosing tuber- 


culous joints it is high time somebody tried some- 


' thing new in the hope of “ stopping the rot ” before 


a stiff joint is inevitable. 
may say :— 

1. I have never operated on a case with an open 
sinus or palpable abscess. 

- 2. Many times I have waited too long before operat- 


Of my own experience I 


- ing and found commencing caseation in an area which 
_ I thought was still in the active stage. 


8. Some cases have recovered without disorder of 


, joint surfaces and with free movement. 


4. No case has gone wrong as a consequence of the 
operation, and in only one case was there a sinus 
which persisted for some months. 

5. In every case the patient’s general condition 
has improved. 


The difficulty of the procedure lies in reading the 


_ radiograms correctly. The operation is not a routine 


operation, and each exploration is of the nature of a 
laboratory experiment. For some time I have been 
trying to write up my cases, but the difficulty is that 
fine structural changes seen with a magnifying 
glass in X ray negatives cannot easily be reproduced 
in photoprocess blocks. 
I am, Sir, yours faithfully, 
Harley-street, W., Dec. 19th. D. MCCRAE AITKEN. 


ASSESSMENT OF PSYCHIATRIC TREATMENT 
To the Editor of THE LANCET 


Sir,—It appears to me that the chief interest in 
Dr. Curran’s paper lies, for the general reader, not so 
much in the mere assessment of cases, as in the 
demonstration that a large proportion of neurotic 
patients may be benefited by a very short course of 
interviews. This is such a significant departure 
from, and so absolutely contrary to, the tenets 
originally formulated by Freud, that it enables us to 
recognise the very much broadened views which have 
been adopted by some psychotherapists within 
recent years. 

I venture to suggest that a still broader view of 
the theory of psycho-analysis—a view which is well 
recognised in circles outside that of practising psycho- 
therapeutists—may afford a simple solution of the 
problem. under discussion. 

The basic principle of modern psychotherapy is to 
seek out and expose the mental process which 
underlies and gives rise to the neurotic symptoms. 
Now this root cause would be discovered in materially 
different, and indeed incompatible, forms in the same 
patient by different psychotherapeutists according to 
the schools in which they practise—that is, briefly, 
the schools of Freud, Adler, Jung, or independent. 
It may be therefore inferred that the exact nature 
of the root cause as revealed to the patient is not a 
matter of the greatest significance, provided that it 
is an acceptable form, and that it is represented in a 
convincing manner. 

Two factors are involved in making such a con- 
vincing representation: first the mental receptivity 
and adaptability of the patient; and secondly the 
self-confidence of the therapist. Neither of these 
two factors can be assessed on any sure basis, and so, 


provided their essential character be admitted, it 


would be irrational to test a minor measure in the 
first instance, and to proceed with one of the codified 
and more intensive methods in the case of failure. 

It would appear, from the correspondence on this 
subject, that psychotherapists themselves are in very 
little better state as regards assessment, and that in 
the great uncertainty which admittedly exjsts, the 
simple routine practice might be adopted of first 
adopting minor forms of treatment in the absence of 
a definite contra-indication, the more drastic measures 
being held in reserve. That indeed appears to be the 
logical conclusion from Dr. Curran’s paper. 

I am, Sir, yours faithfully, 
Marlow, Bucks, Dec. 21st. A. GOODMAN LEVY. 


To the Editor of THE LANCET 


Sır, —I have not desired to be either obscure or 
evasive in the discussion to which Sir Walter Langdon- 
Brown refers. Yet, as it is clear that, quite uninten- 
tionally, I have given a most misleading impression, 


‘may I attempt as brief an explanation as possible ? 


I hoped it might be of interest to give the rather 
encouraging results of a follow-up upon a group of 
hospital patients whom I tried to treat, although 
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circumstances prevented treatment by ‘intensive ” 
(or .better) ‘‘ prolonged ” psychotherapy. I do not 
think that the treatment attempted differed in its 
aims or methods from that which is carried out in 
psychiatric out-patient department elsewhere, except 
in the deficiencies of material and other facilities and 
personnel. The poor conditions of work were not of 
my choice; but perhaps these deficiencies made the 
results more interesting. | 

I assumed that the methods of treatment available 
in psychiatric out-patient departments were fairly 
well known, and I also assumed—was this unreason- 
able ?—that it could be taken for granted that I 
tried to avail myself of these methods. 

The interpretation of the results is an, extremely 
difficult matter ; and I tried to draw the few deduc- 
tions that seemed permissible in the peccant paper. 
These deductions did not include any disparagement 
of psychotherapy that I can see, and of course I tried 
to practise it myself. But they necessarily included 
the deduction that ‘‘ prolonged ” psychotherapy was 
not always essential, for the good reason that quite,a 
high proportion of patients had improved consider- 
ably without it. Exactly what could legitimately 
be attributed to the methods of treatment employed 
rather than to ‘‘ spontaneous ” recovery or remission, 
I did not, and I do not know. I hope quite a lot; 
but I have no reason to suppose that the practice of 
psychiatry confers any immunity from “ wish fulfil- 
ments,” and it is important to try to guard against 
the temptation to claim more than is justified. 

My heart quails before the task of trying to remedy 
the charge of evasiveness due to my failure to give 
plain answers to plain questions. I am sorely tempted 
to continue evasion by recommending once more the 
excellent book ‘‘ Treatment in Psychiatry ’’ by Oscar 
Diethelm ; but I feel I must try to answer Sir Walter 
Langdon-Brown. As he will see, I can produce no 
rabbits out of my hat, nor even, I think, an engaging 
“ babble ” of bats from my belfry, but only a few 
(compressed and hence distorted) psychiatric plati- 
tudes. 


Every case was investigated as fully as the circum- — 


stances ‘permitted, and an effort was made to come to 
a conclusion as to how far (1) inherited or consti- 
tutional, (2) physical, and (3) psychological factors 
played a part. (By (3) is meant any of the innu- 
merable strains to which every human being may be 


subjected.) Treatment was then directed to the, 


patient as an individual, and psychotherapy (consist- 
ing of explanation, reassurance, what I hoped was 
sensible advice, and at times a certain amount of 
direct suggestion therapy) was employed. The 
environmental factors were also dealt with as far as 
possible, and such measures as attention to the 
physical aspect, convalescent treatment, interviews 
with relatives and employers, help in sexual problems 
by recommendations, to birth control clinics, &e. 
(the list is endless), having their varying importance 
in different cases. Naturally a number of different 
approaches were often necessary with any particular 
patient, and they often overlapped so much that any 
attempted separation would be impossible. 

I cannot see how such methods can be stigmatised 
as “ abracadabra ” as Dr. Dillon suggests, and I am 
sure that he uses them himself with great success. 

I believe such a question as ‘‘ Should this patient 
receive psychotherapy or some other form of treat- 
ment?” is always a false one. All psychiatric 
patients should receive what I would regard as 
psychotherapy, and indeed do so inevitably (for good 
or ill) if they see a doctor at all. I deprecate the 
restriction of the concept of psychotherapy to “ pro- 


CARCINOMA OF THE STOMACH 


y 


Pad 


[pEc. 25, 1937 


longed ? psychotherapy. More valuable questions 

seem to be ‘‘ What kind of psychotherapy should be 

PE ?” as well as (always) ‘“‘ What else can be 
one ? ” 

In my view the indications for ‘“‘ prolonged ” 
psychotherapy are shown most clearly in patients of 
not grossly abnormal personality and fair intelli- 
gence, preferably not past middle age—nor, I would 
personally add, very young infants!—in whom 
neurotic symptoms are of comparatively recent 
onset, and not clearly referable to obvious environ- 
mental exciting causes. When environment factors 
are obvious, and can obviously be dealt with, equally 
obviously they should be dealt with first. 

I must apologise for this very lengthy letter, and 
I can only hope that it will provide that satisfaction 
to some of your correspondents which so far I have 
so signally failed to give; and may I also add that 
surely a letter of such inordinate length will terminate 
this discussion which was not of my choice and upon 
which I never desired to embark. 

I am, Sir, yours faithfully, 

Wimpole-street, W., Dec. 21st. DESMOND CURRAN. 


CARCINOMA OF THE STOMACH: 
To the Editor of THE LANCET 


Srr,—Since Sir Arthur Hurst is disinclined to 
compress into a letter the evidence which has led 
him to differ from the German academic research 
clinics on the subject of carcinoma of the stomach, 
our controversy must come to an end. I must, 
however, ask your indulgence to defend myself 
against the charge of inaccuracy which he has raised. 
May I ask him to prove that any one of his seven 
authorities agree with him, either :— 

(a) That as many as 30 per cent. of gastric 
carcinomata result from malignant degeneration of a 
simple ulcer; or (b) that where carcinoma does not 
result from an ulcer, it is preceded“ by a gastritis 


sufficiently severe to cause achlorhydria. 


In to-day’s issue of THE LANCET, Sir Arthur gives 
two references. One is to an apparently unpublished 
speech by Katsch contradicting a statement which 
I never made; the other to an article by Konjetzny 
in which so far from agreeing with Hurst’s statistics 
he writes that according to all available experience, 
“ nach allen Erfahrungen,” the figure of 20 per cent. 
for carcinoma derived from ulcer is much too high. 
On p. 67 Konjetzny discusses the malignant degenera- 
tion of simple ulcers at some length and suggests 
that the transformation is even rarer than he had 
once supposed. Since ten years ago he found that at 
most 3—5 per cent. of carcinomata result from ulcer, 
his present estimate is presumably under 3 per cent., 
which is a long way from Hurst’s 30 per cent. 

The practical importance of Hurst’s views justifies 
a few more words. If he is right, suspicious-looking 
infiltrations seen through the gastroscope can be 
disregarded provided that free acid is present. On 
the other hand, for certain types of gastritis and ulcer 
precautionary gastrectomy will have to be considered, 
and the histologist will be faced with the (pace 
Dr. Hancock) notoriously difficult task of deciding 
whether the lesion is malignant or not. Doubtless 
he will tend to err on the side of pleasing the surgeon 
and protecting himself, and will diagnose malignancy. 
It is, as Dr. Hancock points out,. “ notoriously 
difficult’ for the gastroscopist to predict what the 
histologist will say. His one grain of comfort is, 
that according to Gutzeit, if he knows the rules and 
decides that a lesion is benign, the subsequent course 
of events shows that he is almost never wrong. In 
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other words, even jn cancerphobic districts, where i i i : 


patients often come to gastroscopy within a few weeks 
of the onset of symptoms, an early carcinoma is 
so seldom seen that its differential diagnosis is only 
a theoretical nightmare. 
I am, Sir, yours faithfully, 
Oxford, Dec. 18th. DENYS JENNINGS. 


DEPOPULATION AND DIET 
To the Editor of THE LANCET 


Sir,—The decline of the birth-rate in this country 
dates from the early eighties. An increase in 
deliberate contraception is no doubt partly responsible, 
but its influence has certainly been exaggerated, for 
it can have had little effect among the very poor and 
almost none in rural areas. Various factors are under 
discussion as tending to an increase or decrease of 
population; for example, improved housing con- 
ditions, shorter hours of work, a higher standard of 
living, diminution in drunkenness, and shorter hours 
of sleep. The present process of depopulation is by 
no means confined to this country, and in seeking 
for a world-wide cause I have wondered whether 
enough attention is being paid to recent changes of 
diet as possibly unfavourable to fertility. Experi- 
mental work on vitamin deficiencies gives colour to 
this suggestion. 

The alteration in our food has been considerable. 
The bread of to-day is very different from what it 
was, and many people live largely on tinned foods of 
various kinds, and chilled, frozen, and preserved 


meat, fish, and food. Even in agricultural districts 


the flour used for bread has changed in character, 
and, in the country as in towns, condensed milk has 
largely replaced skimmed milk in the diet of the 
poor. As possible causes of a diminished birth-rate 
these alterations in nutritional habits seem to me well 
worth consideration. 
I am, Sir, yours faithfully, 
Laxfield, Suffolk, Dec. 20th, ARTHUR L. MARSHALL. 


SUFFICIENCY OF VITAMIN C 
To the Editor of THE LANCET 


Srr,—The annotation on Sufficiency of Vitamins in 
your last issue prompts me to ask the hospitality of 
your columns. I am particularly actuated to do so 
since Prof. Szent-Györgyi in his contribution,! which 


forms the main subject of your article, bases his 


argument concerning vitamin C chiefly on the experi- 
mental evidence obtained by me. Whilst apparently 
accepting these data he is not fully in agreement with 
my interpretation of these results. 

As a sequel to my work with Dr. Johnson on the 
relationship between the intake and the urinary 
excretion of vitamin C in human beings,” I extended 
this investigation to guinea-pigs.* The utilisation of 
these experimental animals afforded an opportunity 
of studying the bearing of the intake and output on 
the vitamin-C content of the tissues, especially the 
“ selective ” tissues—i.e., adrenals, liver, intestine, &c. 
—and on the susceptibility of guinea-pigs to scurvy. 
The results revealed that when the tissues of the 
guinea-pigs were previously depleted of vitamin C 
by dietetic means, they could be fully “ saturated ”’ 
again either by a single intramuscular injection of 


- 20 mg. of ascorbic acid or by the administration of 
this dose daily for fifteen days to animals which 
had been previously “ saturated.” Yet not only were 


demonstrable traces of vitamin C absent from the 


tissues of guinea-pigs receiving 2 mg. of ascorbic 


1 Szent- nE Wend A., Dtsch. med. Wschr. 1937, 63, 1789. 
3 Johnson, W., and Zilva, S. S., Biochem. J. 1934, 28, 1393. 
Zilva, S. S., Biochem. J., 1936, 30, 1419. 


acid, the minimum prophylactic dose which prevents 
even the development of microscopic lesions in the 
pulp of the teeth of these animals—the earliest signs 
of scurvy discernible *—but the administration of 
two or three times this dose was required in order to 
render the presence of any vitamin C detectable in 
the tissues. Furthermore, previous ‘“‘ saturation ” of 
the tissues did not delay the fatal termination of the 
disease in guinea-pigs placed on a scorbutic diet. 
Szent-Györgyi maintains that the adequate physio- 
logical dose of ascorbic acid is the quantity consumed 
by the animal daily in its original habitat. Since the 
guinea-pig consumes each day about 30 mg. of 
ascorbic acid in its green fodder and since this figure 
is of the same order as the dose I found necessary to 
“ gaturate ” the tissues, it is, therefore, considered 


_by him to be the requisite physiological dose for the 


animal. He supports his argument further by 
accepting the view held by some that fully 
“ saturated ° guinea-pigs are more resistant to 
diphtheria toxin. 

I consider Szent-Gyérgyi’s argument would have 
been better balanced if he were to have given equal 
stress to the fact that the tissues of the guinea-pig are 
still “ unsaturated ” when it is receiving a dose 
many times higher than the one which prevents even 
microscopic lesions and that full load of vitamin C 
does not.delay the fatal termination of the disease 
in these animals. The view that the magnitude of 
the ascorbic-acid content of the tissues modifies the 
action of diphtheria toxin in guinea-pigs is not 
generally accepted—a fact which further detracts 
from Szent-Gyérgyi’s argument. Recently I was able 
to show ë that not only “ saturated ” guinea-pigs, 
but “saturated?” animals receiving in addition 
massive doses of ascorbic acid by injection, which 
were thus “supersaturated,” responded to diph- 
theria toxin in a similar fashion to animals whose 
tissues were depleted of the vitamin. These observa- 
tions are in harmony with clinical observations made 
by others on man. It is of further interest in this 
connexion to mention that years ago I found ë that 
the serum of guinea-pigs suffering from chronic 
scurvy after immunisation with Bacillus typhosus 
yielded agglutinin and amboceptor titres of the same 
order as those obtained from the serum of animals 
receiving ample vitamin C. 

Szent-Györgyi interprets my view somewhat inaccu- ° 
rately when he says: ‘“ Zilva ist entschieden der 
Meinung, dass dies (‘‘ saturation ’’) nicht nötig sei, da 
seine Tiere schon bei 1:5 mg. tadellos gedeihen. 
Die Mengen von Vitamin, die nötig sind, um den 
Körper maximal zu sattigen, scheinen so ausser jeder 
Proportion zu liegen, dass sie nach Zilva keinen Wert 
fir die Praxis haben.” This is not the impression 
I intended and, I hope, did not actually convey in the 
communication mentioned above. My contention 
was and is that some workers, amongst whom I may 
now include Szent-Gyérgyi, are inclined to attribute 
a clinical signficance to the lack of vitamin-C “ satura- 
tion ” not fully warranted by the available evidence 
on the subject, and to quote my conclusion in the 
communication in question: ‘* There seems therefore 
to be in human subjects also a wide margin of 
‘unsaturation’ which has no obvious detrimental 
effect on the health of the individual. To apply to 
this zone of ‘unsaturation’ such expressions as 
‘hypovitaminosis C, ‘latent or potential scurvy,’ 
‘vitamin C sub-nutrition,’ ‘subacute scurvy,’ &c. 
—expressions which imply ill-defined pathological 

4 Zilva and Wells, F. M., Proc. roy. Soe. B, 1919, 90, 505. 
5 Brit. 4b. 
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conditions—is not justified by our present state of 
knowledge. Even if some subtle inimical change be 
associated with this particular state of ‘ unsaturation ’ 
` the use of such expressions can only tend to obscure 
the issue.” To this I may now add that the full 
elucidation of this problem will not be reached by 


a spectacular path but rather by the thorny one of 


‘ patient, accurate, and intelligent research. 

I am abstaining from comment on Szent-Gyérgyi’s 
reference to “‘ vitamin P ” as this matter is sub judice. 
I still await the detailed information which he 
promised 7? which will explain why other workers, 


_ including myself, were unable to observe “ vitamin-P ”. 


activity in guinea-pigs receiving ‘‘citrin” or hes- 
peridin, &c., whilst a response similar to that found 


by him with these compounds was obtained with 


suboptimal doses of vitamin C.® 
I am, Sir, yours faithfully, 
S. S. Zitva. 


Lister Institute of Preventive Medicine, Chelsea 
Bridge-road, S.W., Dec. 20th. 


DACRYOCYSTORHINOSTOMY 


To the Editor of Tae LANCET ye 


Sm,—The operation described by Prof. Wright in 


your issue of July 3lst has been performed by: me 


for over thirty years. The only difference in tech- 
nique is that I do not enter through the lacrymal 
bone, for I consider that better drainage is obtained 
by making the opening lower down, and less damage 
is done to the ethmoid cells. It has proved an 
eminently successful procedure, and in my opinion 
is far superior to any other. 

I continue the semicircular incision as described 


by him well on to the face, so as to have plenty of 


room to expose the nasal process of the superior 
maxilla and to chisel sufficient of it away. Care 
must be taken not to injure the nasal mucosa. It is 
better to expose the upper portion first, for injury 
to this matters less than in the lower sector. As the 
bone is very tough, it is essential to have a sharp 
chisel. Another advantage in opening the sac as 
described by him is that it enables one to curette 
the polypi so often found and to deal with any 
adhesions that may be present..: 

I last described the operation some three years ago 
to the ear, nose, and throat section of the Victorian 
branch of the British Medical Association. 

I am, Sir, yours faithfully, i 

Melbourne, Australia, Nov. 18th. W. KENT HUGHES. 


TUBERCULOSIS OF THE SPLEEN 
To the Editor of THE LANCET 


SmR,—In your last issue Dr. Pether gives a most 
detailed account of tuberculosis of the spleen, but 
I feel that both in his article and in your annotation 
in the same issue (p. 1441) ‘the most important and 
crucial aspect of the subject has been missed. 

The primary lesion in man is probably associated 
at an early stage of its development with a transient 
bacillemia, but there is no doubt that as a sequel to 
the primary infection there follows in an appreciable 
number of persons a phase of dissemination with the 
formation of tuberculous lesions. This phase of dis- 
semination may begin at any period of life, not only 
in childhood, when it follows on exacerbation of the 
tuberculous process in the healed primary complex, 
most commonly in the glandular component. The 


dissemination is seen pathologically and clinically in. 


various guises, which have been fully described, 


vr Bentsath, A., and Szent-Györgyi, A., Nature, Lond. 1937, 
' 8 Zilva, S. S., Biochem. J. 1937, 31, 915. 
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notably by Pagel and by Sayé: the lesions may be 
few or numerous, involve one organ or almost all the 
organs in the body, become abortive at an early 
stage or progress at a varying speed, healing or 
leading to a fatal issue. The patients, moreover, are 
liable to fresh bouts of hematogenous dissemination, 
shown clinically by the development of an effusion, a 
tuberculous joint, meningitis, for instance, at any 
time. The cases reported by Dr. Pether should not 
be labelled ‘“‘tuberculosis of the spleen ’’—they 
showed the typical clinical and pathological features 
of chronic dissemination of tuberculosis, ending 
fatally, in the course of which the spleen happened 
to become involved to a clinically conspicuous extent. 

To the student of tuberculosis this distinction is 


highly important, a distinction that has obvious 


practical bearings. Perhaps Dr. Pether will therefore 
forgive my criticism of what is otherwise a most 
excellent paper.—I am, Sir, yours faithfully, 
G. GREGORY KAYNE, 
Clare Hall, Barnet, Herts, Dec. 19th. 


T.A.B.C. VACCINE 
To the Editor of THE LANCET 


SIR;—In view of the numerous inquiries I have 
received regarding the method of preparation of 
T.A.B.C. vaccine employing electro-katadyn silver 
(J. Hyg. 1937, 37, No. 4) it may be of interest to 
record that further experiments which have been 
carried out at the Royal Naval Medical School, 
Greenwich, indicate that silver in the form of silver 
nitrate appears to be equally effective. A paper on 


this modification is in course of preparation and 


will be published shortly. \ 
‘I am, Sir, yours faithfully, 
S. G. RAINSFORD, ; 


Bacteriologis 
Royal Naval Medical School, Greenwich, S.E., Dec. 17th. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
DEC, 11TH, 1937 


Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0; 
scarlet fever, 2434; diphtheria, 1683 ; enteric fever, 
47 (30 “ expected”); pneumonia (primary or 
influenzal), 1102; puerperal pyrexia, 165; cerebro- 
spinal fever, 16; acute poliomyelitis, 10 ; acute polio- 
encephalitis, 3; encephalitis lethargica, 4; dysen- 
tery, 441; ophthalmia neonatorum, 78. No case of 
Cholera, Plague, or typhus fever was notified during 

e week, l 


The number of cases of dysentery notified during this week 
is 14 less than last. A large proportion of the cases were reported 
from the home counties—e.g., London 109, Middlesex 66, Essex 
64, Kent 16, Surrey 16, Sussex East 19, Sussex West 10; 
other counties with considerable numbers being Norfolk 43, 
Stafford 18, Wilts 12. 

The number of cases in the Infectious Hospitals of the London 
County Council on Dec. 17th was 4241, which included : Searle 
fever, 910; diphtheria, 1580 (diphtheria carriers, 30); measles, 


319; whooping-cough, 337; puerperal fever, 13 mother 
(plus 10 babies); encephalitis lethargica, 283 ; poliomyelitis, 
7. <At St. Margaret’s Hospital there were 20 babies (plu 


8 mothers) with ophthalmia neonatorum. 

Deaths—In 125 great towns, including London, 
there was no death from small-pox, 9 (1) from enteric 
fever, 24 (1) from measles, 1 (1) from scarlet fever, 
8 (4) from whooping-cough, 37 (8) from diphtheria, 
59 (18) from diarrhoea and enteritis under two years, 
and 45 (4) from influenza. The figures in parentheses 
are those for London itself. 


Seven deaths from typhoid were reported from Croydon, 
1 from Sheffield. Liverpool had 16 fatal cases of measie, 
Manchester and Salford each 2. Diphtheria was fatal in 31 


great towns, Leeds and Liverpool each reporting 4 deaths, 
u e | 


The number of stillbirths notified during the week 
was 259 (corresponding to a rate of 44 per 1000 total, 
births), including 40 in London.. - 


: under the inspiring influence of 
H. Newall Martin, 


- in Europe, where he laid the 
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GEORGE HENRY FALKINER NUTTALL, 
M.D. California, Sc.D. Camb., F.R.S. 


Dr. G. H. F. Nuttall, emeritus professor of biology 
in the University of Cambridge, died suddenly in 
London on Dec. 16th, at the age of 75. His death, 
which ends a career of remarkable distinction and 
‘achievement, occurred under tragic circumstances, 
for he had come up to London to attend a dinner to 
be given in his honour by the editorial board on the 
‘occasion of his retirement from the editorship of the 
Journal of Hygiene, which he had directed since 
founding it in 1901. He had an international -repu- 
tation for his researches in immunity, bacteriology, 


` -and parasitology, and together with his friend Patrick 
=” Manson was mainly responsible for developing the 


study of parasitic diseases in this country. 
-~ George Henry Falkiner Nuttall was born in San 


Francisco on July 5th, 1862, where his father Robert 


Kennedy. Nuttall had practised, 
medicine for several years. Most 
of his early education was obtained — 


foundation of his linguistic abilities, 

but he returned to the University 
of California a8 a medical student, 
graduating M,D. in 1884. Sub- 

sequently he. joined. the newly 
founded Johns Hopkins Univer- 
sity in Baltimore and there came 


formerly 
Huxley’s demonstrator at the 
Royal College of Science, London. 
As a result he became attracted to 
biological. research, and in 1886 
went to Germany, where, except 
for a few months at Breslau, he 
worked at Göttingen. After spend- 
ing four years in Germany and 
graduating Ph.D. he returned to 
Johns Hopkins as assistant to 
Prof. Welch, and whilst there 
formed many friendships with 
fellow-workers, including one who was..also d 
tined. to play an important, part in. the develop- 


‘ment of medical education in this country—William 


Osler. He again returned to Germany in 1893 to 
prepare for the chair of hygiene at Johns Hopkins, 
but whilst there married, in 1895, Paula, daughter of 


| ‘Kammerherr von Oertzen- Kittendorf, Mecklenburg, 


, and subsequently became a voluntary. assistant in 


the Hygienic Institute, Berlin, where he remained 
until 1899. On his visits to this country he had been 
strongly attracted by the academic atmosphere at 
Cambridge and readily accepted an offer in 1899 to 
go there and teach bacteriology and preventive 
medicine. He was made an honorary M.A., elected 


, a fellow of Christ’s College, and in 1906 appointed to 
' the newly formed readership in hygiene. 


year the University received a donation for the 
foundation of a research professorship for the investi- 
gation of biological problems. After some discussion 
as to which direction this should take Nuttall was 
elected to the chair, and thus became the first Quick 
professor of biology, and professorial fellow of 


' Magdalene College. 


The original funds of this foundation only: provided 
for the professor and one assistant, and a room was 
provided in the old medical school building under 
the pathology museum at the corner of Downing- 


The same. 


` troops. 
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street and Gorn Exobange-street, 'He-at once started . 


work on the various parasitological problems and by | 
his efforts attracted other workers and gradually 
built up a. very active department. Lack of funds 
prevented its full development until the generosity. 
of Mr. and Mrs. P. Molteno enabled the building of 
the Molteno Institute for Research in Parasitology, | 


of which Prof. Nuttall became the first director and 
‘devoted the remainder of his life mainly to its 


growth. He resigned his professorship in 1931, and 
in later years gradually withdrew from. scientific 
work though always maintaining a lively interest. in 
the continued success of the Institute. `. 

Here it is only possible to refer to a few of Nuttall’s 
many contributions, including hundreds of papers 
on the most diverse aspects of preventive medicine. 
One.of his most famous discoveries was to show that 
blood and other body fluids possess bactericidal 


al thus laying the foundation of all work on‘. 


serum antitoxins. His discovery: 
of the precipitin test, by means 
of which it is possible to determine 
the exact nature of: minute traces 
of blood,’. whether. human or 
~ animal, at once provided. a test 
of the highest ‘importance ` in 
medico-legal work. His classical 
monograph ‘‘ Blood Immunity and 
Blood Relationship,” published. in 


19,000 tests carried out on some 
600 species of animal’s blood, 
introduced a new method of 
studying. the biological relation- 
ships of animals and their classi- 
fication. Perhaps his greatest: 
work, however, was. the long séries 
of contributions on general para- 
. sitology, starting with his famous 
essay on biting insects as carriers 
of infection. When it is remem- 
bered that this essay was written 


[Photograph by Russell 


transmission of malaria, yellow. 


fever, or plague, its prophetic insight is the more 


remarkable. He was one of the first to realise 
and call attention to the. significance of Ronald 
Ross’s discovery and subsequently instigated studies 
in relation to malaria in England. In conjunc- 
tion with the late Sir Arthur Shipley he pub, 
lished a monograph on the anatomy of’ Anopheles . 
maculipennis, which remains a model of careful 
observation and description. The study of piro- 


plasmosis next received his attention, and finding | 


that little was known on the subject, he started, 
in conjunction with Mr. Cecil Warburton, a mono- 
graphic work on the ticks responsible for the trans- 


mission not only of piroplasmosis but also other 


human and animal infections. Nuttall and Hadwen’s 
discovery of the action of trypan-blue on, piro- 
plasmosis furnished a remedy for the treatment of 
red-water which is still in general use. 

During the war Nuttall turned to the study of 
lice and the means of combating them among the 
It is typical of his work that in addition to 
furnishing practical directions for delousing clothes 
and other things, he also started a monograph on 
the detailed anatomy of this insect, and together with 
Keilin described various gynandromorphs obtained 
in their breeding experiments. <A bacteriological 
study of his early days came into prominence during 


1904, and recording the results of ° 


before the discovery of the insect : 


~ 
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the war in the “‘ gas gangrene. ‘ bacillus discovered i in 
conjunction with Welch 

Nuttall was -a prolific writer, and in addition to 
his books contributed many papers to scientific 
journals.. Besides this, his numerous reviews in Ger- 
man helped to make British and American investiga- 
tions better known in Germany. In 1901 he founded 
the Journal of Hygiene, of which he remained’ chief 
editor, and in 1908 Parasitology, which he edited until 
1933. He also served on the editorial board of 
many other medical and scientific journals in 
various parts of the world. He was elected F.R.S. 
in 1904, and was an honorary or corresponding 
member of numerous scientific societies. He was Sc.D. 
of Cambridge and had received honorary degrees 
_ from five other universities. He was made commander 
of the Legion of Honour and the Belgian Order of 
Leopold II, but although he served on many Govern- 
ment committees, and conducted investigations on 
behalf of the Ministry of Health, the Royal Army 
- Medical Corps, and the Government of South Africa, 
he received no public recognition of his services 
in this country apart from his many academic 
distinctions. 

In his ‘private life Nuttall was one of the most 
charming of men. Generous to a fault, he was always 
ready to help his students, and his kindly hospitality 
will remain in the memory of all those privileged to. 
‘know him. He was a good conversationalist and had 


a great store of interesting anecdotes. At inter- 


national gatherings he was always in demand, for 
apart from his wide’experience he could direct’ a 
‘meeting in which papers were being given in English, 
French, German, Italian, or Spanish, and immediately 
translate a summary of the speaker’s remarks from 
one into any other of these languages, and enable 
discussions to take place between members who 
understood neither each other’s tongue nor the 
original communication itself. 

On his retirement Nuttall was presented with 


his portrait, painted by his friend the late Philip de 


Laszl6, and the universal esteem in which he was 
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held in all parte of the world was clearly shown by 
the. number and repute of those who contributed to 
the portrait fund. | 


Sir John Ledingham writes: “- The sudden passing 
of Nuttall last Thursday cancelled a gathering of 
some sixty of his friends and admirers arranged to 


_ take place in London on the following day to do him 


honour. The toast of the Guest of ‘Honour was to 
be in the hands of Prof. Major Greenwood, supported 
by Prof. William Bulloch, Colonel S. P.: J ames, and 
Dr. Simon Flexner, the last doubtless to recall 


early associations with Nuttall and Welch at Johns. 


Hopkins. To me as chairman would have-fallen the 


task of reciting tributes to Nuttall’s work from — 


unwilling absentees and in particular from three 
veteran pioneers happily still with us, Sir Arthur 
Newsholme, a former member of the editorial board 
and presently in Baltimore, Dr. W. H. Park of New 


York, and Emeritus Prof. Richard Pfeiffer of Breslau, - 


now, as he writes, an octogenarian. 

“ Nuttall’s cosmopolitan outlook, linguistic- attain- 
ments, and: ability to feel completely at home in 
foreign lands are perhaps easily accounted for by his 
early studies and opportunities in: America, Germany, 
and elsewhere and repeated visits abroad since those 
days as a congress star. I quote, if I may, -from 
Prof. Pfeiffer’s letter to me: 

“Ich kenne Herrn Collegen Nuttall šeit J ahrzehnten, 
seit der Zeit wo er in Berlin in eifriger und in erfolgreicher 


wissenschaftlicher Arbeit tātig war, und habe nie den 


Zussamenhang mit diesem hochbedeutsamen Mann der 
Wissenschaft verloren. Ist er doch einer der hervor- 


ragenden ‘Gelehrten Englands, aber auch in Deutschland - 


hochgehrt und wohl bekannt als ein echter Freund meines. 


Vaterlandes und seiner Wissenschaft. 


“We of the editorial board of the J ournal of 


Hygiene, with Dr. ‘Okell its new editor,. now bereft 


,of an experienced mentor, and with those who 


* would have assembled on Dec. 17th to do him > 


honour, deplore the passing of Nuttall and would 


offer sincere sympathy with his family in their 


sudden bereavement. a 


PARLIAMENTARY INTELLIGENCE 


NOTES ON CURRENT TOPICS 
M.O.H.’s and Private Practice 


IN the House of Lords on Dec. 15th Lord MERTHYR 
said that Section 111 of the Local Government Act, 
1933, had given a mandate to county councils to 
formulate schemes under which medical officers of 
‘health in county districts should not be able to engage 


in private practice, and also power was given to the. 


Minister of Health in default of the councils doing 
this work to do the work himself, after the expiry 
of six months’ notice. The position disclosed by 
Lord GAGE a year ago was highly unsatisfactory. 
Out of 61 county councils 27 had not formulated these 
arrangements, although nearly seven years had elapsed 
-since the first Act was passed compelling them to do 
so. He asked the Government what the present 
position was. No doubt it was true that those who 
did not agree with this reform resented the imposition 
‘of the default powers, but he claimed that the Govern- 
ment ought to help those who were on the side of the 
law in this matter. Lord Gage had mentioned on 


the last occasion that three counties only appeared. 


to have failed to take any steps at all to comply with 
the Act. What action had been taken in that respect? 
` Temporary appointments of medical officers of health 
on a part-time basis were still being made to his 
knowledge. He knew of one appointment made 
since last year in an urban district where the officer 
received the princely salary of £10. He was not a 
permanent official, and yet presumably he was 


satisfactory state of affairs. 


expected to acquaint himself. with local government 
and public health. legislation. That. was not a 
Why was Parliament 
always being asked to pass fresh public health 
legislation if it was not to be enforced ? Why did the 
nation spend so many hundreds of thousands of 


pounds on sanatoria for the cure of disease if it could | 


not afford the few thousands necessary for the appoint- 
ment of full-time medical officers which might prevent 
the disease ? Housing conditions in this country were 


very far from being satisfactory. That he thought | 


could be improved, to some extent at any rate, by 
the appointment of full-time medical officers. Two 
days before he had visited a house which was 
condemned more than two. years ago. He was 
informed that the medical officer paid his last visit 
over a year ago. He would like nothing better 
than to be told that there was no~further reason 
for him to ask this question and that the law would 
be carried out. 


The Earl of LIisTOWEL said he hoped that Lord | 


Merthyr would continue to ask this question until 
he received a satisfactory answer from the Govern- 
ment. It was clearly harmful that a medical officer of 


health should have to divide his time. between ‘his own | 


private practice and his duties towards the local 
authority who employed him. The minimum pro- 
visions of public health could not be properly main- 
tained unless the conditions laid down in the Local 


Government Act, 1929, were fulfilled. An assurance 


should be given by the Government that this Act 


a a 
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would be carried out in the letter and the spirit, or 
that the law would be amended. 


JUSTIFICATION OF THE DELAY 


Viscount GAGE said he thought that again Lord 
Merthyr had been inclined to present the issue as 
simpler than it was. He had suggested that if the 
local authority did not prepare a scheme itself the 
Minister of Health had the duty of imposing one on it. 
‘That was not actually the position. The Minister 
had no power to compel a local authority to adopt a 
scheme that he made. Ifthe Minister made a scheme 
and the local authority did not like it, all the Minister 
could do was to insist that the authority should not 
engage any more part-time medical officers. It was 
realised when this Act was passed that there might 
be authorities who were intent on frustrating the 
objects of Parliament, and therefore default powers 
had to be given. At the same time, when they were 
dealing with this rather delicate and important 
question of public health, it was better, if possible, to 
arrange things so that the Ministry, the local authority 
and the doctors worked harmoniously together as a 
team. In the case of the house referred to by Lord 
Merthyr it seemed that the part-time medical officer 
- had done his duty in recommending that the building 
be condemned, and it was the authority that seemed 
to have been at fault in not carrying out that recom- 
mendation. Recently in the press a letter had 
emphasised the extreme importance of maintaining 
collaboration between the public medical officers 
_ and the local practitioners. If the Minister used his 
power more freely and some mishap occurred in the 
locality, might it not be said that the Minister had 
contributed to lack of collaboration by interfering 
prematurely and without local knowledge? It was 
necessary to realise the practical limitations of the 
procedure which the Act laid down. In some places 
the part-time medical officers had not completed 
the period for which they were engaged under contract, 
and he did not see much point in preparing a scheme 
a long time before these contracts ended. He quite 
agreed that whole-time medical officers should be the 
rule, and he welcomed the debate as showing that 
Parliament took an interest in the matter, and would 
be prepared to support the Minister in any action 
he might take; but these default powers ought to 
be used with discretion. In view of the different 
values in different parts of the country it was rather 
difficult to lay down any hard and fast rule as to 
what the Minister ought or ought not to do. The 
Minister had used the discretion given to him by 
Parliament to encourage the authorities where he 
thought there was a real case of obstruction or a real 
breakdown in the Act, and he had not used it where he 
thought that there was a genuine but slow effort 
being made to formulate these schemes. Of the 61 
counties which under the Act had to formulate 
schemes 39 had already done so. One was on the 
point of sealing arrangements that had already been 
made, and in another case the Minister had used his 
powers and formulated a scheme himself. 
20 outstanding cases, as against 27 last year. In one 
county the review under the Act of 1929 was not yet 
completed, and in two arrangements had only just 
been completed. In two others the populations 
of the counties concerned were so small that arrange- 
ments had, in fact, to be made with neighbouring 
counties and these had been held up for other reasons. 
In all the remaining cases, except four, the Minister 
was satisfied that a scheme in some degree or other 
of completion was under consideration. In two 
cases the Minister had already started default 
procedure. In conclusion Viscount Gage said 
_ that he was entirely in agreement that the law ought 
to be observed, and there were great advantages to 
be derived from having whole-time officers, but the 
really important thing was that they should be 
employed under conditions where the best advantages 
could be obtained. 

Lord MERTHYR said he envied the facility with 
which Lord Gage could present in such an admirable 
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way what he must describe as a very unsatisfactory 
case, 


Treatment of a Prisoner 


In the House of Commons on Dec. 16th Mr. 
McGovERN raised a question about an alleged assault 
by warders on a prisoner in Barlinnie Prison, Glasgow. 
He said that the man had been rather ill on Sept. 10th. 
In a fit of depression he smashed furniture in his cell. 
The warders entered the cell and beat him unconscious. 
Within an hour he was removed to an asylum and 
certified as insane without being placed in an observa- 
tion ward. The doctor’s report stated that the man 
on admission to the asylum was suffering from two 
fresh gashes in his skull, bruising on both shoulders, 
swelling on the right shoulder and considerable dis- 
coloration on the left, bruising on the right thigh and 
a leg badly swollen and discoloured. The doctor 
had informed him that the man’s body became much 
more discoloured on the day following his admission. 
The Secretary of State had refused an inquiry. 


- Mr. McGovern’s case was that when the man was 


removed after the assault the doctor who examined 
him could not tell that he was insane; he was only 
acting on information given by the warders. The 
superintendent of the asylum said that in the 34 
months that the man had been in the asylum he 
had shown no sign of insanity. Two weeks before 
this assault took place the Home Secretary had a 
similar case to deal with where two men were badly 
beaten in a prison in England. The Home Secretary 
granted an inquiry immediately, and on the evidence 
supplied to him warders were dismissed. 

Mr. ELLIOT, Secretary of State for Scotland, said 
that this was not a case of a number of warders 
coming into a cell and ‘‘ beating up ” the man. The 
man was in a violent state of excitement and had 
smashed all the panes of glass. There was no knowing 
how much further he would go. There was no evidence 
that any useful purpose would be served by an 
inquiry. In a report on Dec. 9th the deputy com- 
missioner of the Joint Board of Control had said : 
“From all the evidence at my disposal I am of 
opinion the patient is still suffering from maniacal 
excitement amounting to certifiable insanity.” Surely ` 
that disposed of Mr. McGovern’s statement. 


QUESTION TIME 
THURSDAY, DEC. 16TH 
Loss of Poisonous Pills 
Captain PLuacr asked the Home Secretary whether 


‘his attention had rea sere to a further loss of poisonous 


pills by a doctor in the Surbiton district; and whether 
he would consider consulting the doctors and chemists 
with a view to making regulations that such pills whenever 
they were poisonous should be coloured green or blue, 
since children would not then eat them so readily.— 
Sir SAMUEL Hoare replied: I presume that my hon. 
friend is referring to a case which was reported not quite 
accurately in the press last Thursday. I have made 
inquiry and I understand that the pills in question were 
not lost by a doctor, but by a member of the public who 
had purchased them from a chemist. As regards the 
second part of the question, I would refer my hon. friend 
to the reply which I gave to his previous question on 
Nov. 18th. 


Hospital Street Collections 


Captain CazaLeT asked the Home Secretary to what 
extent the arrangements for combining hospital flag days 
in the metropolitan police district had resulted in a 
reduction of the number of street collections on behalf of 
hospitals ; and what had been the effect of the new arrange- 
ment upon the receipts from such collections.—Sir $S. 
Hoare replied: Fifty-six hospitals in the metropolitan 
police district which used to have separate street collections 
agreed, at the suggestion of the Commissioner of Police, 
to combine their appeals this year. The number of 
collections was reduced to three. Two were held in May 
in aid of the general hospitals and one was held in October 
for special hospitals not included in the May collections, 
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I am glad to say that the members of the public have 
shown their approval of the steps taken for their con- 
venience in the best possible way, as the receipts this year 
went up from £25,700 to £32,500, an increase of nearly 
£7000. I am sure the House will welcome so generous a 
response to the needs of the hospitals. 


Codrdination of Health Services 


Sir Nichotas GratTan-Doyusz asked the Minister of 
Health whether he proposed to take steps to improve the 
_ceoérdination of health services with a view to: securing 
the more satisfactory coöperation between general practi- 
tioners and medical officers of health, and between the 
institutional, domiciliary, consultant, and specialist 
services.—Sir KinesLEY Woop replied: As I have stated 
in reply to a previous question, every opportunity is taken 
by my Department to emphasise the need for coöperation 
between the various branches of the medical profession, 
and I am glad to say there is an increasing recognition 
of this need on the part of local authorities. 


Ships’ Crews and Infectious Diseases ` 


Mr. Rosert TAYLOR asked the Minister of Health 
whether he was aware that shipowners were declining to 
-= defray the hospital expenses of members of their crews 
suffering from infectious diseases and admitted from the 
ship to the hospitals of local and port sanitary authorities, 
and that certain shipowners relied for the evasion of these 
costs on the practice of informally paying off the patient 
when he was removed from the ship and thereafter claim- 


ing that he was no longer a member of the crew ; and what - 


advice had been given to local authorities in any such 
cases upon which the Ministry had been consulted.— 
Sir Kinestzy. Woop replied: I am aware that questions 
of the kind to which the hon. Member refers have arisen 
from time to time, 
doubt, and I am sending the hon. Member a copy of the 


letter sent to a Port Health Authority which consulted - 


' me in the matter. 


Purity of Water-supplies 


Mr. Levy asked the Minister of Health : (1) the number 
_of areas in which the water-supply was derived from chalk 
or similarly fissurated strata; whether he called for 
analyses from these areas and at what intervals of time 
such were taken; and whether, as a safeguard against the 
effects of any unexpected contamination, he was prepared 
to order regular returned analyses, both chemical and 
bacteriological, to be made in such areas; and (2) whether 
he would direct that adequate purification should be 
installed in every area in which water was derived from 
chalk or similarly fissurated strata.—Sir KinesteEy Woop’ 
replied: Generally speaking, the areas depending on 
fissurated strata for water-supplies are those in the eastern 
part of Lincolnshire and the East Riding of Yorkshire, 
and those south-east of a line drawn from King’s Lynn 
to Bridport excluding large parts of Sussex and Kent. 
I am not empowered to call for analyses or to give directions 
as to the intervals at which they should be made, or as 
to the installation of purification plant. It is the statutory 
duty of water undertakers to provide wholesome water 
and the responsibility for taking the necessary steps for 
safeguarding the supply rests with them. 

Mr. Levy: In view of the recent report and recom- 
mendations of the Chief Medical Officer of Health,.and 
in the light of the most recent epidemic, will the right 
hon. gentleman take steps to have these powers in order 
to remedy these defects ? 

Sir K. Woop: That matter is now being considered by 
the Central Advisory Water Committee. 


London Hospitals and Disease Carriers | 


Mr, KerLy asked the Minister of Health how many 
carriers had been detained in London. hospital since 
December last; of what diseases were they said to be 
carriers ; how were these carriers diagnosed ; under what 
legal regulations they were detained in hospital ;. whether 
there were isolated or mixed with other patients ; and who 
decided how long they were to stay in hospital.—Sir 
KinestEy Woop replied: I am informed that carriers 
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The legal, position is' not free from .. 


[DEo. 25,1987 
are not admitted to the London County Council's infectious 
diseases hospitals, the only cases admitted being persons 


suffering from such diseases. Patients who have ceased 
to show any clinical symptoms or physical signs of disease 


considers that they are still in an infective condition. It 


is customary to separate such convalescents from the © 


acute cases, No figures are available as to the number of 


. patients so retained since last December or of the diseases 


from which. they had suffered. 


| MONDAY, DEC. 20TH 
Maternity Hospital ‘for Carmarthenshire 
Llanelly 


. Mr. James Grirvirus asked the Minister of Health 
what progress had been made in the consultations he had 


` and 


had with the Carmarthenshire County Council and the | 


Llanelly Borough Council in regard to the provision of a 
maternity hospital for the eastern portion of the country.— 
Mr. Brrnays, Parliamentary Secretary to the Ministry 
of Health, replied : I understand that a meeting between 
representatives of the two authorities has been held and 
my right hon. friend is hoping to hear shortly from the 


County Council the result of their consideration of the 7 


suggestions made. 


League and Health Services in China 


“Mr. Warxins asked the Secretary of State for Foreign — 


Affairs whether, under the League of Nations scheme for 
technical collaboration with China in its campaign against 
epidemics, it was proposed to promote the formation in 
this country of one or more mobile units, as had been 
done in France.—Mr. EDEN replied: Yes, Sir; the 
secretary-general of the League of Nations is making 
arrangements for the formation of an English-speaking 
unit. I understand that Dr. 
the division of pathology and bacteriology at the Lester 
Institute of Medical Research, Shanghai, has accepted 
the post of epidemic commissioner and leader of the unit 
and that the other members of the unit are in process of 
selection.. The interested departments of His Majesty’s 


Government are giving all possible assistance to the 
secretary-general and Dr. Rober tson in the performance | 


of their task. 


| Births, Marriages, and Deaths p 


BIRTHS 
GUIRDHAM.—On Dec. 14th, at Batheaston, Somerset, Bio wife 
of Dr. A. Guirdham—a daughter. 


ScoTTt-BROWN.—On Dec. 18th, at Bee Rata W., the wite 
of W. G. Scott-Brown, F. R.C.S.—a daughter. 


MARRIAGES 


CHARLTON—EWIinG.—On Dec. 20th, at the City Temple, Holborn 
Viaduct, William Scott Charlton, M.B., B.S. dney, 
N.S.W., to Beatrice Joyce, only daughter of Joseph x 
of Melbourne, Victoria. 

CHENARD' DE LA GIRAUDAIS—ALEXANDER.—On Dec. 18th 
London, Arthur Henry Chenard de la Giraudais, M,R. 4S 
to Dorothy M. Alexander. 


DEATHS 


BEADNELL.—On Dec. 15th, at ae Major H. O. M. Beadnell, 


'M.R.O.S. Eng., R.A.M.O. (retd. 
ALZIEL.—On Dec. 17th, át a APA by Saian, Lt.-Col. 
Robert McLauchlan Dalziel, I.M.S. (retd. ), M.B. Edin. 
GoRDoN.—On Dec. 16th, of pneumonia, Louisa Patricia Gordon, 

M.R.C.S. Eng., D.P.H., youngest daughter of the late 
Col. W. Gordon and Mrs. Gordon, of Newport, Essex. 
PERC. Bn Dec. ee George Sullivan Clifford Hayes, O.B.E., 


a Eng., of uernsey, retired Surgeon- -Major, ist Life 
uards. 

UTTALL.—On ee: ae in London, George Henry Falkiner 
Nuttall, R.S., Emeritus Professor of Biology af 


Cambridge Div 
SANDERS.—On Dec. 18th at Ennerdale-road, Kew Gard 
Surrey, Dr. Charles Sanders, formerly Medical om cor of 
Health for West Ham, in his 79th year. 
SKINNER.—On Dec. 20th, at Winchelsea, Sussex, John Ruther 
ford Skinner, M.B. Aberd., aged 75. 


N.B.—A fee of 18. 6d. is charged for the insertion of Notices | 
f Births, ths. q 


Marriages, and Dea 


. may however be retained if the medical superintendent — 


R. C. Robertson, head of 
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MEDICAL NEWS 


Royal College of Surgeons of England 

At the recent primary examination for the fellowship 
of the college the following candidates were approved in 
the subjects of anatomy and physiology :— 


H. F. Anderson, M.B. Camb., St. George’s; D. W. Bailey, 
M.B. Liverp., St. *s; G. S. Barber, M.D. Toronto, St. 
Mary’s; A. Ċ. Belfield, M.B. N.Z., Middlesex; E. P. Bharucha, 
Univ. Coll. and Middlesex ; T. M. Bo le, M.B. Leeds, Univ. 
Coll.; J. K. Bremer, M.B. Ca eTown, Univ. Coll. and Middlesex ; 
W. R. Burkitt, Camb., St. Bart.’s, St. Thos., and Guy’s; 
M. Gamal-El-Din, M.B.Cairo, Middlesex; R. L. Canney, 
Camb., Middlesex, and Univ. Coll. ; Marie A. Catchatoor, M.B. 
Punjab, Univ. Coll.; A. M. Clarke, M.B. Melb., Univ. Coll. ; 
F. B. Cockett, St. Thos. ; F. Cote, M.D. Toronto, Univ. Coll. ; 
G. A. Craig, M.B. Belf., Middlesex ; W. J.C. Crisp, M.B. Lond., 
Univ. Coll. and Middlesex; J. S? Darling, M.B. Belf.; J. R. 
Dickinson, M.B. Camb., Univ. Coll.; W. R. S. Doll, M.B. Lond., 
St. Thos. ; A. E. Dreosti, M.B. Cape Town Middlesex; F. C. 
Dwyer, M.B. Cape Town, Liverp. and st. Mary’s; M. K. 
El-Sherbini, M.B. Cairo, Middlesex; I. G, Fe son, West- 
minsterand Univ. Coll. ; J. Freeman, Middlesex ; D. L. Fromow, 
M.R.C.S. Eng., Middlesex ; O. C. Fung, Guy’s; W. P. Greening, 
M.R.C.S. Eng., London; A. N. Guthkelch, Oxford; ; 
Hallam, Guy’s; H. A. Hamilton, B.Chir. Camb., Guy’s; 
H. R. S. Harley, M.B. Lond., Guy’s; EB. H. O. Harpor .B. 
Lond., St. Thos.; A. G. Hemsley, M.R.C.S. Eng., ddlesex ; 
J. C. Hislop M.B. Edin., Univ. Ooll.; P. W. Houghton, M.B. 
Lond., St. Bart.’s, St. Thos., and Guy’s; D. F. H. Hutter, 
St. Mary’s and Middlesex; C. W. S. Jerram, M.B. N.Z., Univ. 
Coll.; B. A. E. Johns, Birm.; P. M. Kelly, M.R.C.S. Eng., 
Camb. and St. Thos.; E. R. Keyworth, St. Mary’s and Univ. 
Coll. ; G. Krafft, St. Mary’s and Middlesex; E. F. Langley, 
M.B. Melb., St. Mary’s and Middlesex; C. W. Maclay, M.B. 
Glasg., King’s Coll.; K. W. Martin, St. Thos.; F. H. Mills, 
M.B. Sydney ; R. S. Monro, Camb.and Middlesex ; R. Petticrew, 
J. M. Pullan, Camb. and St. Thos. ; 
J. D. Raftery, M.R.C.S. Eng. 
G. K. Rose, Birm. and Middlesex : T. W. Rowntree, Camb., 


A. Shelton-Agar, M.B. Edin., Univ. Coll. and Middlesex : B.W. 
B. Lond., Guy’s and Middlesex; I. B. 


Middlesex; R. A. T 
St. Mary’s; S. A. Vincent, : Winifred dg 
M.B. Lond., Univ. Coll.; F. G. Ward, B.M. Oxon., St. Bart.’s 
and Univ. Coll.; W. H. J. Weston, King’s Coll.; and J. M. 
“Yeates, M.B. Sydney. 


Royal College of Surgeons of Edinburgh 


At a meeting of the college held on Dec. 16th, with 
Mr. W. J. Stuart, the president, in the chair, the following 
candidates who have passed the requisite examinations 
were admitted to the fellowship :— 


Earl Stephenson, M.D. Manitoba; Joseph Leonard Dimond 
M.B. N.Z.: Peter Macintyre Birks, M.B. Adelaide; Alfre 
Finlay Brown, M.B. Glasg.; Oharles Cockburn, M.B. Aberd., 
Francis Wilfrid Peter Dixon, M.B. Melb. ; John Norman 
Inglis Emblin, M.B. Edin.; Ivor Quarren Evans, M.R.C.S. 
Eng. ; John Sharp 


Janendra Nath Majumdar, M.B. Calcutta ; 
uibban Murray, M.B. Aberd.; Philip Hudson Macindoe, 

. Sydney ; Frank J oseph Patrick O’Gorman, M.B. Glasg. ; 
Gilbert Parker, M.B.Aberd.; Kadambady Manjunath Rai, 
M.B. Madras; Jack Mendel Rogaly, M.B.Cape Town; Jac 
Rubin, M.B. Cape Town ; Jagdish Singh, M.B. Punjab ; Stanley 
Fe on Soutar, M.B.St. Andrews; John Low Stephen 
M.B. Aberd.; Douglas Lang Stevenson, L.R.C.P. Edin. ; and 
John Kenneth Booth Waddington, M.B. Liverp. 


University of Edinburgh 

Lord Tweedsmuir has been elected Chancellor of the 
University in succession to Sir James Barrie. 

On Dec. 17th the following degrees and diplomas were 
conferred :— 


M.D.—tJ. A. Chapel, *R. Y. Christie, F. L. A. Gacé (in 
absentia), Walter Henderson, Helen M. Hendrie (in absentia), 
*T. B. Johnston (in absentia), W. M. McIntyre, W. R. H. 
Mackay, Jean M. cLennan, W. R. Martine, R. C. M. Pearson, 
tArchibald Penman, L. Y. Roberts, A. M. Ross, and J. O. 


Westwater. 
* Awarded gold medal for thesis. 
t Commended for thesis. 


D.Se.—T. B. Menon. 

Ph.D.—Alexander Haddow. 

M.B., Ch.B.—C. A. Anderson, I. L. Briggs, P. E. Brown, 
A. G. Brownlie, J. A. Cooper, C. F. Coutts-Wood, Millicent O. 
Dewar, Frances H. Drew, med El Shahed, Adam Perquies, 
Mex Goldberg, Arnold Goldblatt, G. H.’ Hughes, William 
Hunter, Julius Hurwitz, Alexander Jeannacopoulo, R. W. 
Jones, R.D. Kennedy, Robert Kerr, J. W. Leslie, D. P. Macmillan, 


. E. 
hatcher, M.R.C.S. Eng., Middlesex and - 
M.B. Belf. : 


I. A. G. MacQueen, Robina M. Marwick, Jan Miedema, John 
Milligan, A. D. Mitchell, J. R. Moffat, W. A. Muir, W. G. Pollard, 
G. D. Roworth, James Runcie, Robert Saffley, R. L. Sanderson, 
Ganesh Sawh, W. D’A. Silvera, I. F. Smith, Lesley I. Stewart, 
Lecraz Teeluck, W. S. Thomson, F. L. Turner, B. C. Walker, 
R. B. W. Walker, and Peter Walton. 

D.P.H.—R. P. Jack and K. C. Mathew (in absentia). 


University of Aberdeen 
On Dec. 14th the following degrees were conferred :— 


M.D.—J. W. Howie (with honours); A. B. Donald and 
J. G. Thomson (with commendation). 


: D 

Campbell, W. C. Gordon-Russell, A. W. Hardie, R. M. Hector, 
J.D. Kynoch, A. R. Laing, W. L 
F. G. Mackintosh, Angus Menzies i 
Petrie, Beryl G. Petrie, G. C. Rae, J. S. Riddell, W. M. Ritchie, 
D. B. phen, V. L. . B. Tolmie, R. J. Walker, 
S. M. K. Watkins, and D. F. Wiseman. 

University of Manchester 


Prof. J. S. B. Stopford, F.R.S., vice-chancellor of the 
university, has been appointed to a néwly instituted 
chair of experimental neurology on his resignation from 
the chair of anatomy, to which Prof. F. Wood Jones, 
F.R.S., has been appointed. 


Prof. Stopford is 49 years of age and was educated at Liver- 
pool College, Manchester Grammar School, and the University 
of Manchester where he graduated M.B. in 1911. Four years 
later he was awarded the gold medal for his M.D. thesis. After 
holding resident posts at the Manchester Royal Infirmary and 
Rochdale Infirmary he was appointed demonstrator, and then 
lecturer in anatomy at the university, and in 1919 he became 
professor. He held the posts of dean of the medical school and 
pro-vice-chancellor before he was elected to the vice-chancellor- 
ship in 1935. He is also honorary advisory anatomist to the 
Royal Infirmary. His academic distinction was recognised 
when he was elected a fellow of the Royal Society in 1927, and 
he was awarded an hon. D.Sc. by the University of Dublin last 
year. His writings deal chiefly with sensation, the sensory 
pathways, and the blood-supply of the brain. 


Dr. J. C. Kerrin, assistant director of the routine section 
of the department of bacteriology, has been appointed 
lecturer in bacteriology. 


At recent examinations the following candidates were 
successful :— 

FINAL EXAMINATION FOR M.B., OH.B. 

Part II.—R. E. Ball, Gretel Bergheimer, George Berry, 
Hilda Brice, C. D. Coe, D. B. Dawson, Roger Jackson 
T. H. Lawton, G. B. Locke, N. J. de V Mather, Mary A. 
Rogerson, D. A. Fletcher Shaw, E. P. Whitaker, A. B. White, 
and J. H. Wilding. i 

Part I..—P. N. Holmes, D. N. Kiff, Constance M. F. Lyth, 
J. C. Ramsden, J. F. Rickards, and H. E. Thackray. 

i D.P.M. 
Part II.—¥Eleanor B. Schill. 


University of Liverpool 


At recent examinations the following candidates were 
successful :— 
M.D. 


A. G. Leigh, A. J. McCall, W. N. M. Mason, M. H. Pappworth, 
and T. Seager. 
M.CH. ORTH. 


A. L. Dawkins, L. Gillis, W. Gray, A. J. Helfet, B. A. Maken, 
P. B. Moroney, S. Pappworth, and W. H. M. Smith. 


FINAL EXAMINATION FOR M.B., OH.B. 
Part TII..—L. Boyars, A. M. Brown, P. Cohen, J. Gendle, 
H. K. Lucas, C. McGibbon, E. H. Moore, W. J. Patton, W. H.G. 
i . Rigg, G. H. Shaw, A. R. Unsworth, 


. Winter. 
* Distinction in pharmacology and general therapeutics. 


D.T.M. 
E. M. Clarke, J. L. Dales, E. A. Daley, 
Alma Downes-Shaw, M. S. B. A. Hamid, M. U. Khan, O. V. S. 
Kok, F. Lake, P. L. F. de Livera, M. N. Mahadevan, W. Man- 
well, K. C. Mathew, L. Mazzotti, V. G. Patwardhan, H. Prasad 
8. L. Robert, N. N. Singh, Elizabeth H. West, H. F. West, and 
ê S A son. 


Dr. M. U. Khan has been recommended for the Milne 
medal. 


P. V. Bamford, P, 
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University of Birmingham _ 2° | 
On Dec. 17th the following degrees and diplomas were 


‘ conferred :— i 


M.D.—H. B. Hunt. o ; 

M.B., Ch.B.—J. H. Briscoe-Smith, R. T. R. .Freshwater, 
K. A. Marandi, P. E. Morris, and Frances C. Myatt. 

Diploma in Dental Surgery.—A. E. Bayley, B. B. Brown 


G. A. Condry, R. A. Gray, G. S. Hoggins, J. J. Horton, Margaret 


M. Owen, D. W. Price, Mary I. Prince, J. P. Saxby, A. W. 
Smith, J. R. Statham, J. D..Stephenson, F. L. S. Stokes 
Ronald Thexton, G. P. W. Walis, ‘A. S. Whyman, and 
F. W. Woodward. 


Epsom College: The St. Anne’s Scholarship 


The council of Epsom College will shortly elect a girl- 
Candidates. 


to a St. Anne’s scholarship of £30 a year. 
must have been not less than nine years of age on 
July Ist, 1937, and must be orphan daughters of. medical 
men who have been for not less than five years in inde- 


pendent practice in England or Wales. Application must- 


be made by Jan. 15th on a form to be obtained from 
the secretary of the college, 49, Bedford-square, London, 


Congress of Dermatology ‘and Syphilology 
The tenth International Congress of Dermatology and 


. Syphililogy will be held in New York in September, 1940, 


Dr. Oliver S. Ormsby is president and Dr. Paul A. O’Leary, 
Mayo Clinic, Rochester, Minnesota, is the executive 
secretary. ; | 


' Royal Institution. , 
The subject of this year’s Christmas lectures for young 


people is rare animals and the. disappearance of. wild life, 
and they will be given at 3 p.m. on Dec. 28th, 30th, 


_ Jan. Ist, Jan. 4th, Jan. 6th, and Jan. 8th, by Mr. Julian 


Huxley, D.Sc., secretary to the Zoological Society of 
London, The address of the institute is 21, Albemarle- 


street; London, W. — | 


Royal Sanitary Institute 2 

- A discussion on recent advances in methods of bed-bug 
disinfestation will-take place at the institute, 90, Buck- 
ingham Palace-road, London,S.W.2, on Tuesday, Jan. llth, 
at 5.30 p.m. Mr. S. A. Ashmore of the government 
laboratory and Dr. B. T. J. Glover, senior assistant 
medical officer of health for Liverpool, will open the dis- 
cussion, and a demonstration of the methods described 
will be given by Dr. John Macmillan, medical officer of 
health for Woolwich. a 


Medico-Legal Society 

. Lord Atkin, president of this society from 1920 to 
1927, was the first speaker at the annual dinner held at 
the Trocadero on Dec. 17th, with Mr. Justice Humphreys 
in the chair, He said that though lawyers.and doctors 
were alike: engaged in the ascertainment of truth the 
lawyer was wholly dependent on what people said ; whereas 
the doctor would not get far if he relied on what his 
patients told him, and had devised.other means—often 
most unpleasant means—of arriving at the truth. On 
the other hand a judge had the advantage over a doctor 
that if he ordered a man six months’ rest he could be 
sure he would take it. It must be most annoying, Lord 
Atkin continued, for a man who really knew his job to 
be cross-questioned by someone who (for the time being) 
knew even more of that job. But the expert witness 
was too often unwilling to admit ignorance ; for actually 
one of the most effective answers was ‘‘I don’t know.” 
It had two merits: (a) it gave the witness an immediate 


‘reputation for complete integrity ; and (b) it got him ‘out 


of an awkward situation. Sir William Willcox spoke of 
the valuable work ‘done by the society and of the enlarging 
field this must cover. But if the object of the law was 
truth, truth, truth, it would always have at its service 
the best that medicine could offer. Mr. Justice Hawke 
complained that the effect of medical teaching was that 
to-day every first offender (‘‘ I doubt if I ever saw one ’’) 
had to be medically examined and asked what his grand- 
father had said in 1872—receiving three or six months 
accordingly. The judge was in the position of the West- 
country labourer who broke a pick and bent two. spades 


in trying to dig up a tree on a frosty day. ‘*‘ Damn they 
pigs,” said he, ‘‘ as didn’ eat thee when thee was a’ acorn.” 
Sir Edward Tindal Atkinson reported that in his seven 
_ years as director of public prosecutions: he had changed 
his opinion and come to have a high admiration for the 
Mr. Justice Humphreys, as. president 
of the society, said that two of its founders—Dr.' R. 


expert witness. 


Henslowe Wellington, the first hon. secretary, and Sir 


Walter Schroeder, treasurer for thirty years—were present 


at the ‘dinner. The society, which had started .with 


55 members and now had 380, was making arrangements 
. for affiliation’ with other medico-legal societies and the 

recognition of branch societies. Manchester had led the 
Essex had a branch and it was hoped that most - 
Dr. Wellington, proposing 
The Guests, expressed his hope that the society would 
realise his original ambition and develop into a medico- 


way ; 
counties would. follow suit. 


legal institute. Mr. Justice du Parcq. and Sir Robert 
Pickard, F.R.S., replied, and Sir Robert, as vice-chancellor 
of the University of London, said he thought the formation 


of a medico-legal institute depended primarily on the 


necessary endowment. 


Modern Fracture Clinics © } 


The Rehabilitation Committee heard evidence on 


Dec. 17th from Sir Cuthbert Wallace, president; Prof. 


Grey Turner, a vice-president, and Prof. Seymour Barling, 


‘ a member of the council of the’ Royal College of Surgeons 


of England, in support of. the organisation of fracture 


clinics on lines recommended in the Committee’s interim 


~ 


ji 


have some rudimentary 


report issued earlier this year. .The witnesses discussed 
the medical staffing of the clinics, the steps which should 
be taken to instruct medical men in the modern methods 
of treating fractures, and the part which general. practi- 


tioners might take in an organised fracture service. 


Psychotherapy at Middlesex Hospital 


At a meeting of the court of governors held on Dec. 15th, — 


the chairman, Mr. T. B. Money-Coutts, drew attention to 
the recognition of the department of psychotherapy which 
had just been authorised by the court.. This work, he: 
said, had been in progress since 1023 when no English 
teaching hospital had yet attempted to link up the mental 
hospital with the neurological department of a general 
hospital, With the collaboration of St. Luke’s Hospital 
they had worked for many years with increasing success, 
supported more recently by the new Woodside Hospital 
at Muswell Hill. Of the certifiable borderline. cases with 
which they had had to deal more than 90 
‘returned to live useful lives. ' 


GERMAN FOR MEDICAL STUDENTS 


THE student who begins his medical career with 
an adequate knowledge of German çan browse : at 
and 
Beiträge and has what must sometimes seem the 
doubtful privilege of reading twice as many medical 
, is unilingual brother. But the number 
of medical undergraduates who make time to acquire 

German 


will among our contemporary Wochenschriften 


journals as his 


at any rate a “reading knowledge” of 


shows that it is an accomplishment of real value, 
And it is to help these part-time learners, who usually 
knowledge of the language 
but wish to improve their facility for reading medical 
and scientific matter, that Mr.: W. F. Mainland has 
produced his small reader! The graded selected 
passages it contains are all-on medical or scientific 
subjects, but their authors range from Striimpell 
and Falta to Thomas Mann and Vicki Baum. At the 
beginning of the book there are some practical notes 
on grammar ‘and hints on text-reading, and = the 
with idiomatic 
It is 
perhaps a pity that the list of common abbreviations 
of the titles of medical journals was not compiled 
from the World List of Scientific Periodicals, <A 


reader is given further intelligent hel 
phrases in footnotes appended to the texts. 


vocabulary is given at the end of the book. 


1 German for Students of Medicine and Science. By W. F, 


an 
College, London. Edinburgh and London: Oliver and Boy: Å 


Mainland, M.A., lecturer in the department of Germ 


1937. Pp. 160. 8s. 6d. 


per cent. had 
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CROYDON TYPHOID INQUIRY 


Ur to Tuesday last 284 cases of typhoid had been 


reported in Croydon with 26 deaths. The inquiry 


of the disease. 


was resumed on Monday with a comprehensive state- 
ment by Sir Walter Monckton, K.C., counsel for the 
Croydon corporation, who revealed the discovery that 
one of the eighteen workmen who had been employed 
at the Addington well was possibly a carrier of 
infection. We have information, he said, although 
we are not in a position to call those who gave it, 
which would show that one of these men is a carrier 
This man was employed in the 


works at the well at intervals between Sept. 28th 


and Oct. 26th and is now under observation in 
hospital. 

In the early part of his statement Sir Walter 
described the natural history of typhoid fever and 
the various routes by which infection may be con- 
veyed, and then related the events which had led to 


_ the inquiry. The first case to be notified was that 


of a married woman just returned from a holiday 
in France (where she had eaten shell-fish) who fell 
ill on Oct. 7th, was diagnosed as typhoid on the 16th, 
and removed to hospital on the 19th. Inquiries were 


_ made and the drains inspected. The next cases were 
| reported on Oct. 25th, 27th, and 28th in South Croydon, 
_ and were followed by a careful search for a common 
_ article of food-supply. . It seemed possible to eliminate 


food and milk as possible. media for infection, 
particularly as there were a number of cases reported 
from two private residential schools which had no 
common food-supply except milk which, as it had 
been pasteurised, could be excluded as a source of 
infection. One of the difficulties which had been 


- constantly in the minds of officers of the borough in 
_ those critical days was, said Sir Walter, that they 
could not assume—as at an early stage they did not 
_ think—that this was a water-borne infection from a 


particular well. They had to deal with the possi- 
bility of food and with every common factor they 
could trace among those suffering from infection. 
They had to trace out what were the articles of food 
which this patient or that was using at the time 
of the illness, and had to discover whether articles of 
food had been bought from the same grocer. An 
elaborate system was developed to try if possible to 
identify a common source of food. We can now, he 
said, look back and say that we have good reason 
to think that the infection came from the water- 
supply, but at the start the attention of the local 
authorities was largely and necessarily taken up with 
an inquiry into all possible media in order to eliminate 
one possible cause after another. Until they could 
do that they could not concentrate their energies on 
one particular source of water-supply. 

Only by stages was the conclusion reached that 
the infection was probably water-borne. It had 
always been the custom for the engineer’s depart- 
ment to take a sample of water each month, and the 
routine monthly sample of the Addington water 
taken on Oct. 28th was reported on Nov. 3rd to show 
Bacillus coli communis in 10 c.cm. though none in 
l c.cm. This was attributed to recent heavy rainfall 
and the analyst advised that the water should be 
chlorinated as a precaution. Meanwhile on Oct. 30th 
three more cases had been diagnosed, two being in the 
south-west district and one in the south-east near 
Addington, and on Nov. Ist the water from Addington 
was chlorinated at 0-1 part per million. On the 
same day the 26 medical practitioners in South 
Croydon were informed that cases of typhoid fever 
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had occurred and were asked to bear this diagnosis 
in mind in doubtful cases. On Nov. 3rd Dr. E. T. 
Conybeare was sent from the Ministry of Health to 
assist in the investigations, and by then the distri- 
bution of cases began definitely to incriminate the 
Addington supply. On Nov. 4th a preliminary 
report from the Ministry of Health upon samples of 
water sent to them was received and showed that 
the Addington water was heavily contaminated, 
although actual typhoid organisms were not culti- 
vated. On receipt of this report pumping was 
stopped from this well except to the Warlingham 
Hospital which had no other possible supply, and 
steps were taken to chlorinate the water in the 
Addington reservoir. All the doctors in the borough 
were then circularised, but the public health com- 
mittee decided not to issue a warning to the general 
public for fear of creating a panic. On Nov. 9th, 
when there had been 29 cases, it was decided at a 
meeting of the borough council that there was no 
need for the public to take precautions with their 
drinking water, and the medical officer of health 
gave it as his opinion that general preventive vac- 
cination was inadvisable owing to danger during the 
negative phase. On Nov. llth Dr. E. V. Suckling, 
who had been called in as consulting bacteriologist, 
considered that the supplies were satisfactorily 
sterilised, but advised the running-off of water from 
the cisterns of unoccupied houses and the emptying 
and cleaning of the Addington reservoir. On Nov. 14th 
a statement was issued to the press and the B.B.C. 
that the infection had been found to be water-borne 
and that as only a part of the supply was infected the 
outbreak was not likely to be very extensive. 

During his statement Sir Walter gave an assurance 
on the evidence of Dr. Suckling that since. Nov. llth 
the public water-supply of Croydon has been bacterio- 
logically pure. We are now, he said, in a position to 
say that there are no more primary cases to appre- 
hend, and such cases as have developed in recent 
days are definitely to be traced to contact with 
primary cases, so that Miey are of a secondary 
character. 

The Croydon borough council decided on Monday 
to take a further step towards safeguarding the 
gathering ground for the water of the Addington 
well by granting a long lease to a golf club of the 71 
acres joining Featherbed.- lane in the vicinity of the 
pumping station. 
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pops MABEL, M.B. Durh., Assistant Medical Officer of Health 
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GREEN-ARMYTAGE, V. B., M.D. Brist., F.R.C.P. Lond., F.C.0.G., 
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JAMIESON, S. -H., Assistant Medical Officer of 
Health for ilford and Resident Medical Officer at the 
Isolation Hospital. 

MORRIS, JOHN, M.R.C. sS. Eng., Admiralty Surgeon and Agent 
at Newport Pagnell, Bucks. 

PEMBERTON, Max, M.B. N.Z., Resident Surgical Officer at the 
Royal Masonic Hospital, pon don 

Ross, A. T., lasg., F.R.C.S. Edin., Admiralty Surgeon 
and Agent at Mevagissey, Cornwall. 

SIMPSON, M.R.C.S. Eng., Hon. Anesthetist to the Black- 
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FUNCTION OF. A PSYCHIATRIST IN A 
GENERAL HOSPITAL 
By J. Kasanry, M.D. | 


DIRECTOR OF DEPARTMENT OF PSYOHIATRY, MICHAEL REESE 
HOSPITAL, OHICAGO, ILLINOIS 


ALTHOUGH psychiatry lagged behind other: medical 
sciences, at the beginning of the century it reached a 
point in its development when it became obvious that 
it ought to be a'part and parcel, of the equipment 
of every medical man. For this reason our best 


medical schools have decided to make psychiatry 


a separate subject of study and have created special 
departments for it. Teaching facilities were developed 
` by establishing special psychiatric hospitals and 
institutes as a part of the teaching centres for medical 
students. Psychiatrists welcomed this idea because 
psychiatry itself suffered a good deal by its isolation, 


which hampered its progress. It was the hope of 


psychiatrists that by establishing small psychiatric 
hospitals in connexion with medical schools, the men 
engaged in basic sciences would become interested in 
psychiatry and would help solve some of its problems. 
Thus psychiatric clinics were created, both as research 
. and teaching units, and at the present time we have 
in the United States about a dozen university psychi- 
atric clinics. This development has taken place 
along the same lines as it has in continental countries, 
Russia, and to some extent England. One must 
remember, however, that to a large degree these 


psychiatric clinics were State hospitals in miniature, 


retaining much of the isolation and the remoteness 
of a State hospital. | 

To what extent these psychiatric institutes suc- 
ceeded in their aims it is difficult to say. As far as 
teaching is concerned, they were able to give the 
young medical men a certain superficial knowledge 
of mental disease, such as schizophrenia and manic- 
depressive psychosis, without, however, influencing 
profoundly the practice of medicine of the average 
medical man. They were much more successful in 
training future psychiatrists, equipping them both for 
administrative work, teaching, and private practice. 
In the field of research the accomplishments of these 
university clinics are difficult to evaluate. Research 
in psychiatry is still in a stage of accumulation of 
- accurate data, needing a genius both for analysis of 
these data and also synthesis. a 

Of late there has been a definite trend to develop 
so-called psychiatric clinics in State hospitals, which 
to a large extent duplicate the functions of psycho- 
pathic hospitals. These psychiatric clinics in State 
hospitals are designed to take care of the acute cases 
of mental disease; they are especially equipped for 
intensive therapy with comparatively small numbers 
-of cases and they have created excellent oppor- 
tunities for teaching and research. For this reason 
I doubt whether we will witness much of an expansion 
of psychiatric clinics such as we have had in connexion 
with university medical school plants. | 


PSYCHIATRY AND THE NEARLY NORMAL PERSON 


Although in the narrow field of mental diseases 
psychiatry has made but limited progress, it has 
made tremendous strides since the beginning of the 
century in its psychological and social appraaches. 
Confining itself largely to the field of the psychoses, 
psychiatry began to understand something about the 
functions of the normal individual, largely through 


the contributions of Freud, which helped to make 
psychiatry more of a living, dynamic science, applic- 
able to the healthy as well as the sick person. 
Psychiatry has developed to a point where it has 
made possible the understanding of a normal person 
in terms of a living, struggling individual, constantly 
contending with his own conflicting emotions in a 
very complex setting, which from an early age. tries 
to mould his personality. 
psychiatry as a science of the maladjusted or abnormal 
personality gives us an altogether different slant than 
we had, say, a generation ago. Whereas the man 
with pneumonia shows objective signs of his illness 
in his temperature, in his radiogram, in his blood 
chemistry, the only evidences of a mental disease may 
be the reactions of the psychotic individual to other 
people and their reaction to him. The word per- 
sonality brought the idea of social factors and social 
criteria into the concept of disease. | 
Parallel with this development, physiologists 
through their researches have demonstrated how 


‘emotions influence the functions of the various 


organs as well as the organism as a whole. Going a 
step further, one can see how emotional factors may 
be responsible for any array of symptoms in any 
individual. Osler maintained some time ago that 
syphilis can simulate any disease. The same thing 
holds even more true of the neuroses. In fact we look 
upon the neuroses as residuals or manifestations of 
certain emotional difficulties dating from early child- 
hood and manifesting themselves viscerally and 
somatically, under adverse environmental situations. 
One must remember that this point of view has been 
developed just as much by physiologists such as 
Cannon and Pavlov as by contributions of Janet 
and Freud. P- te : 

The question arises of how this body of knowledge 
has affected the practice of medicine of the average 
medical ‘practitioner. True enough, many of the 


more enlightened medical men admit that more than- 


half of their patients are neurotics and still they go 
on treating them with the ancient armamentarinum 
of pills, elixirs, infra-red rays, &c.—in other words, 
with the most primitive types of psychotherapy. 

On the other hand, the psychiatrist in a psychiatric 
clinic has remained just as isolated there as he was 
in a State. hospital, only occasionally in contact with 
the medical man, each blaming the other for the 
lack of contact and understanding. It is for this 
reason that in the past few years there has developed 
a new movement on foot, of making psychiatry a 
more integral part of medical teaching and practice. 
This is being effected, within the last decade, by 
having psychiatric facilities existing within the 
general hospital itself, rather than in separate geo- 
graphic units; either by means of a psychiatric 
liaison department (Billings 1937), a special con- 
sultation service, or a psychiatric service within the 
general hospital. 


ISOLATED SITUATION OF THE PSYCHIATRIST 


Granting the establishment of psychiatric dlinics 
within a general hospital, what can be their function ? 
How can the psychiatrist demonstrate the effeotive- 
ness of his approach to the sceptical medical man 
and even more sceptical medical student? T; shall 


The whole concept of. 


4 


not discuss here research in psychiatry as it does not 


enter into the topic of the paper. | 
The most obvious method of making psychiatry 


accessible and understood by the medical man is by | 
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establishing psychiatric clinics with sufficient per- 
sonnel to take care of the psychiatric referrals to 
such clinics. The bulk of work would have to be 
connected with the out-patient department. It is 
with this idea that the full-time, fairly well-staffed 
psychiatric clinic was established at Michael Reese 
Hospital, and there the same difficulty was soon found 
as psychiatric clinics elsewhere had experienced, In 
the first place, there is a definite tendency to refer 
to the psychiatric clinic those patients in whom the 
medical man loses interest. When a case becomes 
therapeutically hopeless, when it becomes a chronic 
liability, or if the case is poorly understood, it is 
“dumped ” into the psychiatric clinic. When such 
a case is rejected by the psychiatric clinic and sent 
back to the referring physician, it only arouses his 
anger, with a counter-attack on psychiatry as being 
ineffective and useless. Then again, even if interest- 
ing and hopeful cases are referred to the psychiatrist, 
the referring physician may easily have lost interest 
or forgotten about them by the time the psychiatrist 
has worked them up. .Often psychiatrists do not try 
to put down their findings concisely and in a language 
intelligible to the average medical man; hence very 
often their reports have no meaning to the referring 
physician. Moreover, unless the case is brought to 
his attention, the referring physician, if the case has 
been transferred completely to the psychiatric clinic, 
may not even know what has been done with it. 
The situation thus develops in which the psychiatrist 
may obtain very good therapeutic results but remain 
in the same isolation as before, without his colleagues 
being aware of the effectiveness of his work. 


THE PSYCHIATRIST IN THE MEDICAL CLINIC 


To get over this we have tried a method which I am 
sure has been tried equally successfully elsewhere. 
Instead of the psychiatrist working in his own clinic, it is 
much better if he becomes a member of any one of 
the established medical clinics. There he becomes a 
sort of “floater,” accessible to all the men in the 
clinic, 2 man whom they can consult freely and with 
whom they can discuss their cases without any 
restraint or suspicion. They can see exactly how 
the psychiatrist works, they may even sit in an inter- 
view with the psychiatrist and a patient and evaluate 
for themselves the usefulness of the anamnestic 
method. The psychiatrist’s findings are communi- 
cated to the referring physician orally, personally, 
and in very simple language. A mutual course of 
treatment is outlined by the psychiatrist and the 
referring physician. It is only when the medical 
man works in close contact with the psychiatrist 
that both develop mutual confidence and faith in 
each other and begin to appreciate each other’s point 
of view. 

Thus far we have tried it in our thyroid clinic, 
in one of the gastro-intestinal clinics, and we are 
beginning to do the same thing in the general medical 
clinic and the general admission clinic. The results 
thus far have been most gratifying in the direct 
education of the men in the principles of psychiatric 
appreciation and evaluation of the patient’s per- 
sonality and its rôle in the disease picture. Here 
and there one finds a very dramatic improvement 
as a result of very simple psychotherapeutic approaches 
and these, of course, work very convincingly with 
the physician. On the other hand, the psychiatrist 
need not be ashamed of his failures because the 
referring physician can himself see the difficulties 
under which the psychiatrist is working. From the 
psychiatrist the physician can learn both indications 


and limitations of psychiatry. Our advice has found 


its definite place in providing a fine-tooth comb of 
differential diagnosis between functional and surgical 
conditions. In the thyroid clinic, for example, every 
case where the surgeon suspects an emotional mal- 
adjustment is referred to the psychiatrist, not through 
æ regular referral but right in the setting of the initial 
examination at which a psychiatrist is present. If 
the psychiatrist feels that the symptoms may be on 
an emotional basis he goes on with the case, until he 
is convinced of one or the other. It is quite interest- 
ing to see the réle which intuition plays in medical 
diagnosis and how the better medical men differen- 
tiate and pick out cases where the symptoms are on 
an emotional rather than structural basis. 


PSYCHIATRY IN ACTION 


As an illustration I would like to describe a few 
cases where the problem is quite simple and others 
where the problem is complex and requires unified 
thinking on the part of the psychiatrist and the 
surgeon. 


CasE 1.—A young white girl of Polish descent came to 
the Mandel clinic complaining of pain in the upper 
abdomen, radiating to the right lower quadrant, of two 
months’ duration. When questioned closely about the 
pain, she said she could not describe it, and burst out 
crying. Finally she described the pain as sticking and 
always present. Examination showed tenderness in the 
right lower quadrant. She was referred to the surgery 
clinic where she was followed for several weeks. Radio- 
graphy showed “ vi ized appendix, very tender,” 
suggesting definite disease. Patient was admitted to the 
hospital and the appendix was removed. However, after 
the operation she continued to complain of the same 
symptoms and: frequently returned to the clinic, stating 
that she had belching, gas, nausea, pain. An examina- 
tion showed the same tenderness in the right lower 
quadrant. This was associated with a definite distress and 
the patient burst out crying upon examination. 

When she was examined in the gastro-intestinal clinic, 
the head of the clinic suggested that there might be a 
serious functional element in her picture and asked the 
psychiatrist to talk with her. ‘Within a few interviews 
it became obvious that the girl was under severe emotional 
stress connected with the family situation, without any 
avenues of escape and without anybody understanding 
her problem. She was a typical “ ugly duckling ” in a 
family of very attractive and superior siblings, who 
monopolised the affection of her mother. The patient 
was rejected by her mother and her gastro-intestinal 
complaints were the only way in which she could receive 
some attention and interest from her mother, who played 
a big réle in her ideation. 

After a short but rather intensive period of treatment 
of the girl, as well as the mother, the symptoms gradually 
subsided, beginning with a marked personality develop- 
ment of the girl. 


This case needs no comment, for it is quite simple, 
both in its mechanisms and the simple therapeutic 
procedures. | 

CasE 2.—A young, white girl of 22, a stenographer, 
came to the Mandel clinic complaining of weakness, 
dizziness, loss of weight, and occasional blood streaks in 
expectoration, of over a year’s duration. She was 
examined very carefully and the positive findings of 
tachycardia, irritability, and nervousness suggested a 
possible diagnosis of hyperthyroidism. The patient was 
seen in the thyroid clinic, There the basal metabolic 
rate (B.M.R.) was found to be plus 22 on one occasion 
and plus 16 on another occasion. The findings were 
suggestive of a thyrotoxicosis. For this reason she was 
admitted to the hospital. 

On admission it was found that the B.M.R. dropped to 
3-3. The patient was “‘lugolised,” but in view of the 
fact that before the date of the operation she ran a slight 
temperature in connexion with a mild cervical lympho- 
adenitis, the proposed thyroidectomy was cancelled. She 
continued to come to the metabolic clinic with the same 
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complaints, but since her metabolic rate continued to be 
-` less than 10 per cent. she was referred to the medical 
clinic. There she complained of pain in the lower abdomen 


and tenderness, and the possibility of colitis on a neurogenic _ 


basis was discussed. The chief of the gastro-intestinal 
clinic saw that this girl was unstable emotionally and 
unhappy and asked a psychiatrist to see her. 

On psychiatric examination the patient was at first 
very reluctant to talk; then she suddenly opened up and 
said that all her symptoms followed serious psychic trauma 
two years ago—that is, at the time when her symptoms 
began. At that time her sister asked her to go out to 
buy a trousseau for her and this was the straw that broke 
the camel’s back. The patient was by far the more 
attractive of the two and her sister’s engagement was a 
source of great disappointment to her. When she went 
with her sister to the store, there was a rush for dresses 
at some sale, the crowds were huge, there was a regular 
_mob hysteria, with the police called in. The patient felt 
that something snapped in her side, she felt a Jump in her 
throat: like a tubulation. She felt she had something 
inside her that did not belong there and that this was 
located somewhere above, her stomach. It was an 
obvious pregnancy fantasy. | 
_ Later on, patient revealed extreme unhappiness since 
the age of 11, when her parents were divorced. At that 
time she had a breakdown which required the attention 
of a nerve specialist. The patient was seen several times 
during which she was extremely.emotional and violently 
denied any connexion between her emotional problems 
‘and her symptoms. It was quite surprising then to find 
that after four or five interviews the patient became 
more calm, spoke less tensely about herself, expressed 
the desire to go to work, and for over a year has been able 
to get along very well, both socially and industrially, being 
able to hold a responsible position. 


This case brings in the two important aspects of 
the work of the psychiatrist in the general. hospital. 
In the first place, the intuitive appreciation of the 
medical man that this or that condition is not wholly 
organic, and that the patient will benefit by further 
study. Then again it brings up, the problem of dif- 
ferential. diagnosis between neurosis and thyroid 
- disease. In our thyroid clinic we are able to dif- 
ferentiate quite well the emotional maladjustments 
from true cases of thyrotoxicosis. The problem, 
however, is not always simple. Various emotional 
problems may be present.in a-true case of thyro- 
toxicosis, as.in any other case.’ Hence we have 
ourselves frequently requested that such patients, 
in whom a differential diagnosis is difficult, be admitted 
to the hospital for further observation. I must say, 
however, that always in such cases we find that the 
B.M.R. drops very quickly after admission to the 
hospital and the whole functional nature of the case 
becomes ‘prominent and comes to the surface. The 
same problems come up with cases of allergy, arthritis, 
cardiac conditions, and various gastro-intestinal 
disturbances. ; 
` In the following case I should like to demonstrate 
that a recognition of an emotional origin of a certain 


set of symptoms does not necessarily mean that the 


patient can be helped by psychotherapy, and that 
one is often forced to give the patient the opportunity 
to order his Own treatment. 

CasE 3.—An Italian girl of 19 came to the medical 


clinic complaining of pain in the upper abdomen of four 


months’ duration, with constant backache and pain in 
the right lower quadrant, of four years’ duration. Together 
with this there was a constant nausea, but no vomiting. 
This was not associated with constipation. 

The patient was studied in the clinic very carefully. 
A radiogram. of her gastro-intestinal tract showed a 
diverticulitis which, however, was not obvious on the 
repeated examination. ‘Radiography of the gall-bladder 
was negative. An 18-hour meal showed tenderness over 
appendix, with visualisation, appendix fixed. She was 
referred to the gastro-intestinal clinic and there the chief 


‘her guilt could be expiated only by an operation. 


of the clinic felt that there might bea functional element 
in the case. When I saw her, the patient was quite 
reluctant to talk about herself, and denied any possibility 
of personal difficulties with, a bland and indifferent 
manner. She revealed, however, that for the past year 
or so she has had relations with her fiancé, inasmuch as 
they could not get married for economic reasons. At the 
same time she brought out the fact that she was brought 
up in a very religious family, that she was a God-fearing 
person, and that in her religion even thoughts of sex were 
sinful. It was apparent that the abdominal pain was a 
conversion of her conflict into somatic symptoms and that 
In spite of reassurances by the internist and psychiatrist, 
the patient insisted that she be operated on, complaining 
more and more of distress, of pain in right lower quadrant, 
backaches, and inability to work. She was so insistent 
that she was sick that she was finally admitted to the 7 
hospital. On admission to the hospital, X rays showed | 
that “ appendix was visualized, limited mobility, appendix | 
tender.” Opaque enema failed to reveal intrinsic patho- 
logy. On the medical. service a diagnosis was made of -7 
a past chronic recurrent appendicitis, and the patient was | 
transferred to surgery for opinion. On the surgery service | 
the appendix was removed ; pathological description was | 
| 

| 

| 
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as follows: ‘‘ Gross: the specimen consists of an appendix 
which measures 6-2 by 0-4 cm. in greatest dimensions. 
The serosal surface is gray ‘pink, smooth and glistening. 
The wall is soft. The mucosaisredundant and the lumen 
is filled with a black pasty material. (Microscopic) 
Appendix shows no histopathological changes.” 


The medical and psychiatric aspects of such cases 


‘have been. well worked out by Ebaugh (1937), from a 


broad point of view, and from a psychopathological 
point of view by Karl Menninger (1934), in his paper 
on polysurgery. The important thing to remember 
is that a psychiatrist is often helpless, even though 
both he and the patient may well see the functional 
origin of the symptoms. A psychiatrist is forced to 
give the patient the benefit of a-doubt, especially 
when he is dealing with an extremely rigid and 
repressed person, who has no desire’ or intention 
of being treated by any other but extremely 
self-punishing or expiative procedures. ` 
THE OUT-PATIENT DEPARTMENT AS A REFUGE 

It is very important for the psychiatrist to recog- 
nise his limitations. In the out-patient clinic a great 
many patients come in whose neurotic symptoms are 
connected with impossible and almost hopeless social 
and economic situations which are beyond repair. 
In such cases the psychiatrist must realise that 
whatever he does he will not be able to help the 
patient very much and that the patient will return 
again and again to the clinic, eventhough his symptoms 
may show an amelioration for the time being. One 
must remember that the modern out-patient clinic 
has functions quite beyond its limitations of a medical 
institution. An out-patient clinic of a general 
hospital is a place where the patient often meets his 
friends, where he makes new acquaintances, where 
he meets people with the same problems and illnesses 
as he has, and also where he is recognised as an indi- 
vidual, as a human being and treated as such. For 
this reason the out-patient clinic becomes a solace, 
a place of refuge. The secondary gain from attend- 
ance in such a clinic is very great, its recreational 
function very important, and the patient is bound 
to return to the clinic even though his symptoms 
may not give him much difficulty. This is recognised 
by everybody. The physicians and social workers 
speak about such patients as chronic neurotics, but 
they are not discharged, for the great need which 
such patients have of the clinic is realised. I am not 
at all sure that medicine alone will ever really help 
such cases, and I wonder if these patients would 
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not be helped more by enlarged social measures than 
by specific medical therapies. 


WHAT CAN PSYCHOTHERAPY OFFER ? 


The other serious problem which the psychiatrist 
has to deal with in his own field is the question of 
psychotherapy. Through contributions made by 
analysis we can understand the dynamics and the 
origin of some of the patients’ symptoms, but this 
does not necessarily mean that an understanding of 
the dynamics is a cure. Both the patient and the 
physician may have a clear knowledge as to the 
origin of the patient’s symptoms, yet without much 
help. At the present time most of the younger men 
going into psychiatry in the United States are being 
trained in psycho-analysis. In this period of training 
the young psychiatrists are apt to consider psycho- 
analysis as the only method of treatment and give 
the patient the idea that unless he is analysed he 
cannot be helped. As a matter of fact we know that 
patients can be helped a great deal by other means 
than psycho-analysis and that psychotherapy existed 
a long time before psycho-analysis came into exis- 
tence. Ideally, we must get at the cause, which will 
clear up all the symptoms. Practically, in the art 
of medicine, it is very often impossible to eradicate 
the cause and symptomatic treatment remains the 
only one which we can use. Given an infection, it is 
often impossible to treat the cause of the infection, 
but we must treat the infection as such. In a patient 
with many neurotic symptoms the cause of the neurosis 
may often have to be left alone, but there is no reason 
why the patient’s symptoms should not be treated. 
Such treatment is more concerned with the art than 
the science of medicine, but, nevertheless, it cannot 
be neglected. A great need at the present time is to 
organise and correlate the various forms of psycho- 
therapy which may be effective in rapid treatment of 
physical symptoms.  Psycho-analysis is the only 
branch of psychiatry which has attempted to organise 
its knowledge in such a way as to outline the tech- 
niques, the methods and indications within its own 
field. 

The most generally accepted and probably the most 
effective therapeutic method in general psychiatry 
is a so-called anamnestic-cathartic method, by means 
of which the patient, together with his complaint, 
presents his other emotional difficulties and traces 
them to their origin, with the aid of the psychiatrist. 
The patient can see for himself how his present 
difficulty is merely a development of certain faulty 
adaptations, peculiar notions inherited from child- 
hood, and serving some specific purpose in his present 
situation. Together with this, the patient has an 
opportunity to discharge some of the emotional 

tension which may have centred around certain 
desires and feelings unacceptable to him. This is a 
technique which has been employed both in the 
psychoses and the. neuroses, and it has been largely 
introduced into American psychiatry by Adolf 
Meyer and his students in their genetic-dynamic 


approach to psychiatric problems (Meyer 1928). It 


is interesting that this method closely approximates 
the early therapeutic techniques of Freud when he 
was most interested in quick results. With either of 
‘these methods the patient can perceive the raison- 
d’être of his neurosis, which together with the 
-unburdening by the patient of the things that 
really-bother him, becomes a powerful therapeutic 
experience. 

Most treatment of maladjustments and neuroses 
is, and probably will be, done by the general medical 
‘man. If the psychiatrist can communicate and 
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teach the medical man some of his techniques and 
points of view, he will more than justify his existence 
in a general hospital. 
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CONTROL OF OPIUM PRODUCTION 


THE minutes of the advisory committee on opium 
and other dangerous drugs disclose an interesting 
discussion during its twenty-second session in regard 
to the projected conference on control of poppy 
cultivation and the production of raw opium. Both 
the council and assembly of the League had been 
recommended by the advisory committee to arrange 
for the convening of a conference, as soon as possible, 
with the objects of limiting and controlling the culti- 
vation of the opium poppy. This the assembly 
held ‘‘ constituted a decisive step in the campaign 
of the League of Nations against the abuse of narcotic 
drugs and a logical and necessary crowning of its 
efforts.” As reported to the council the advisory 
committee was charged with determining the prin- 
ciples to serve as a basis for a new convention and 
creating a preparatory committee to make a pre- 
liminary draft of a convention. 

It appears, however, that the fifth committee in 
reporting to the Assembly of the League on the 
proposal had introduced, at the suggestion of the 
Portuguese delegate, a proposal that two preliminary 
conferences should first be held, one composed of 
representatives of opium-producing countries and 
drug-manufacturing countries and the other of 
representatives of countries exporting opium to 
countries with monopolies for smoking opium and 
of the monopoly countries. The Portuguese delegate, 
who was responsible for the suggestion of the two 
preliminary conferences, said ‘‘it might even be 
inferred that the object was to maintain as long as 
possible a situation favourable to opium-smokers 
and to the respective monopolies.” He, however, 
“ repudiated such an interpretation which implied 
a dishonest manœuvre.” 

Colonel Sharman, the Canadian representative, 
recalled that the Hague Convention in 1912 con- 
templated ‘‘ the gradual and effective suppression of 
the abuse of opium and the manufacture of and trade 
in opium for smoking ”; the advisory committee 
in 1923 declared that ‘if the purpose of the Hague 
opium convention is to be achieved according to its 
spirit and true intent, it must be recognised that 
the use of opium products for other than medicinal 
and scientific purposes is an abuse and not legiti- 
mate.” Last year the conference for the suppression 
of the illicit traffic recommended ‘“ that Governments 
which still permit the use of opium for other than 
medical or scientific purposes should, without undue 
delay, take effective action with a view to the 
abolition of such use of opium.” 

Both Colonel Sharman and Mr. Fuller, the American 
delegate, were opposed to the proposal of the two 
preliminary conferences as unnecessary and even 
harmful. 

The advisory committee, after discussion, ‘‘ resolved 
itself into a committee to examine the documentation 
concerning the preparatory work for a conference to 
consider the possibility of limiting and controlling 
the cultivation of the opium poppy and the produc- 
tion of raw opium,” The next four meetings of the 
committee at which this matter was dealt with were 
held in private, and it was ‘“‘ decided that the minutes 
of the discussion should not be printed.” It was 
resolved to hold no autumn session in 1937, and that 
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the next meeting of the preparatory committee for 
the conference on raw materials ‘should be held on 
May 23rd, 1938, and in plenary session two weeks 
& 


THE MILK PROBLEM: 


A “critical study of the nutritional, hygienic, 
economic, and social aspects ” of the milk problem 


is provided by an international group of authorities 1- 


who have succeeded not only in setting out the general 
principles but in supplying many useful details within 
the space of 133 pages. 

The first section describes the nutritional value of 


milk and shows how the cost of production is affected 


by selection of animals and by changes in feeding ; 
attention is also paid, of course, to the vitamin 
content of milk under different conditions. The 
second part, on hygienic aspects, contains few new 
facts but gives a concise account of the present 
osition. Very welcome is the clear distinction made 
etween clean and safe milk. The different, diseases 
spread by milk are considered as they affect a number 
of countries, but for some of these the available see 
are very incomplete, while nowhere are any figur 
given for France. The Netherlands, Great Britain, 
and Denmark have about the same proportion of 
cows affected with tuberculosis, and the disease is 
also fairly prevalent in Switzerland and: Sweden. 
In Norway, on the other hand, there is. very little. 
Denmark and Great Britain appear rather similar 
as regards the prevalence of contagious abortion, 
and Switzerland again shows a fairly high incidence ; 


but the data are incomplete for the other countries l 


mentioned. The amount of human tuberculosis 
of bovine origin in’ Great Britain and Denmark is 
very similar, but facts are scanty elsewhere. While 
the substantial amount of acute infectious disease 
spread by milk is emphasised no accurate figures are 
quoted for any country and they do not seem to be 
available, 

Pasteurisation is discussed in some detail and 
a valuable summary is given of the various objections 
that at one time or another have been raised against 
it. The conclusion is reached that ‘ the provision 
of a safe milk-supply to the human population is 
essentially a public health problem and can be solved 
satisfactorily only by compulsory pasteurisation.”’ 
On the grading of milk the authors offer the important 
opinion that “ grading of producers’ milk, with pay- 
ment on a quality basis, is highly desirable, ‘but that 
grading of milk for the consumer is not to be 
recommended.” 

One of the most interesting parts of this review is 
that devoted to the economic aspects, and they appear 
to relate mainly to this country. The economics of 
milk production and. milk distribution are separately 
considered. In the authors’ view the distributor is 
no longer to be regarded as a mere link between the 
producer and the consumer, but is now an essential 
part of the structure of the dairy industry. The 
future of the industry, they believe, lies in the 
elimination of the small distributor and the concentra- 
tion of his work into the hands of large well-organised 

ROBIN ADAIR 

IN the Bulletin of the New York Academy of Medicine 
for October Dr. Archibald Malloch of New York 
examines with characteristic thoroughness the legend 
that has connected the name of Robin Adair with the 
figure, obviously a portrait, of the surgeon who is 


staunching the wound of the dying Wolfe in West’s 


well-known picture of the Death of Wolfe. There 


was much adventure and active service in Adair’s ` 


life, but it is almost certain that he never served 
in Canada, There was in Canada in the British 
service a John Adair ; but again it seems improbable 
that this surgeon was present at the Heights of 
Abraham. Dr. Malloch has illuminated his inquiry 
with many interesting sidelights, but is compelled 


2 Bendixen, H Blink, G. J., Drum 


Leroy, 
A. M., and Wilson, O. S., Bull. Hlth Org. mond 37 A 


371. 


to leave the identity of the surgeon in West’s 


picture 
unascertained. 


If it is a portrait of Robin} Adair | 
Dr. Malloch insinuates that, according to the gossip | 
of the time, West received payment for the insertion | 
of the likeness; a suggestion which appears highly | 
improbable but not impossible in that age, and | 
a West’s reputed greed for money. ; 
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Birkenhead Municipal Hosp.—Deputy Med. Supt., £450. 

Birmingham and Midland Eye Hosp.—H.S., at rate of £130. 
Also Surg. Reg 

sedan Be ea Boros: —Asst. M.O.H. and Asst. School 

Bradford City. —Asst. City Pathologist, £500. 


Brighton County Borough Mental Hosp., Haywards Heath— 
Third Asst. M.O., £350. 4 
Brighton, Royal Sussex County Hosp.—Cas. H.S., £120. + 


Burnley Municipal General Hosp.—Jun. Res. M. O., at rate of 
e T A Addenbrooke’s Hosp.—H.P. and H.S., at rate of 


a tage County.— Deputy M.O.H. and Deputy! School } 
0 

Chichester, Royal West Sussex Hosp.—Hon Physician. ` i 
Doncaster "Royal Infirmary.—H.S., at rate of £175. | 
Duona a euH Sanatorium, Newcastle. —Asst. Med.. ` Supt., 


| 
Ealing, King Edward Memorial Hosp.—Cas. O. and Deputy | 
Res. M.O., at rate of £225. : 
Edgware, Redhill County Hospital—Surgeon, £1000. 
Elizabeth Garrett Anderson Hosp., Euston-road, N.W. —Hon. 
First Asst. and Clin. Asst. for ’Ophth. Clinic. 
Epsom, Surrey County Hosp.—Res. Asst. M.O., at rate of £375. 
Guildford, Warren-road Hosp.—Med. Supt., £800. | 
Hereford, Herefordshire General Hosp.—H.P., at the rate ôt £100. | 
Hosp. for Consumption and Diseases of the Chest, Bromplon, | 
S. HP. Also H.P. for Frimley Sanatorium, each at 
rate of £50. ; | 
Hosp. for Sick nae Great Ormond-street, W. C— Asst. 
Pathologist, £400. L 
Hosp. of St. John and St. Elizabeth, 60, Grove End-road, w— 
Res. H.P., at rate of £100. la | 
Hull Royal 1 Infirmary.—H.S. for Sutton Branch Hosp., al t rate 
o 
Ilford, King George Hosp.—Cas. O. and Surg. Reg., ane 
Knaresborough, Scotton Banks Sanatorium.—Sec. . M.O. 
and Deputy Med. Supt., £450. 
Lancaster County Mental Hosp.—Two Asst. M.O.’s. ongi £500. 
Leicester, City Mental Hospital, Humberstone.—A.M.O » 8350. 
Lincoln County Hosp.—Sen. H.S., at rate of £250. H 
Liverpool University.—George Holt Chair of Patholo 81200. 
London County Council.—Asst. M.O., £750, Asst. Pathologist, 
£650, Consultants in Mental Diseases, each £200, 
M.O.’s. Grade I, each £350. Also Asst. M.O.’s, Grade ir 
each £3 50. 
London University. — University Chair of Medicine at St. 0- 


lomew’s Hospital Medical College, and University Chair 
of Surgery at University College Medical Scho each 
£2000. Also Universit Readership in Medical Parasitology 
at London School of Hygiene, £900 

Manchester, Ancoats Hoep — Asst. Pathologist and Ra ological 
Officer, each £400 

SANOIN Booth Hall for Children.—Res. Asst. M. O. s at rate 
o 

Manchester, Royal Manchester Children’s Hosp., P. — 
AM.O., at rate of £150. 

Morecambe and Heysham Borough.—M.O.H., £800. 

Morley Borough.—Asst. M.O.H. and Asst. School M. O., 0. 

N epon Abe ee proms Public Assistance Committeé.—Jun. 

Northampton, St. Andrew’s Hosp. for Mental Diseas .——Res. 
Med. Supt., £2000. 

Preston and County of pcoaser Royal Infirmary.—H.S. and H.P., 
each at rate of £15 

Reading, Royal Berkshire Hosp.—Cas. O., at nae of £160. 

Royal Free Hosp., Gray’s Inn-road, W.C.—M.O. for V.D. Dept., 
£450, Med. Reg. £200. Med. Reg., at rate of £200. ‘Also 


Registrar to Kar, Nose and Throat Dept. 
Royal Naval Medical ’ Service.—M.0.’s 
St. George’s Hosp., S.W.—H.P., at ney of ok 
St. John’s Hosp. for i ga of the Skin, 5, Lisle-street \W.C— 
Out-patient Med. Reg. 
St. Mary’s Hosp., W.—Med. aes £200. 
Sheffield Royal Infirmary. —Sen. Cas. O., 
Stockport Infirmary.—R.S.O., £250. 
Sunderland Royal Hosp.—H. P., £120. 
University College Hosp., Gower-street, W.C.—Asst.| Radio 
therapist in X Ray Therapy Dept., "£250. 
Wakefield, Scotton Banks Sanatorium.—Sen. Asst. MIO. and 
Deputy Med. Supt., £450. 
Walsall Manor Hosp. —Asst. M. O., £350. 


at rate of £150. 


ra shire and Coventry Mental Hosp., Halton.—Te . M.O., 
West sere ae Hosp., Goodmayes.—Two Jun. Asst! M.0.’s, 
eac j 


West London ` Hosp. . Hammersmith-road, W.—Physig 
Medical Diseases of Children. Also H 
Willesden Corporation.—Asst. M.O., 8600. 
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on. Ophth. Surg. 
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chloroform, discovery of, 720 ; con- 
sciousness and 1118; dental benefit 
and, 192; explosions ‘ and, static elec- 
tricity and (A) 460 ; heart stasis during 
(A) 972; nitrous oxide- -ether, cerebral 

1325; Eoo 


damage and (A) 
allinson) 


sodium intravenously (F. B 


1070 ; eet une valve for Magill’s 
apparatus (O. P. Clark) (NI) 576; see 
o Midwifery 


Anesthesia, local—high-pressure infiltra- 
tion a paratus for (W. Willway) (NT) 
856 ; in joint contractures, 96, (A) 91; 
Technic of Local Anesthesia (A. E 
Hertzler) (R) 745 

Anæsthesia, spinal—in revention of 
enon! 1416; pentothal sodium and, 


Anal, see Heemorrhoids and Rectum 
Anapbylaxis, see Allergy 
Anatomy—illustrations (Bailli¢re’s Syn- 
thetic Anatomy)‘(J. E. Cheeseman) (A) 
1324, ius trations of Regional Ana- 
tomy) (E. B. Jamieson) | (A) 1324; 
Manual of Practical Anatomy (J. E. 
Frazer and R. H. Robbins) eR) 452 ; 
Pocket Atlas of Anatomy (V. Pauchet 
and S. Dupret) (R) 855; Textbook 
of Neuroanatomy (A. Kuntz) (R) 383 
Anderson, C. S., on bronchogenic carci- 


noma, 1489 
Anderson, D. F., Kerr, J. M. M., and 


fe yre, D., Operative Obstetrics 
Andoon, G. C., on medicine in India, 


933, (LA) 913 

Andrewcs, C. H., on influenza, 321; 
tarred rabbits and Shope virus, 893, 
(LA) 913 

Aneurysms—cerebral, 955, 1194, 1336, 

1369: gluteal (K. L. Buxton) (C) 104; 
multiple (S. Nevin and D. Williams) 

Angina, see Agranulocytosis and Heart — 
disease 

Animals—Anima]l er Book, 360; 
asthma from, 117; Cinematograph 


Films (Animals) Bir (PI) 49; diseases 
of, eradication of, veterin inary service 


and, pe (PI) 107, 229, 6, (PI) 
3". eriments on (P ) ng. foot- 
and wou h disease (A) 1150, PI) 


1225, 1459; goitre in, 212; ow 
atmospheric "pressures. and, 53; Truth 
about Vivisection (Sir L. Rogers) (R) 
1318 ; veterinary surgeons in Scotland 
(PI) 112; ; see also Bovine tuberculosis 
and Undulant fever 

Antenatal, see Pregnancy 

Anthrax, statistics of, 225 

Anxiety, see Mental disorder and Nervous 
disorder 


{mE pa 


Appendicitis adductor spasm | 
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(A) 

4; alleged : negligence ana a 

1268; American surgeons on (LA 
970 ; ree g neon and 
'(W. E. Cooke) 148 

Appointments, a lists of, 54, 116, 
171, 234, 299, 358, 420, 475, 553,.608, 
659, 722, 775, 832, 887, 948, 1000, 
1056, 1115, 1173, 1228, 1290, 1352, 
1410, 1468, 1517 


Archer, H. E., A Aee E ERE Y 432 

Archibald, E. W., on ‘spasm of epee 
of Oddi, 

Armstrong, H aia 167 


hospitals, wor 
(PI) 230; errata physical education 
and nutrition of (Sis Barcroft) 891, 
1140, (R. ee (C) 991; recruits, 
rejection of (PI) 1281; tuberculosis in. 
(PI) 231; typhoid in, in India (PI) 
1407 ; see. also Services and War 
Arnott, W. M., succinic acid and diabetic 
ketosis, 733° 
amy. H. V., and eerie R. P., Prin- 
ciples of Pharmacy (R) 383 
Arsenic, see Syphilis and Vaginal 
Arteries—arteriovenous anastomosis in 
phthisis (A) 699; Méniére’s syndrome 
and (A) 30; mental. disorder and, 137 ; 
mesenteric, obstruction by (S. Camp- 
` bell) 1190, (R. Miller) (C) 1338 ; mesen- 
teric, occlusion of (R. W. Raven) 1131 
eee oe 1371 ; popliteal, localise 
ease of (A. M. Boyd) 1294 ; pul- 
monary, radiography of, 1377; pul- 
monary, regurgitation and (G. Bourne) 
1427; 8 asm of, anxiety and (F. C. 
Eve) "66 vasoconstriction in pneu- 
matio-drill workers, 1296; see also 
- Aneurysms; ` Embolism, Pulse, Sym- 
tke vu hauler and Thrombosis 
Arthritis—streptococca]l, chemothera rapy of, 
1064; ‘streptococcal, varicose cera- 
tion and (J. B. Oldham) 576; see also 
Bone and Rheumatism _. 
Artificial res piration, we Resuscitation 
Ascorbic: ae see Vitamin C 
Ashworth M., and Oagooa, b. E., 
‘Atlas of Hewnateloes (R) 909 
Aspirin, ocular Treo long to (A) 1325 
As Poo. By eGo" ervous disorder, and 
Eve) 660, (LA) 1026; animals 
ana, J17; blood his amine ’and, 730, 


Asylum, see Mental hospitals 
Athletics, see Physical education 
Atkinson, D., Ocular Poodu in Diagnosis 
and Treatment (R) 1 
Atmospheric, A see Altitude and panoke 
-» physical signs (C) 4 
Australasia—ab bortion (A) 146; Austra- 
lasian College of Physicians (uA) T47 
birth-rate and infant mortality , (aj 
1 cancer conference (A) 
.1289 ; lep OEpIropos (A) 203; edizal 
congress, Paramaita, medicine 
Tolon selts in R. 859, 


in, 1412; 
(LA) 1145; tuberculosis in, 


AUSTRALASIA, CoRRESPONDENCE FROM — 
Gonorrhesa, fatal Aypar normie. and, 
1270—Growth, mystery of,- 1270— 
Infant mortality-rate Yo 70—Institute 
of Medical Science, 876, (LA) 857— 
Medical board over-ruled by court 
1270—Medical_ research, 877, (LA) 
857—National health, 876, (LA) 857— 
Pharmacy, “ trustification ” of, 1333— 
Physical education, 81 1g —Post-graduate 
education, 876, 1333—Queensland 
medical school, 317—Road accidents, 
877—State medical service in Tas- 
mania, 1332 


Autonomic, see Nervous. system and 
Sympathectomy 

Avertin, see Aneesthes i 

Ayet, 8. O. tak locata] liver abscess, 


B. coli—endocarditis (G. E. ET and 
J. M. L. Burtenshaw) 803;. see also 
Urinary infection 

Back, low, pain in (A. venon) í 1034 


Bacteriology—Bacteriolo Text- | 


book of Micro-orga ms Ap, W. 
Tanner) (R) 584; culture contamina- 
tion (A) oe s Muir’s Bacteriological 
Atlas (C. E . van Rooyen) (R) 451 


-Bailliére’s S 
A K > 1 
Balmain, A. R. (O) 167 


hours of nurses in Fie 


Mere. .M. O., eain E and pituitary 
gland 251 
Barrington-Ward,: Sir L., Abdominal 


Bauer, W. W., and Hull, T. G., 
BCG, see Bovine tuberculosis and Tuber- 


Bailey, H., interoeptor and regulator for Biology — Biological 


continuous intravenous saline (NI) 24. 
Perey: K. V., ‘on: ovarian extroversion, 


thetic | Anatomy (J. E. 
Cheeseman) (A)-13 
Baldwin, E., Tatroduction ro Compara- 
' tive Biochemistry (R). 1 

Ball, W. G., health of medical pee 


alme, Cacia of Nursing Educa- 
tion’ (LA) 8 

Balneology 
Banks, H 


Bi Health resorts 

H.S., varicella gangrenosa, 311 

Barbiturates, see Anzesthesia and Mental 

disorder 

me er Sir J +» on national physical 

B Eni 1140; physical unfitness, 891 
ardsw 


59 
Barer, M., ulphanilamide in typhoid 
bacilluria, 96 
Barker, C. M peT ehorhapy in observa- 
Barling, | Se ' 


4 
Barlow Sir Tos Royal Medical Benevolent 
Fund (C) 989, 1399 


on ; tuberculoùs cervical 


Surgery of Children (R) 583 

Basal metabolism, determination of (J. D. 
Robertson) 815 

Basal narcosis, see Anæsthesia 

Bashford, H. H., on chronic ‘absentee 
(A) 1326. 

Basque, see Spain 

PA ean; D. R on intrayenous infusions, 


Batten, L. 


W., pastoral psychotherapy 
o pots 


standards of nutrition (C) 


oo 
Education of the Public ee 


culosis 
Boan, H., uncommon urinary infection, 


Béclére, H., death of, 708, .754 

Bedford, T , strength tests, 1328 

Bedson, S P., complement-fixation test 
in psittacosis, 1477 

Bouyer C Ås, 

Bebaviour, see Ps chology. 

Beit Memorial Fellowships 

Bejel, syphilis nn and FR) r, (J. H. 


Sequeira) (G) 1 
R. 2 ply new operation for 
Dhthidis (A) 699 
Bérard, M., Les méthodes chirurgicales 


Bergmark, G., on Adie’s syndrome (A) 


Bernhard parce laboratories, 1395 
Bertwistle P., periosteal bone (C) 
1166 ; Róle ve Chemiotaxis in Bone 
Growl (R) 9 
est, C. H., Lon Sraylor, N. B., Physio-. 
logical Basis of Medical Practice (R) 


Bevin, E., on ‘industrial medical service 
(LA) 269 

BCR) ut M., Source Book of Orthopedics 

Biggart, J. H., Cushing’s s drome in 
malatto, 625 EPn 

Bigger, I. A., and, pt eal J. S., Opera- 


ive Surgery (R 
Bigger, J % on stephylossssal infec- 
tions, 322 


Bile-duct—obstruction of, 445, 553, white 
bile and (H. H. Greenwood) 1310; s see 
also Gall-bladder 

Bile salts, see Rheumatism 
rea R., avertin and paraldehyde, 


chemistry (E.. Bald (R 
Metabolism of Livin "g EA 
Holmes) (R) ret erspectives 
Biochemistry (A) 1 

piograpiy = Aae 5 Rebin, 1522 ; 
S. J. (A) 1029; Hodgkin, H. T., 
House of the Curious (A. C. Alport) 
1118 ; Life and Convictions of a 
Sydney mca bape Fi gician G. Reid 
R rye: j Lif eath . Majocchi) 


Out < 3 only Lite and W 
A. Forel) (R SER .) 910 Hecclisctions. pe 
y y Cajal) 639; 
Won bo a Doctor (A. Weymouth} 
663; see also History, medical 


+ 


in 


| Birth, 


N., on tuberculosis in Cyprus, | 


a a Ou FP. 


‘Blandy, M. (0) 1108 
Blin 


on London hospitals; 


- du traitement de l’angine de la poitrine | 
(R) 69 


(E Bone absorption of, deficiency 


Standardisation 
_(J. H. Burn) (R) aie Biology of the 
Human Rane (H. Wels, J. Huxley, 


and G. P. Wells) re How We ‘Came 

= by ‘Our Bodies (C. B. Davenport) 664; 
social problems and (E. D. Adrian} 
1233; see also Evolution = 

Birching, see Delinquents , 

Birmingham medical school, opening 
address, 920 

see Childbirth x, 

Birth control, see Contraception -> 

Birth- rate—child welfare and, 658:; de- 
cline in (A) 1263; in Australia (A) 
1030 ; in Germany w 1442 ; shortage 
of nurses and (L 807; see -also 
Abortion, Population: and ` Vital 
Statistics 

Births, Marriages, and deaths, weekly 
lists of 54, 118, 172, 238 299; S59 
420, 478, 554, 608, 664, 718, 780, 834, 
8897 948, 1001, 1060, 1116, 1173, -1229, 
1286, 1350, 1411, 1465, 1514 

Black, K. O., blood ‘transfusion _ fin 
heematemesis, 1430, 

Social Problem Group (R) 


Blackie, W. K., blood transfusion in 
blackwater fever, 1124 

Blackwater fever—Blackwater Fever 
(J. W. W. Stephens) (R) 634; "blood 
transfusion in (W. K. Blackie) 1124 

Bladder, ries Urinary infection 

eres B. (O) 716 


d—war service and (PI) A171; 
welfare of; 464, 702, (A) 1086, œi 
1223, 1227, (PI) 1457; see. 


1 
Blocd-—Atlas of Hematology. (B..- J 
Osgood and C. M Ashworth) E 
909; burns and, 731, (A) ` 754, 
1031, 1206 ; chemistry in -intes- 
tinal obstruction (M. A. Falconer and 

1472; Disorders of the 

Chis: 36s... Fhe 

C. J. C. Britton) (R) 383; 
unusual illness with 
| 

| 


Whitby -> and 

Sosimophilia, 
aes Thomson, 
McDonald) 9, 


G. H. Wilson, and 
(LA) 26; hemacytometer specifica- 
Hons, 664; histamine-like activity of 


(C. F. Code and A. D. Macdonald) 730, 

. (A) 754, vasodepression and (A)'1206; 
ketonemia, 1017, 1107, 1167 ; plasma 
pH in respiratory and cardiac digease 
(C. Shiskin) 1191; speciroscoge, im- 
proved, 59; see also Agranulocytosis, 
Anremia, Chrysotherapy, Heemorr e, 
Leucocytosis, and Sulphzemoglobin- 
semia 

Blood pressure—anxiety and (A) -1441; 
blood injections, eee and (Aj , 
1206; Diet and High Blood Pressure. ` 
(I. Harris) (R) 1492; ectropion and 
(Re det H- PPR Ko 343 ; para- 
ganglioma and (A) 460 ; see also Pulse, 
Shock, and Byahpathestore | 

Blood- -sugar— pituitary and (A) ` “1443; 
values (E. J. King, D. 
wood, and G. Delory) (C) 346 ; dee also 
Diabetes 

Blood tests, paternity and (ML) 599) 

Blood transfusion—1020 ; buffered citrate 
solution in (T. Grey) 1431; congress 
718, 936; heparin and (P. -Hedenius 
1186, (A) 1206, 1352; in WE water 
over a K. EET ‘in r re 
peated tematemesis ( O. la 
1430; Madrid institute for a , 
Saxton) 606 ; SB yada) 36 ) 
Shamov) 306, (S. Yudin) 361, “A 
aoa (T. Grey) (C) “501, (R. ? I EA) 


Blumer, F. M. (O) 996 
Blumer, G., and Hiscock, padi 
tioners’ oray of EM and 
H., and Wilson, G. H, 
Trial of Buck Ruxton (R) 85 ) l 
Board of Control, report, 1036, 1273 | 
Board of Control for Scotland, 170 } 
Board of Educatiqn—dietitian, oint- 
ment of, 887 ; see also School- Ex dren 
Bol, J., results of cleaning teeth, 235 


1500 ayed union and SR 
arthrosis (Verzögerte Knochenbruch- 
heilung und Pseudarthrosenbildung) 
(G. Brandt) (R) 1080; ane of, 
calcium, phosphorus and 275; 
disease of, pneumatic drill Ag 1296, 
1404; Réle of Chemiotaxis in Bone 
Growth (A. P. Bertwistle) (R) 968, A 
1166; Tissue Reactions in Bone 
Dentine (A. Wilton) (R) 967; teuber- 
culous _ osteo-arthritis, punct in 
(C. R. Lavalle) 1299, (A) 1325, (D. M. 
Aitken) (C) 1507; ‘tumours, „Of, 578, 


` 
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radiotherapy of (G. Hilton) 986; see 
also Paget’s disease 

Bone, J. W., on anesthetics in dental 
practice, 192 

Bone gine; see Industrial medicine 


bo medical, wanted (H. Trant) (C) 


Booysen, C., Memorial to (A) 32 
Bose, Sir J., death of, 1260 
Bourne, A. W., Synopsis, 9: Obstetrics 
and Gyneecolo; (R) 20 
Bourne, G., psycho ogical ticker in cår- 
diac pain, 609, (LA) 695; pulmonary 
itation, "1427 
Bor ne tuberculosis—B CG vaccination 
of calves (LA) 638 ; Control of Bovine 
Tuberculosis in Man ( Raw) (R) 
197; detection of tuberculosis in 
milk (S. A. Woeodbead} (C) 601; eradi- 
sation of, 999; in Ireland milk- supply 
465; in "United d States, pasteuri- 
aation and, 408; see also Animals, 
Pasteurisation, and Tuberculosis 
Bowel, see Intestine 
Bowen-Davies, A., otitic meningitis, 1195 
Boyd, A. M., localised disease of popliteal 
artery, 1294 
Bradley, C., death of, 1260 
Brain—damag e of, anesthesia and (A) 
1325 ; Intellectual Functions of the 
Frontal Lobes (R. M. Brickner) (A) 
388; mind and (E. D. Adrian) et 
research on (A) 1327; torticollis and 
118; vertebral thrombosis (D. Sheeh an 
and G. E. Sm h) 614; see also 
Encephalitis, Head injuries, Intracranial, 
and ene system 
Braine, C. C. (O) 656 
Pee, L. R., on duodenal regurgi- 
tation 446 
Bramwell, C., arterial pulse, 239, 301, 
aes, (LA ) 386; on circulatory failure, 


‘ Bramwell, E., on pupil reactions, 1099 
Brandt, G., ’ Verzogerte Knockenbruch- 
heilung und Pseudarthrosenbildung (R) 


Brash, J. C., and Glaister, J., Medico- 
Legal Aspects of the Ruxton Case (R) 


Breast—-plastic surgery of, 932; see also 

. Cancer of 

Breath—Your Breath and Your Health 
(L. M. Pearlman) 1059 

Breech veel, 631 

Brice, R., The Riddie of Napoleon, 174 
Brickner, k M. Intellectual auctions 
of the Frontal Lobes (A) 388 

Bristow, W. R., orthopedic surgery, 1061 

British Association—noise, control of 
(LA) 697; physiology as part of 
general education (L. P. Lockhart) 
1177; presidential address (LA) 585 

British’ College of Obstetricians and 
Gyneecolo aoe — appointm ent 1113; 
dinner, (A) 1032; diplomas, 
1113; cieetlone: 298; follows, 298, 
1113; members, 298, 1113 

British ’ Empire Cancer ieee 70, 
232, 1502; report, 1348 

British Encyclopædia of en Gas Practice 
every H. Rolleston) (R) 582 

British Health Resorts Re anes 
Bath conference, 1227, 1393; hydro- 
queical noe 1394; spa as ' national 


93 
British #1308 te of Philosophy, 830, 1113, 
British Legion, British Serbian units, 1285 


BRITISH MEDICAL ASSOCIATION.—Abor- 
tion, 447—Aliens on Medical Register, 
259-—Aneesthetics in dental Nae eee 
192— Biliary obstruction, 3— 
Bone tumours, Bie Burne, 446— 
Children: birching of, 193; enuresis 
m 448; goitre in, 69i—Cholecystitis, 

577—Clrculatory failure 632—Club- 
foot, 580—Dinner, 2 9—Dr 8, varia- 
tions in areepouse 4 322—Duodenal 
regurgitation, 446—Enteric fever, a 
686— Ethic, medical, instruction m, 
—Fracture of neck of femur 
Graduation ceremony, femur, 319 
rhagic states, ead injuries, 
sequels of, 719, (A) 700—Hearing aids, 
193——Hospitale sole: 257—Hystero- 
tT aE) y, 447—India, medicine 
in, 933, 7013 Industrial medical 
aoe het Dih, ) 269—Infiuenza, 
32 1—Insurance, ational Health : 
capacity, increase in (PCP) 396 ; 
prescribing, excessive (PCP) 396; 
refresher courses (A) 206, (LA) 269; 
scope of insurance practice (PCP) 392. 
(LA) 387—Intracranial tumours, 380— 
Tron, 323—Knee, athletic injuries to, 


in- 


581—-Life assurance, fees for, 259— 
Lung, abscess oi Plt aL lore 
trisilicate, 634—M Mery breech 
delivery, 631; aoc. midwives, 
194; forceps ‘operation, 631; in Scot- 
land, 195; prontosil in "puerperal 
infections, 446—Oculists and opticians, 
258—Practice: general, special needs 
of, 192; industrial, 193 (LA) 269; 
insurance, scope of (PCP) 392. haj 
387; medic education in, 258 

private or public, 257—Pregnancy 
vatritional needs of, 264—Pres Dancy 

address 175—Prize, 1347—Public rela- 
tions officer, an Fae penne meet- 
ing, 192, 231m phin cter of Oddi, 
spasm of, 446—Staphylococcal infec- 
tions, 322—Steinach operation, 446— 
Stomach: gastroscope in dyspepsia, 
264; peptic woer, hon Stenosing: 262 
—Tennis-elbow, 581—Thyroid gland: 
goitre in school]-children, 691 ; therapy 
for premature babies, 449—Tubercu- 
losis: apical, surgery of, 630; in 
. hospital workers, 629; of cervical 
glands, 449— Visceral pain, 324—War: 
anti-gas measures, 192 ; medical pro- 
fession and (S Hastings and C. Brook) 
(C) 1338, (S. Churchill) (C) 1456; 
psychology of, 259 


British Pharmaceutical Conference (A) 
A Publicity and sy E. Lescher) (C) 
(F. Goodall) (C) 471, (F. W. 
PR (C) 471 
British Postgraduate Medical School— 
appointment, 1444; lectures, 592, 830, 


British Red Cross—anti-gas training, 
944; see also Pd ae 

Britton, C. J. C., and Whitby, L. E. H., 
Disorders of vie Blood (R) 383 

Broadcasts, see Health education 

Brock, J. F., on iron therapy, 323 

Brock, S., Basis of Clinical Neurology 
(R) 693 

prockman B P., on club-foot, 580 

Bromley, J on Hodgkin’s disease, 1253 

Bronchial, see ete and Tuberculosis 

Brook, C., medical pr pteeston in national 
emergency (C) 1338 

Brooke-Pechell, Sir A. (O) 942 

Broo Dold, R. W., ephedrine in enuresis, 


6 
Brown, K. M., Medical Practice in Old 
Paramatta, 1412 
Browne, P: on club-foot, 580 
Browne, F Antenatal and Postnatal 
Care (R) “1136 
Browne-Carthew, R. H. (O) 1226 
Brucella, see Undulant fever 


Buckley, C. W., 
Diseases (A) 273 


BUDAPEST, CORRESPONDENCE FROM.— 
Aerial ambulances, 411—Diabetic aci- 
dosis, succinic acid in, 155, (LA) 200— 

Korányi school, 371—Nervous child, 
environment of, 411—Noise, 36— 
Poison gas, effect of; on water, 411— 

esz, S., memorial to, 36—Vita- 
min C in typhoid fever, 411 


Bullen, W. A., on cutaneous epithelioma 
in aibs African, 
Purghiey, Lord, on Cascia fitness, 1141 


urian, F., on mammaplasty, 3 
Bum, i T Biological Standardisation 


Burns—blood and, 730, (A) 754, 1031 
vasodepression and (A) 1206; improve 
tannic acid treatment for (A) 915; 
practitioner’ s failure to attend (PCP) 
1452 ; treatment of, 446 

Burrell, L. S. T., on abscess of lung, 689; 
Recent Advances in Pulmonary Tuber- 
culosis (R) 1380 

Burrows, A., cosmetics, 1154 

Burt, C., Backward Child (R) 806 

Burtenshaw, J. M. L., endocarditis due to 


B. coli, 803 
Burton, A. H. G., subcutaneous emphy- 
sema in di htheria, 740 
Burton-Fanning, F. W., death of, 1032, 


Bushveld, degeneration in, 1412 

Butler, É. Ġ. B., treatment of some 
general infections, 1503 

Buttle, G. A H., on sulphonamide com- 
pounds, 1076 

Buxton, J. L. D., dental hemorrhage, 1208 

Buxton, K. = a gluteal aneurysm (C) 104 

Buzzard, S r F., health, hospitals, and 
the State 5 9 

A 


Cc 


Cacao—fermentation of, 1059; shell, 
vitamin D in (A) 974 

Caiger, H., on medical profession and 
Denes. 1037 
(nas i WEG ny yon fractures in anterior fossa 
8 AA R. y, Recollections of My Life 


Calcium, see Bone and Mineral 
Calthrop, T., on gastric diseases, 


Cambie Medical Graduates Club,dinner, 


Cameron, A. T., Recent Advances in 
Endocrinology (R) 23 
Campbell, C. G. H., arsenical intolerance, 


Campbell, J. A., Ore oar to high 
altitudes (C) "713 tar or dust (C) 


471 

Campbell, S., arterio-mesenteric obstruc- 
tion, 119 

a S. B. B., on circulatory failure, 


Camps, F. E., streptococcal epidemics in 
hospital, 207 

Canada—poliomyelitis in (A) 644; Public 

. Health Association, 115 

Cancer—campaign against, in Manchester, 
1502; carcinogenic agents, J315, (A) 
1501, ’ susce tibility and (A) 276; con- 
ference on, in Australia (A) jie, "1289 ; 
contro] of, 721, biochemical (M. 
Copisarow) (C) 347, 470, (R. Pakenham- 
Walsh) (C) 470; county homes for 
(A) 864; cutaneous epithelioma in 
albino African, 419; Freund test for 
(J. Kretz) (C) 1401, (P. N. Panton) (C) 
1401; Gerlach’s germ of (A) 1386; 
liomas, irradiation of (A) 332; 
mmunisation and, 1348, (A) 1501 ; 
leukæmic tumours and (A) 29; >iympho- 
Opta Homara (A) 641; occupational, 
225, 478, 721; research, 32, 170, 232, 
478, (A) 916, 1206, 1348, 1448. (A) 1501 
sarcoma of uterus (R. S. Han 
J. Howkins) 1180, 1246, (A) “1323 : 
short waves in, 1348 : statistics of (A) 
147, (LA) 1201, 1348, social incidence 
and (LA) 586; tarred rabbits, O G; 
virus, and (C. H. Andrewes, C 
Ahlström, L. Foulds, and W. E. Gye) 
893, (LA) 913; see 'also Intracranial, 
Radium, Viruses, X rays, and— 

Cancer of—bone, 578, radiotherapy in 
(G. Hilton) 986 ; breast A) 91, 1151, 


1348, 1448, enetics and (P. A. ‘Gorer) 
461, (LA) 455, 586, (A) 1501; lip, 
sunlight and, 1289; lung, 461, broncho- 


genic, 1489, (LA) 1495 ; lung, ‘tar dust, 
and (A) 391, (J. A. Campbell) (C) 471: 
pancreas, biliary obstruction and, 445 ; 
skin, 419, (LA) en 1289, radioderma- 
titis and (A) (F. Hernaman- 
Johnson) (C) a8 uterus, 226, 418, 
(A) 1151, ye 1246, z 1323, ’ relief 
of pain in (T. . Todd 555; see also 
Stomach 
Cannon, W. B., and Rosenblueth, A. 
Autonomic Neuro-Effector Systems (R) 


Capillaries—membrane of, 777; 
and (A) 915; shock and, 1416; 
min C and (G. F . Göthlin) 703 

Capon, N. B., on hemorrhagic disease of 
new-born, 261, 1232 

Carbobydrates, see Diabetes 

Carbon dioxide, see Ansesthesia 

Carbon monoxide poisoning, 225 

Carbuncle: see Skin 

Card, I., peptic ulcer of Meckel’s 
eeru. 963 

Cardiac, see Heart 

Cardiazol—in diagnosis of e eplensy (A) 
699; see also Mental disor 

Carling, E., on rural miawitry (A) 457 

Carnwath, T., on nutrition (A) 90 

Carriere: see “Infectious diseases 


one 
vita- 


Carroll, couelng social experiment, 
1002, NANE 
Carter, B., Puadementali of Electro- 


cardiographic Interpretation (R) 1256 
Castle, W. B., on  pernicious-anemia 
principle (A) 1384 
Catalonia, see Spain 
Catgut, sterilisation of, 553, (A) 589 
Cathode, see Electricity 
Cecil Houses, 834 
Cerebral, see Brain and Dabee cranial 
Cerebro-spinal, see Meningitis 
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Certificates, medical—signing of (ML) 
1157; unemployment relief and (PT, 
1224: see also Insurance, Nation 
Health, and Panel and Contract 
Practice 

Cervical oer. tuberculous, : 449 


Cervix, see Uteru 
Chadwick 1 leatunes, 830, 999, 1114 
Chandler, F. G., on inter ternal pneumolysis 


74 

Charing ‘Grose Hospital medica] school— 
Huxley lecture, 1172, 1233 

ons for, 1412 
ssage and Medical 

din- 


Charity, medical, cou 
Chartered Society of 
Gymnastics—congress, 474, 65 


ner, toe ) ae list of registered 
masseur a “,Greenwood) (C) 773, 
(J. Mennell) O38 

Charteris, A., ohaoin oleate in 


radium therapy, 627 
Cheeseman, J. BoP Bailliére’s Synthetic 
Anatomy (A) 1324 
Chemistry: hemistry, Matterand Life (S. 
Mialland L. M. Miall)779 ; ofautonomic 
nervous system, ed organic, thera- 
peutics and (E. O - Dodds) 1; see also— 
Chemotherapy of infections—(E. O. 
Dod . W. Purdie and R. M. 


(O. P. 

brook) 

ween) (C) 343,'(T. E 
H. E. Arch 


22, 
A Yecoher) (0) 
G. Discombe) 


438, ie (F. C. Goodall) (C) 471, 


w. Yeomans) (C) 471, (H. Finkle 
Sten Gee liss, C. P and L. B. 
Patrick) 7799" 810, (T. F. “Orean) | 895, 
C) (@. BH. Jennings and G. 
Suthwell Sander) 898, LA) gd (M. 

; Hawking r) 1019, 


(R. Web Aye mith) 
a 1075, 1098, (a. D. Wight) 1135, 
(A) 1152,°1160, (L. Colebroo 


C) 

1165, (R: Roper) ( ) 1166, 1175, 1 1195, 
1213, (L. Colebrook and 

1237, 1291, ea 1358" "see, A) 
1385, 1491; com one of, 

286, (A) 274, 343, 


G. Discombe) 432 
and G. ro ety 


Moher an and 


Tr anosomiasis 
Chester-Williams, F. E., testimonial to 
Dr. F. W. Eurich (C) 160 
Ghote Stoko see Respiration 
Ohicken-pox—varicela angrenosa (H. S. 
Banks and J. E. McCartney) 311 
E weecsk: delivery, 631; fetal 
malformations (A) 148 ; forceps opera- 
tion, episiotomy and, 631, >. H. 
Paramore) (O) 772; induction, pla- 
cental infection and (A) T in home 
or hospital, 266 ; parturition stimulus 
g. H. Orton o ) 469 ; see also Abortion 
Klawitet y, g stetrics, Pregnancy, an 
.  Puerpora ection 
Children Abdominal Surgery of Children 
(Sir L. Barrington-Ward) (R) 583; 
oe tion of, 117; adult phthisis in 
bila (J S. Cookson) 90 906; Aids to the 
Treatment of Diseases "of Children 
(F. M. Allen) (R) 451; 
pituitary aT in (A) 33i; avertin 
and paraldehyde for (R.B 
Penna ore on Burt) 
asque 80 
; ETT of (R. Miller tt 
of, 1466; effect on, of anmmia and 
` povert in mother (W. J. S. Reid and 
M . Mackintosh) T: electrocution 
of, = live rails (PI) 170 : 2 enuresis in, 
448, 623; hyperthermia, c d’s death 
and, 1270 ; intelligence survey in (A) 
1327 ; nervous, environment of, 411; 
nutritional anwmia of, ferrous sulphate 
in (H a: ger and L. E. Jeep) 
570, A) 58 pædiatric congress 
Sistr o Dietetics (N. T. Saxl) (R) 
1434; Pendlebury hospital for (A) 28 ; 
neumonia in, fresh air treatment and 
(A) 642; Writing and 
peéech Problems in ’ Children (S. T. 
Orton) (R) 1023; rheumatoid arthritis 
, in (A) 752; Sick Children : “ Diagnosis 
and Treatment (D. Paterson R) 196; 
spectacles, refusal to let child wear 
i 336; street playgrounds for 


vocational ‘guidance 
49; see aiso Delinquents, Infants, 
Maternity and child welfare, Nutri- 
tion, School-eblidren, and Sinusitis 


anterior: 


D) 1458; Synopsis of Pediatrics | 
| . Zahorsky and T. S. Danone’ i) 


dren’s Minimum Council (A) 150, 

298, (PI) 1343 

China —cholera in at (A) 754; Lester 
‘ Institute, menor ) 640; medical aid 
for (PI) 1111, Oy 120l, r (PI) 
1514; medicine in, w and (J. H. 
Paterson) (C) 709 10, A) 701; Doli 
of distress in (C) 882, (A) 863; see also 
Manchuria 

Chiropodist, action against (ML) 1100 

Chloroform, see Anesthesia . 

Cholecystitis, see Gall-bladder 

Cholera—in China, 553, (A) 754; 
search on, 407 - 

Cholesteatomata, “gee Intracranial 

Cholnoky, T. de, Short-Wave amie: 


re- 


) 1380 
one dite see Hyos i 
Christian, H. A , Psychiatry for Practi- 
tioners (R tik 


, Obesity (R) 1250 
Chronic disease, see edic 


d,and W. Goldie) 
ack (H. hale 


ts 
i a ECIN i g eera 1277, (C. L’E. 
zmo) (C) 140 S. Woolley) 9 
in tabeculosis (LA) 858 
ENT a purpura and, 73 
Churchill S., diabetic clinics C) 772; 
Medical ' Peace Cam paign (C) 938; 
. medical profession and war, 10 37, (C) 


Cinematograph, films —  Oinematograph 

Film I) 1170; Cinematograph 

Films Aai). Bill (PI ) 49; Elasto- 

` plast , 174; ‘hospital, 1467 ; ; scien- 
tific, 717, 1285 

Cineradiotherapy (A) 811 - 

ireua tion; see Arteries,- Heart, and 


Vein 
Citadel, The (A. J. Cronin) (R) 583, (A) 641 
Olark, A. z on variations in response to 
gs 
Olark, D. C., effect of physical exercises 
on women, 833 - 
wary G. A., medical curriculum (O) 41, 


ork, P., 
E infection, 135; rebreath- 
ing valve To Magill’s apreresns (N A 576 


Clausen » basal anssthesia, 925 
ene a A "alins (D. C. Corry) RD 1318 
Glaxte Weight Reduction Diet 


d Dishes. (R) 91 


Glare: J. t’s disease, 128 
Clinical Dibon ty, Diagnosis (S. A. 
Levinson and R’ P. MacFate) (R) 636 


Club-foot, 580 

Coal-miners, ‚see Mines and Sillcosis 
Coates, G. M., and Ravdin, I. S., 
ner’s Operative Surgery XR) 1316 
Code, O. histamine-like activity of 
blood, 730° (A) 754 ` 


sch- 


Codeine, see Dangerous drugs 

oo We on tiv cotosioedn: 1313 
Coke, F., identical twins (C) 655 

Coke, H .„ sedimentation tests (C) 1277 
Colds—vitamin F and (A) 274; see also 


Sinusitis 
Oole, S; W., estimation of urea in „urine, 


Colebrook, L., sulp hanilamide and related 
substances *(C) P86, (A) 274, 1075, (O) 


1165; sulp mide puerperal 
fever, 1237, 1291 
Collier, H. E., eas. disorders in trans- 


ort workers (C) 2 
Collins, J., on nonis (LA) 585 
Colon—ulcerative colitis, adsorbent ene- 
mata in (A) 753; see also Rectum 
Colonial—health schemes, grants for (A) 
§91 ; ; medical careers (R. T. Leiper) 
920; population, 1059 
Colquhoun, J. B., on fracture of pelvis, 980 
gol er, as ia ad in vertical posi- 
on, 
Commonwealth Fund Service Fellowships, 


AND CONGRESSES. — 
232—Balneology, 233, 


CONFERENCES 
Anthropology, 


658, 1054—Blood transfusion, 718, 936— 


Cancer (A), TFE 1289—Circulation, in 

Germ any 64—Cremation, 774—Cy- 
tology; Ri peruiatolney and syphilo- 
logy, 1516—Health resorts eae meee 
—Hepatic insufficiency, 233, 1055— 
Hydrology, 115, 944, 110 e, 
i ee "medicine, 1464—Mas- 
age, 474, 658 — Medical, 358, 
978—Medical post-graduate, 416, 
658—Medical Nar s Internationa. 
Association 212, 226—Mental 
hygiene, 3ib—Obstetrice and gyneco- 


`~ 


© 1218, 


rontosil and antiserum in |" 


Crime—annual statistics of 


logy, 702, in Geemanys 774—Ophthal- 
mology, 138—Orthopeedics 
Pediatrics, 415—Panel (PCP) 1041— 
Peace, 1037—Pharmacy (A) ,272— 
Physiology, 831—Plastic surgery, 931 
Population, 402—Psychotherapy, 645, 
1267—Radiology, 409, 1172, 1461— 
Royal Sanitary Institute (A) 204,"°266— 
Sanitary inspectors, 604—Short-wave, 
408, 706—Social hygiene - (A): 94— 
Students, medical, 553—Surgery, wis 
1040, 1113, 1347—Tuberculosis 
153,’ (LA) 200, (A) 814, (J. 
McDougall) (C) 882 


Congenital, see Embryology, Fetal, and 
Spinal cord 
Consultation in reign of Antoninus Pius, 


i1— 


Contraception— Cecile Booysen Clinic 

-323 Clinical Contraception (G.° 
Cox) (R) 1144; Contraception’ as a 
Therapeutic Measure (B. L. Moses) ange : 
demonstrations and lectures, 830, 
1055, 1173; in Iceland (V. asoa 
12 87; in United States, 36; jellies, 
effectiveness of, 946; see also ‘Popu- 
ation 


Convulsive therapy, see Mental disorder 


Cooke, a: E., hospital wards as latrines 
Cooke, W. E., intramural diverticulum of 
Pgh erg 1488 
ery, see pte 
Gockson’ H. A., intestinal infestation by 
larvee of drono: fly, 804, 1060 
Cookson, J adult phthisis in child, 906 
Coombs, H Hey. on intravenous infusion, 


R., on bronchogenic carcinoma, 


1372 
gout and renal esion, 


Coope 

1489 
Cope, Z., on perforated peptic ulcer 
Copeman, W.S.C., 


Copisarow, 
cancer (C 

Cornea, see Eyes 

Coronary, see Heart disease 

Coroners, London, qualifigahions of (ML) 
96, (LA) 145, (C) 29 

Cor poral Baen PAE abe children (R. 
Miller) 1469 ; see also Delinquents 

Corry, D. C., clavicular sling (NI) 1318 

Congnes ti B. , hospital wards as latrines. 

Cosmetics, see Skin 

Cost of living index, see Nutrition 

Court—medical board over-ruled by, 
1270; see also Coroners and Evidence 

eae he M., Clinical Contraception (R) 


Crabtree, H. V., announcement, 360 


M., biochemical control of 


‘Sr 


raik, T., on education after qualification,, . 


Cran, H. R., on National oe Insur- 
ance statistics (PCP) 104 

Crean, T. F., prontosilin gonorrhoà, 895,. 
(LA) 911, dA) 976, (C) 1 

Creasy, L. E., death of, 206° 

Cremation—congress on, 774; 

Cretinism in London (A. Lewis, N.. 
Samuel, and J. Galloway) 5 

Crew, A., and Gibson, K. A., 


Dicti na 
of Medico- Legal Terms te: 


(R) 142 


LA). 454i: 
Criminals We = Deserve ap } F. 
Rhodes) 1231; dying Stata mento and 
(LA) 970; manslaughter by d us. 
driving (ML ) 465; mental disorder 
and, lectures on, 830; Trial oft po 
Ruzton E a Blundell and G. 
ilson 3°; see also Delin ae 
4 aes een iy a E 
ripples, see Hea resorts, Incapaci 
and Orthopædics ty. 
EOE BENN (W. L. Neustatter). 
Crocker, C., Schwarz, G., and Goldberger, 
A a of the Colon and ool 
9 
Crohn’s Naw: see Intestin 


Cronin, A. J., The Citadel (R). 583, (A) 641 _ 
rooks, J. nasal sinusitis in T ood. 
Crossen, H. S., and Crossen, R. Ja. 
Synopsis of Gynecology (R) 1024 
Crowden, G. on industrial medical 


services, 266 
H. 


. (LA) 1202 
ee py Wa . chrysotherapy c) 990, . 
5 
Cruickshank, J. C., immunising fractions- 
from H. pertussis, 567 
Cultures, see Bacteriology 
Cumming, W. M. (O) 473 . 
Cummins, S. L., merthiolate in tuber 
culesis, 962; silicosis in lead- ainers,. 


a 
y 


in France, 
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ham, J. F., on uterine displace- 


Cunning’ 
nents 11$8 
sychiatric treatment, 1005, 
oalet 1217, £337 1507 
rioulum, see Education, medical . 
aing ae drome—in mulatto a bit M. 
ee clerg tR a and J.H. art) 


PaE T 
ill) 70, R No02, 


625; cestrin in (A 

(O. W. Dunn) (C) ‘S44, 
Cyprus, tuberculosis in, So 
Cysticercosis, see Parasitic infection 
Cystitis, see Urinary infection 
Cytology, experimental, congress on, 831 


D 


d’Abreu, A intercostal drainage, 1371 
Dacryocystorhlnostomy (R. E. Wright) 
250, (W. K. Hughes) YC) 1510. 
Dale, * Sir H., on ergometrine (A) 202; 
on natural chemical stimulants ee 
Dalldorf, G., and Eddy, WwW. Å., 
Avitaminoses R) 968 
Damages, see m cine and the Law 
Dandy, . On intracranial h 
tensio thoat tumour (LA) 138 
Dangerous drugs—addiction, divorce and 
(PI) 164; addiction, inquest and (ML) 
tay § Drug Addiction (E. W. Adams) 
) 634; legislation on, in Austria 
(Eos opium- smoking, ereot of A 
974; traffic in, control of (A) 


er- 


457, 645, 663, (A) 750, 890, (A) 1630" 
1203, 1521 
Daniel, KE. P. i on vitamin content of 


foods (A) 861 
ar C. 3 results of cleaning teeth (C) 


Daven ort, esi” B., How We Came by Our 

eB, 
Dasa S. , and Dunning, W. A., 

Dict. rad of Dental Science and Art 


Devin. ra M., Evolution and its Modern 
Critics (R 5 

Davies, Pai T., chronic peptic ulcer, 1353, 

DaYOR, see Guen Alexandra Sanatorium 


Dawkins, V., ou propaganda against 
tuberculosis, 153 
Dawson, Lord, health cam paign, 781, 
(LA) 857, 988 ; on coördination of 
health services, 1210, (LA) 1257; on 
Marriage Bill (PI) 161, 228, (LA) 201 
Deafness—hearing-aids, 193, "1289, adver- 
tisements of, in stamp books (PI) 354 ; 
in motorists A) 862; in Scotland, 
997; prevention of, ’ otitis, chronic 
catarrh and (A. Tumarkin) 782, (M. 
Yearsley) (C) 882; see also Ear 
Death, see Medicine and the Law, Vital 
statistics, and— 
Death certincation-- dipntheria and (PI) 
1459; in France 708 
Dehydration—1098 ; ; see also Intravenous 
de Lapersonne, F., death of, 349 
De Lee, J. B., on forceps operation, 631 
Delinquents—boy, birching of, yee TP 
1111; child, centres for, 276, 105 
epileptic problem of, 285, Ks Lloyd 
nd J. L. Jacobson) (C) 469, (J. T. 
For) 2 Q 601; Q camps for D ’ Carrol 1) 
(LA) 969; see also Crime 
Delimon states (D. Curran) 873 
Delory, G., plood-sugar values (C) 346 
Dental—benefit (LA) 25, (PI) 165, 192, 
A ) 1203, nee practitioner, ‘panel 
entistry, an dad (ML) 1099; fee, road 
accident and (ML) 214; service in 
industry, 1056 ; treatment in London 
(DA) 25; treatment in Scotland (PI) 
3. 966 also Teeth and— 
Dental Board—duties of, 526; penal 
TrA 1329 ; restorations to Register, 
Department of Ponang and Industrial 
esearch (A) 150 
Depressed areas—new hospital, 1228; 
report (A) 1500; see a Milk, Nutri- 
tion, and Unemploymen 
Deratisation of ee 408, oO) 715 
Dermatology, see S 
Revines Sir H., on peptic ulcer, 980 
Dew, H., on Australian national health, 
876, (LA) 857 
De Weaselow, O. L. V., diabetic sera and 
‘liver glycogen, 670 
Diabetes—acidosis, succinic acid in, 155, 
(LA) 200, (R. D. Lawrence) (C) 286, 
(D. . Dun op and W. M. Arnott) 738, 
intermediate metabolism of carbo- 
hydrates and (H. A. Krebs) 736; 


clinics for (S. Churchill) (C) 772; 


Diabetes (A. M. ae aie (R) 635; 


cavers sera, liver cogen and 
ee . De Wesselow # W. J. Grif- 
ths) “Gros : experimental,' anterior 
pituitary injections and (F. a. Young) 
372, 391 ; er insulin, 
standardisation of, 1467; protamine 
insulin, zinc and (A) 3%. PC) 828; 
sugar-tolerance test (C. J a oung) 1367, 
R. vitamin C 


D. Lawrence) (C) 1454 
and (A) 1384; see also Blood- -sugar 
Diaphragm, perforation of, by peptic 

ulcer (T. G. F. Hudson) 905 
see Electricity and Short- 


Diathermy, 
wave 

Diet—deficient, toxic ansmia, agranu- 
we sis and (A) 1323; depopulation 

(A. L. Marshall) (©) 1509; Diet 

and High Blood Pressure (I. Harris) 
(R) 1492; Dr. Nash’s Cookery Book, 
7213; in ‘pregnancy (A) 92; instinct 
and, 999; in typhoid fever, 690, (S. w 
Smith) 686 ; Pediatric Dietetics (N. T 
Saxl) (R) 1434; teeth and (A) 6 
1290; urinary reactions and, ea ` 
ine also Infants, Mineral, Nutrition, an 


esity 
Diethelm, 0O., Treatment in Psychiatry 
Digestive, see Abdomen and Stomach 
Dillon, F., pastoral psychotherapy {8} 
220 psychiatric treatment (C 


. 
? ? 


DINNERS.—Association of Certifying 
Facto Surgeons, 144 9—Battereca 
General Hospital, 943—British College 
of Obstetricians and Gynecologists, 
942, (A) 1032—British Medical 80- 
clation, 259—Cambridge Medical Grad- 
uates Club, 114—Charing Cross Hos- 
pital, 884—-Chartered Society of Mas- 
sage and Medical Gymnastics, 474, (A) 

814—Chelsea Clinical Society, 998, (A 
976—London Hospital, 1056—London 
School of Medicine for Women, 1409— 
Medico-Legal Society, 1516—Middlesex 
Hospital, 885—Roya] College of Sur- 
geons of England, 1221—Royal 
Society of Medicine, 976, 1221—St. 
Bartholomew’s Hospital, 
George’s Hospital, 85—St. Mary’ 8 
Hospital, 885—St. Thomas’s Hospital, 
943—Soclety of Apothecaries of Lon- 
con 1284—Soclety of Medical Officers 

f Health (A) 93, 998, 1268—Surgical 
tnont Manufacturers’ Association 
998—West London Medico-Chirurgical 
Seet, 170—Westminster Hospital, 


Diphtheria—death Core Beaton and (PI) 
459; hemiplegia and (J. M ea vas 
851; immunisation (PI) 354 , (H. 
Raeburn) 621, death following 
50 ; laryngeal tracheotomy and (W. 
Naj ier) 673; of skin (A) 973; pre- 
antitoxin, 779; ; subcutaneous emphy- 
sema in . H. G. Burton and J. 
Weir) 740, (H. al Witry) A 1049 ; 
toxin, vitamin C and, 183, (A) 1149 
Disability, see Incapacity and Industrial 
medicine 
Disclaimer, 1232 
Discombe, G., sulphseemoglobineemia, 432 
Disease, see Medicine 
Disinfection of akin. Puce ntennone: 
Probleme) (J. ae (R) 8 
Divorce, see 
Dixon, J. F. (0) 1460 
Doctors, see Practitioners 
Dodds, E. C., on pituitary and gastric 
secretion (A) 698; prolongation of 
aoon of pituitary extract, 309, (A) 
390 ; structure of natura! and 
nbhetic a 1 
Do bey, R. V. (0) 1 1226 
Donaldson, S. W., Roentgenologist in 
Court (LA) 1382 
Donations and bequests, 32, 116, 172, 
358, 599, 810, 864, 870, (A) 918, 1096, 
palit 1159, 1409, 1484, "1494 
Dott” see Post-operative 
Dott, N., on intracranial tumours, 380 
Douglas, C. G., and Priestley, J. 


Human Physiology: A Practical Course | 


(R) 8 
Douthwaite, A. H., and Hale-White, 
Sir W., Materia ‘Medica, Pharmacy 
Pharmacology and Therapeutics (R) 90 908 
Downer, R. L. E. (O) 1408 
Drone-fiy, see Parasitic infection 
Dropsy, see Gidema 
Druggists, see Pharmacy 
Drugs—botanical exploration and, 1173; 
Drug Tariff (PCP) 43; for India fas] 
1151; Maclean litigation (LA) .27; 


(PT) 


National Formulary (PCP) 100, 1041; 


new, introduction of, 1490 ; response 
to, variations in, 322’: thefts of, from 
motor-cars (PI) 1346, 1513; see also 


Chemistry, Dangerous drugs, Phar- 
macy, eer OEEe and Therapeutics 
Drummond, W. (0) 1284 
Drunkenness, see alcohol and Motorists 
Duffett, H. A. (0) 6 
Dunlop, D. M ciate acid and diabetic 
pictosis: 138 t c 
unn, -, œstrin in ene syn- 
drome (C) 344, 828 
unning, W. A., and Davenport, 
Dictionary of Dental Science a res 
Duo aus) T in paralytic ileus 
(F. M. eggs) 1250 ? obstruction, 
AT a r AA (S. Campbell) 1190, 
(R. Miller) (C) 1338; obstruction. in 
new-born (A. E. Somerford) 1309 ; 


regurgitation, 446; see also Peptic 
cer 
Dupret, S., and ad rte nt Pocket 


tlas of Anatomy (R) 8 
Dust, see Lung and Si Aen 
Dyes, O., Die Hirnkammerformen bei 
Hirntumoren (R) 692 
Dysentery—asylum, 1311; in 1936, 
1272; poe of 769, 1107, 1462, 
(LA) 1437; see also Amebic dysentery 
Dyspepsia, see Stomach 


E 


les, G. H.,. virus in eetiology of 
rheumatic diseases, 421 
ee of ene Ear, r setae ong 
ose cLaggan : 
flight and (A) 10283 ; 
Operative Surgery Tr. 3 
G. M. Coates) (R 1316 ; 
operations and, 1374; surgery of, 
os vances in, 1392 5 see ’ also Deafness, 
Méniére’s syndrome, and Otitis 
Eason, H. L., area and privileges 
of medicine, 865, (A) 8 
Failure o ANA Heart and 
Ciculation (R)1081 
Eclampsia, see Pregnancy 
Ectropion, see Eyes 
Eczema, see Skin 
Eddy, W. H., and Dallidorf, G., The 
Avitaminoses R) 968 
Eden's ae aua of Obstetrics (E. Holland) 


Education, see Board of e 
Health education, mi 


Percy 


C) it, 290° (J. B Leathes) (C) 103, 
R. T. Pa e) o 103, 175, (Sir E. 
raham-Li tle) (C) 218, 2 344 ;. 


(LA) 531; n 
A) 857; in India, 
(LA) 913; in medical ethics,. 
; in United States, progronp of (A): 
699 : physiology and, 1228; specialism 
and (W. R. Bristow) 1061, (C. Pannett) 
(C) 10; ultra-scientific outlook an 
A) ’. see also Examinations.. 
edical EG. Students, medical, and. 
Universities 
Edwards, P. W., on tuberculosis in 
hospital workers, 629 
Edwards, T., empyema, 1207 
Eggs, storage of, 777 
E t—pel T in (P. Ellinge 
assan, and M. M. Taba ie Tiss; : 
E T E in (LA) 5 
Elbow—tennis-elbow, his see also. 
Epitrochlear 
Electricity—electrocution by live rails 
(PI) 1170; in treatment of pruritus 
vulyæ (A. 'Savill) 1486; Low Volta e 
Cathode Ray Tube (G. ‘Parr (R) 45 
medical equipment, electrical inter 
ference and (R. J. Reynolds and G. F. 
Stebbing) (C) 413, (P. Gibson) (C) 
279; see also Seca tticnig, Fever 
therapy, Short-wave, and— 
Electrocardiography — bun ie branch 
block (W. Evans and H. M. Turnbull) 
1127, 1184;. Clinical Hlectrosandie. 
graphy (Sir T. Lewis) (R) 864; elec- 
ical interference and (P. C. Gibson). 
(C) 1279; Fundamentals of Electro- 
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cardiogra phic Interpretation (J. B. 
Carters (R) 1256; an pericardial lesions 
and heart wounds (P. Wood) 796; 


new electrode for (D. Hall) 573 ; see also | 


Heart disease. 
Electrocution, see Electricity 
sang P., pellagra in Egypt, 755, 


Ellis, E. L. H., pscudo-hermaphroditism, 


arty ay 817 B., refugees in Catalonia, 
= Eliman, P., E tn Cand infection, 181 
seer å., ascorbic acid as antiscorbutic, 


Embolism—air, abortion and (A) 388; 
pulmonary (A) 1324; see also Arteries 
Embryology—clinical surgery and, 908 8 
Textbook of Bea bry ology A, 
dred) (R) 452: : 


Jordan and J. 
see also Fæœtal — 

Emergencies — Modleal Emergencies (C. 

Newman) (R) 584 


Emotions—bodily functions and, 80; 
menstrual cycle and, 1058 
Emphysema—subeutaneous, in 


theria (A. H. G. Burton and J. H. 
Weir) 740, (H..al Witry) (C) 1049; 
see also Pneumothorax 

Empyema—(T. Edwards) "1207 ; ° 
also Intercostal 


s60 


Enco phalitis—arsphenamine and (A) Be: ' 


epidemic, 407 ; 
garian treatment of Fas 
and C. C. Fenwick) 619, (A) 642 
Endocarditis, see Heart disease 
Endocrine system—bone absorption and 
(A) 1500; Endocrines in Obstetrics 
and. Gynecol ogy (R. Kurzrok) (R) 
744; Endocrinesin Theory and Practice 
(A) 148; Endocrinology : linical 
Application and - Treatment. (A. A. 
Werner) (R) 23; Endocrinology in 
Modern . Practice (W. Wolf) (R) 23; 


Vr le bt at 


eo Advances in Endocrinology (A. 


T. Cameron) (R) 23; nee also Hormones 
Endotheliomata (A) 641 
Engraving, lost (N. M. POTE (C) 59 
Enteric fever—690, 1272 see also 


Typhoid 
Entomology, see Insects 
Enuresis—448, , ephedrine in (R. W. 


Brookfield) 823 

Eosinophilia, see Blood 

Ephedrine, see Enuresis 

Epidemiology, see Infectious diseases 

Epilepsy—cysticercosis and (M. Rao) 
689; delinquent boy and, oS 35, J. 
Lloyd and J. N. Jacobson) (C "469, 
J. Fox) (C) 601; Induced fits and 
A). 309 International League against 

Epilepsy, 944; see also Mental disorder 

. Episiotomy; see Childb pin 

Epithelioma, see Canc 

Epitrochlear glands, palpable (G. Evans) 


256 
Epsom College—657, 1464, 1516; appeal 
(LA) 1498 


Eroe. 2 F. M.» on goitre among school- 
c 
Ethos industrial risks from, 32 ; ses also 
Aneesthesia 
Ethical Pharmaceuticals asapin tion: 296 
Ethics, 
see also Practice, medical 
Ethiopia, see Abyssinia 
Eugenics, see POE ana Sterilisation 
u s espiration . 
Rucich, F W., testimonial to (G. Priest- 
eee ad F. E. 


160, 998 

Evans’ Biological Institute, 943 

Evang, C., myxcedema heart disease, 
1 

Evans, G., latent syphilis 49) 880 ; 
palpable epitrochlear glands, 2 

Evans, P. R., s in ætiology of rheu- 
Tae diseases, 421 

W., newer electrocardiogram, 

“i27, 1184 

Eve, F. C., blunders of plain muscle, 660 

Evidence—-medical, fallibility of R: (A) 
882; X Ri (Roentgenologis 
Court) (S. W. Donaldson) (LA) 1382 5 ; 
see _ also Medicine and the Law and 
Statistics 

Evolution—(LA) 585; Evolution and its 
Modern Critics (A. M. Davies) (R) 
805; see also Biology 

Examinations—in medical specialties, 
198; see also Students, medical, and 
Universities 

Exercise, see Health resorts end Physical 
edycation 


diph- | 


. Neuwahl 


medical—instruction in, 258; 


Chester-Williams) (C) 


pengi oe 
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Explosions—ether, industrial, 82; report 
~ on, 778; see also Anesthesia 
Eyes—aqueous humour (A) 592; a hte 
idiosyncrasy and (A) 1325; choroiditis, 
Paget’s disease and, 12 ; corneal 
transplantation’,''474, (A) 459 ; :dacryo- 
cystorhinostomy (R. E. Wright) 250, 
(W. K. Hughes) (C) 1510; ectropion 
and cardiovascular disease (R. E. H. 
Simpson) (C) 343; ginsnon, contact 
(A. Rugg-Gunn, É. Williamson- 
. Noble, and I. Mann) *o) 1336, ir 
1320; glasses, refusal to let. 
wear (ML) 339; hormones, vitamins 
and, 140; Internal Diseases of the 
Eye and’ Atlas of. See nin beth 
(M. Troncoso) (R) 1256; lotion ba 
for, 59; miners’ nystagm (F. 
O'Sullivan) (C) 1455; myopia, 138; 
Ocular Fundus in Diagnosis and Treat- 
ment (D. Atkinson) (R) 1198; Oph- 
thalmic Medical Practitioners’ Group, 
113, 774; ophthalmological congress, 
138: pupil reactions (A) 589, 1099; 
see also Blind, Opticians, and’ Vitamin A 


us 
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F 


‘Face—infections of (A) 590; see also 


Plastic surgery 


Factories, see Industrial medicine 


Fairbrother, R. W., on influenza, 321 

Fairfield, L., on maternity mork in L.C.C. 
hospitals, 1251, (LA) 125 

Falconer, M. Ai; Poon chemistry in 
intestinal obstruction 

Falkiner, < os ad U ER B., 
Tweedy’s Pratinar Obstetrics (R) 24 

Fantus, B., and Nicha Year 
Book of Genéral Therapeutics (RB) 141 

Feilin ng » On central pain in spinal 
cor lesións, 1022 

Felix, A., on enteric fever, 691 

Fellowship of Medicine, see Post-graduate 
courses | 

Fels, E J Das Hormon des Corpus Luteum 


Femur, fracture of neck of, 379, intra- 
capsular (K. H. Pridie 126 
Fonton a an ames, on health mindedness 


A Synopsis ‘of 


Fever, see Infectious diseases aes 

Fever / gherapy —1392; in rrheea 

6, (B. Jackson) (C) 989, “fatality 
idee 1270}. > see also Sh ort-wave 


Fibroids, recurrent. Be apoo 965 ' 


and streptococci, 792 
Fischelis, R. P., and Arny, u. 
Principles of Pharmacy | (R) 383 ` 


Fisher, A ; virus in ætiology of 
rhoumatic diseases, 421 
Fish S sability from Poeumatie 


. W., di 
40 


. Physical education 
Besa ieben, | G., Obstetrics @) 1256. 
le arte ce ; national physical training 
ke Ts ‘Tetrograde intussusception, 
Fletcher, A. B. W.;pastoral psychotherapy 
(C) 289, 470 
Penner, et 
of American medicine 


(A) koos 99; and Welch, W. H., Adapta- 
i816 in’ Pathologist 1 Processes PR) 


Flint, R., on obstructions of common 
bil3-diacte "445; on perforated peptic 
ulcer, 137 3 

Fluorescence, see Microscopy 


Fo’o’sles,; see ‘Ships 

Footal—acardius acormus, 947 ; death, 
‘placental infection and ) 753; 
malformations (A) ao see also 


Abortion and Spinal o 

Food—butter, iinported. BA 1346 ; coffee, 
composition of, 943; eggs, storage of, 
777; Food Education Society, 887: 
fruit, uses for, 237; imported food- 
stuffs, labels for, ” 468 ; $ products, 
fluorine content of, 948; : ‘see also Diet 
and Nutrition 


V., 


on poliomyelitis (LA) 1145 ; |. 
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Food poisoning—in North London, 604; 


poas .cream and, 768; see also 

ysente 

Woot anh i of (N. ©. Lake) 872, Qo 1103, 
(P. Wiles) (C 989 3° club-foot 


Foot-and-mou 
1225, 1459 
Forceps operation, see Childbirth 


disease (A) 1150, (PI) 


Foreign bodies—drainage-tube in bladder 


(ML) 1211, (LA) 1199; 
obstruction by rubber. valve (J. R. 
Wilson) 1073; needle in 


sterone propionate, 1307 
Foster-Carter, . A. . pneumo 
and bullous enp iysona 315, 
Foulds, L 
virus, 893, (LA) 913 
Fox, a 
(C) 6 


lectures on, "298 ‘ 
(A) 1261; 
524; rehabilitation clinics for PD 
296, "1458, 1516, orthopedic surgeon an 
W. Bristow) 1061, 

C) 1165 ; universal frame for (wW. 
oseph) 20 ; ; -see also— 


motoring, 


Fractures of—femoral neck, 379, intra- 


capsular (K. H. Pridie) 126; pelvis, 


980; spine (A) 1387; skull, in anterior 
mar? removal of 

- tibia, ‘bumper, 
n, 403 ; family 
'C., on tuberculous glands in 


G., and 
C., "Tumors of the Nervous 


fossa (LA) 1084: 
patient s Sar a (ML) 878 


France- Les 
ance decline of (A) 12 63” 
Frankau, 
‘neck, 1136 
‘A. M., Zabriskie, E. 


C. 
System (R) 692 


Prater, M., toxic jaundice in pregnancy, 
A. D., RA on industrial medical 


Frazer, 


peng: E 
e J. E., and Robbins, R. 


H., 
Manual of Practical ‘Anatomy ' R) 452 


Freeman, F. N., Newman, 

X Holzinger, K. J., Twins R)” 583, 

Freeman, G. G., immunising fractions 
from H. pertussis 

Freud, A., The Ego ene the Mechanisms 
of Defence (R) 13 

Friedman, L. J., Toxthogk of Diagnostic 
Roen enology (R)1 

Frolov, ; Por a His School 


Re 
Frontal lobes, see prain. es 


RAM. S sulphonilemide in- strepto- 


“oa oeeon, 
Fulton; R., on PE hernia, 980 


'G 


intestinal 


posterior 
“pharyngeal ‘wall (JI. M. Greenwood) 


Forel. Ay Out of My Life and _ Work 
Foss, G. L., eunuch treated with testo- 
. tarred rabbits 3, (a) tae 
.» ho place for epileptic boy 
l Fractures—joint, mobilisation of (A) 91; 


1153, 
’ post-graduate course aa 


(C. Pannett) 


Gabell’s Prosthotio , , Dentistry (A. G 


Allen) (R 
Gaertner, G., 
Gallassi, A., 
agresia, = dis f, 57 

- er—diseases o : z 

Wakeley) 1413 : see also Bue as ake 


death of, 1332 


Ronee J., , orotiniem in ondon, $ 5 

oway, -» OD pe 

ulcer, 137 tana! peptic 

Galvani, L., Dioon ronary of, 717, (A) 

Gantt, W. > i Medica : T 

gatiedicine di LA) 1147 ve a 
arlan O eatmen ot 
arthritis, T =: 8, (LA) 858, $ at 


Gas- -and-oxygen anesthesia, see Anas- 


Gap eines vil A 

as-a n weevils e 

also Air-raid mahi toa dA Na 

Gask, G. E., and Ross, J. P., Surgery 
the Sympathetic Nervous System ( ch) 


astrio, a Faye ulcer and Stomach 
astro-enteritis, see 00 ning, 
à tonb, J, B. Kotonemia poiso 
atenby, ee and Painter 
vias Microtomist’s Vade-mecum (B) 


Gauvain, Sir H., on hydrological methods, 
1394; Pir uet or Mantoux 
Gee, S S. J. (AY 1028- E AOI 289 


on congenital anorectal 


_ $66 
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General Medical Council—Dental Board, 
restorations and penal cases, 1272, 


1329; Pharmacopoeia, 1330; powers, 
duties, and constitution of, 525, 865 ; 
presidential address, 1271; see also 


Medical Register 
General Nursing Council—new head- 
oie of (A) 32, (G. W. Goodhart) 


General r paralysis of insane, see Neuro- 


syp 

General Register Office, 86 

Genetics—cancer etiology and (P. A. 
Gorer) 461, (LA) 455, 586; insect 
gene-hormones (A) 1149: thrombo- 
anglitis obliterans, tamil ial (F. P. 
weber, 72; ae (H. H. Newman, 

N. Freem and K. J. Holzinger) 

(i) 583, (A) ) 588, (D. Jennings) (C) 655, 
F. Coke) (C) 655 ; ; see also Evolution, 
Society, and Sterilisation 

Germany—birth-rate (A) 1442; 
tion, society for study of, 
internal me 


circula- 
rire: 


tropical medicine awards, tee, un- 
= R., ruptured spleen, 628 
C., on epidemic dropsy (LA) 


Gibberd, G. eo on prontosil in puerpera) 
infections, 4 

Saon Bae G., nasal sinusitis in children 

Gibson, K. A., and Crew, A., Dictionary 
of Medico-Legal Terms (R) 142 


1091, =) 1088 
trin in Cushing’s syndrome, 


illies, H., schizophrenia, 131 

Gillies, Sir H., on mammaplasty, 932 

Gillman, S. W., insulin sensitivity and 
sensitisation, 743 
ilmour, M. D., 
carcinoma (A) 276 

G e, W., stab wound of heart, 132 

Glaister, J., and Brash, J. C., Medico- 
Legal Aspects of Ruxton Case (R) 1315 


on susceptibility to 


Gliomas, direct irradiation ‘of (A) 332 

Glucose—infusions, 1020; see also Dia- 
betes and Insulin 

Glycogen, liver, diabetic sera and 
- V. De Wesselow and W. J. 

riffiths) 670 

Goitre, see Thyroid gland 

Gold, see Chrysotherapy 

Goldbe er, J., Schwarz, G., and Crocker, 
T D eaeoe “of the Colon and Rectum 


adao Ww Fy old proannent ot arthritis, 
784, ane, ( A) 858, (C) 1 
Goldstein, H.I a regional E etal ileitis 


a medical, 171 
Golla, F. L., on circulatory system and 
psychoses, 137 
Gonadotropic, see Sex hormones 
Gonorrhæa—fever therapy for (LA) 696, 
(zi. Jackson) (C) 989, fatality following, 
hey : over-treatment of (J. J. Abra 
m) (Q) 41, (M. Nicole) (C) 221, 
ing) (C) 28 89, (J. F. Peart) (C) 
3; pyonephrosis and (A. H. Hark- 
ness and Ha Worcester) 375; sul- 
phonamide in (T: F. Crean) 895, (C) 
1060, (DA) 911, (A) 976, (R.C. Webster) 
(C) io 49, 1075, (R. Roper) (C) 1166; 
see Venereal disease 
Gonzales, T. A., Vance, M.,and Hepburn, 
ay; Legal Medicine and Toxicology (R) 


Goodall, F. C., proncriptions by druggists 
(C 1339; ey per publicity (C) 471 
Goo ellow, T. A., death of, 1032 


Goodhart, G. W., headquarters of nursing 
profession (C) 159 

Goodman, N. M., lost engraving (C) 59 

Gordon, A. K., splenectomy for lymph- 
AO onoma; 21; sternal puncture (C) 

Gordon-Taylor, G., on intravenous infu- 
oN apoen 

Gor P. A., genetics of cancer, 461, 
YLA) 455, 586 
6thlin, 3 F., capillary ne and 
vitamin-C subnutrition, 703 

patter ara Mpldemiclosie orungbe: 

griffe vat Ergebnisse (R) 7 
Gough, J., pneumothorax, 314 


Gout—protein and (Minor Maladies and 
their Treatment) (L. Williams) (R 
1197, (C) 1339; renal lesion an 
(W. S. C. Copeman and E. Samuel) 190 

Goat, 'F, J. S., Pick’s syndrome (C) 


Graham, G., ketonæmia in infancy (C) 
1107; on intravenous infusion, 1020 
Graham-Little, Sir E., medical curri- 
culum (C) 218, 344; medical students, 
health of (C) 651; on women students 
at West London Hospital, 998, (A) 976 


GRAINS AND SCRUPLES.—A Reader (A. A. 
Miles) 33, at 156, 216, 283—F.R.C.S. 
(1236) (P. W . Clarkson) 341, 405, 466— 

A London Physician (H. A. Dunl 
600, 648, 711, 765—A Genito-urinary 
Surgeon ” (Kenneth Walker) 823, 878, 
927, sot Pa, (A) 861—A Salarie 
Surg (H. J. Seddon) 1100, 1161, 
i213, ieri, ce ne oreiey) (C) ’1339— 
A Civil Servant a . M. Goodman) 1335, 
1396, 1451, 1506 


| ome, 0 C. oe ketonsemia in infancy, 1017, 

Green ree Society, 1114 

Green, T. A. (O) 716 

Green-Armytage, V. B., 
sn ID ng oeTap y, S 

Greenfield, D. G., insurance 
to-day (PCP) 398, (LA) 387 

Greenwood, H. H., registered 
(C) 773; white bile, 1310 

Greenwood, J. M., needle in pharyngeal 
wall, 256 

Greenwood, M., examinations of medical 
students, 277; prophecy (C) 1166; 
ernest fever (C) 1 
Greig, M., manian against 
D C) 1454 

ollege, 887 

ae . blood transfusion (C) 601, 1431 

anor, J., History of Pharmacy (R) 1317 
Griffin, F. W. W., Scientific is ot 
Physical Education (R) 1081: and 
McConnel, a5 Ban Health and Muscular 
Habits CR I 

Griffith, A #5) 1342, 1461 

Griffiths, oe tonsils and nasal catarrh, 
723, cs) 747, (C) 8 

Griff Ww. J P Sabotic sera and liver 
glycogen, uS 

B. (0O) 1342 


Grinnell, F. 
Groves, B W. H., on fracture of neck of 


femur, 379 
Nutrition and Physical 


Growth, see 
odaca ion 
Guest, L. Haden, election to Parliament, 
If Air War Comes (A) 812 
Guttmann, E., psychiatric treatment (C) 


971; 

Gutzeit, K., Gastroskopie (LA) 1200 

Guy’s Hospital medical school, 942 

Gye, W. E., tarred rabbits and Shope 
virus, 893, (LA) 913 

Gynæcology—congress of, 702; Endo- 
crines Obstetrics and Gynecology 
(R. Kurzrok) (R) 744; Synopsis of 
Gynecology (H. Crossen and R. J. 
Crossen) (R) rood: Synopsis of 
Obstetrics ong. , Gynecology (A. W. 
Bourne) (R) 1 


on hystero- 


practice 


masseurs 


H 


Hacbier, T. von, sulphanilamidein B. colt 
infections, 119, (A) 146 
Hemacytometer specification, 664 
Heematemesis, see Hemorrhage 
Heomatology, see Blood 
Hemorrhage—dental (PCP) 472, 1042, 
(J. L. D. Buxton) 1208, (R. E. H. 
Simpson) (C) 1278; heematemesis and 
melena, fatal (L. D. W. Scott), 435; 
hematemesis, recurrent, blood trans- 
fusion in (K. O. Black) 1430; heomor- 
rhagic states, 261, 1232; intrapert- 
toneal, congenital aneurysm and, 955; 
subarachnoid, 955, (G. Thurston) 1194, 
(Sir A. Hall) (C) 1336, (R. Kemp) 
1369; see also Blood transfusion and 
Capillaries 
seta ee operat on tor (E, T. C. 
Milligan, C Morgan, L. 
and R. Officer) 1119 
Hairdressers, registration of (PI) 110, (A) 


275 
Haldin -Davis , H. 2 
General Practice (R) 326 


. Jones, 


Skin Diseases in 


Hale-White, Sir W., and Douthwaite, 
A. H., Materia Medica, Pharmacy, 
Air aime td and Therapeutics (R) 


Bets 3 Sir M subarachnoid hæmorrhage 
Bal, D> new type of electrode, ee 
1, M. C., on trichinosis (LA) 5 
wW. R.,medical] e ON. 866 
er, J., Physiologic de )’innerva- 
tion rénale (R) 4 
Hamilton, D. G., into nitive lipoma (C) 


65 
Hamilton, J. G., after-shock in insulin 
treatment of schizophrenia, 1074 
Hancock, P. E. T., gastroscopy (C) 1403 
Handfield-Jones, R. M., prostatic sur- 


gery, 924 
andley, R. S., sarcoma of uterus, 
1180, Nose. (A 1323 
Hands—infecte E C. B. Butler) 
193; pneumatic drill and, 1296, 


4 
Hanouin, F., Vignes, H., and Vial, 
da oa Maladios des femmes enceintes 
Hare, y C. Zabriskie, E. G., and Frantz, 
(R) 692 
Hari nes, A. H.,gonococcal pyonephrosis, 


Harman, B., on myopia, 138; on oculists 
and opticians, 258 

Harries, G.. E., endocarditis due to 
Bacterium coli, 803 

Harris, on J., on undulant fever, 1352 

Herte, T a Diet and High Blood Pressure 

Harris, L. J., on nicotinic acid and 
vitamin P.P., 1467; vitamin-A 
deficiency among school-children, 1009, 
(LA) 1025, (A) 1090; vitamin C and 
infection, 177, 181, "183 ; vitamin-C 
urine test, 1429 

Hartfall, S. J ” concentrated whole liver 
extrac t, 317 goldtroatmont ofarthritis, 
784, 838, (Lae 858, (C) 104 

Harveian Celebrations, 949, 88 

Harvey: C., on tuberculosis, 979 

F. ance practice to-day 
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Hassan, A., pellagrain Egypt, 755, 1188 
Hastings, S., medical rofession 
national emergency (C) 1338; 

mastoid operations, 1374 

Hawker, G. L. (O) 552 

Hawking, F., sulphanilamide, 1019 

Haworth, W. N., Nobel prize (A) 1205 

Head injuries— concussion and, 1420; 
sequels of (C. E. Winterstein) 719, 
(A) 700; see also Skull 

Headlights, see Motorists 

Health—Health and Muscular Habits 
J. K. McConne] and F., W. W. Griffin) 
R) 1380 ; see also Health services, 
Physical education, and— 

Health education—broadcast, 658, 887, 
in United Staten, 598; First Course 
in Hygiene (R. A. Lyster) (R) 805 ; 
Health and a Day (Lord Horder) 
Put 195; Health Yaucation of the 

ublic (W. W. Bauer and T. G. Hull) 
805; in Scotland, 358; mental 
honene and (PI) 354; nutrition and 
(A) 90; physiology and the State 
(L. P. Lockhart) 1177; posters for 
welfare centres, 215 ; tuberculosis and, 
153: Your Breath and Your Health 
(L. M. Pearlman) 1059 ; see also Health 
services 

Health resorts—balneology congress, 658, 
1054; Droitwich, 59; Harrogate 
(A) 813, 944 ; hydrology congress, 
115, 1101; under-water exercises (LA) 
143; see ‘also British Health Resorts 
Association and Rhewnatism 

Health services—colonial, erante for 
(A) 591; general practitioners and, 
919, 936, coördination of, 1210, (LA) 
1257, (PI) 1346, 1514, reorganisation 
and (LA) 1437; health centres, 53, 
171, 173, 657, 826, 1410; honorary 
physicians to the King 1441 ; 

DOP pIt ais, State, and (Sir F. Buzzard) 


in 
on 


Australia, | 87 876, (LA ) 857, 
Sido “aia in League of 
Nations and (PI) Seer (A) 1261, 
1327, (PI) 1514; in India, 933, (LA) 
913; in Ireland, 763, 818: in Russia 
(LA) 11 1147; in Scotland (PI) 45, 351, 

United States (A) 203, (LA) 


329, 338, (A) 699, 936, (A) 1085, 1097, 
health insurance, socialisation of medi- 
cine and 36, 281, 410, 1158, 
(LA) 1259, 1450; national "health 
cam paign (A) 204, 587, 754, (Lord 


M., Tumors of the Nervous System - 


. Hetherin a 
1049 © ae 


S 
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Dawson) 781, 825, (LA) 857, 988, (A) 
1088, 1347, general. practitioner. ‘and, 
257, 825, (PGP).- -875, 988; refresher 
courses for health visitors, 233; see 
ma Industrial medicine, Maternity and 
d welfare, Practice; medical, and | 
Public health ` 
Healy, T. M:, 
1138 
Hearing, sce Deafness 
Hea ety and (A) 1441 ; athletics 
ano, 237 ; a otamine and A) 205; 
Physiolo Pathology of the oe 
'. and Blood vessels (J. Plesch) (R) ge 
. stab wound of (W. Gissane and 
Schulenbarg) 132; stasis.of, recovery 
after (A) 972; see. also Pulse and— 
‘Heart ease—B, colt endocarditis Q E 
‘Harries and J. M. L. Burtens haw) 
5085 cardiac asthma (A) 752; cardiac 
rgement, radiography of (A) 149; 
akory d failure and, 632; ectropion | 
E. H. Simpson) (C) 343; 
Foiluse ‘of ‘the Heart and Circulation 
(T. East) (R) 1081 ; heart attacks and 
(S. Smith) 985 ; heart-block in coronary 
thrombosis (J.. D. Kerr) 1066; 
‘myxcoedema (C. Evans) 1300 ; organic 
lesions of heart (Les lésions organiques 
du cour) (R. Lutembacher) (R) It: 
pain, nervous disorder and (G. Bour 
-R. B. Scott, and E. Wittkower) 609° 
(E. Wittkower) 665, (LA) 695 ; plasma 
'- pH'’in (C. Shis kin) a 1; scurvy and 
 {S. Taylor) (C stimulants, 
value of (A) 1 30° gies -of (A) 
28, 132, (Les ‘méthodes. ¢ cales 
du traitement de l’angine dela po trin). 
. É Bérard) (R) 694, anor Surgery 
F. eee srr and sate 2 
see a o 


eirou 


` fusion, 1186, (x P1206, 1352- 
Heggs, Bison” uodenal aspiration in 


oe of General 


, À. 7a burns, 446 

Hepa io, see Jaundice'and Liver 

Hepburn, M., Gonzales, T. A., and Vance, 
w , ene Medicine and Toxicology : 

Werbs—Herbal Delights (C. F. Leyel) 
1232, 1352; Modern Herbal © (M. 
Grieve) 18352 

Heredity, see Genetics : — , 

Hernaman-Johnson; F., radiodermatitis 


-and cancer (C) 882 
treatment ‘of (A. E` 


Mernia—injection 
Porritt) 835, (LA) 1146, 1231, 3 Galop 
Treatment of Hernia) (C. 0 ice) (R) 
1255; recurrence of — bai 1146 ; 
strangulated, 980 ; umbilical, 
Hertzler, R5 ag nS Technic of Local gore 


thesia‘ (R 
oy, chrysotherapy (C) 


Howat. A. F., on pleural pain, 1213 

Hiccup, post-operative (A) 641 

Hicks he Bo octor through the pationt’s 
eyes, 

see R. M., on tuberculosis dispensary, 


Hill, A. B., on digestive troubles of 
omnibus workers, 97, (LA) 87 ; response 
of pulse-rate exercise, 44 

Hill, N. G., vitamin C and infection, 177 


Hilton, G., radiotherapy in bone diseases, l 


Himielweit, F., 
Pe or on ee 


parents 


Dor pg micro- 


E. C. Dodds, R. L. 
H. Rinder echt, and P. C. 
309, (A) 390; shock and, 1416; 
also Blood 

bors sa a ea discovery 


c Memoirs ” (E. 
l williams) 476 edica : Pathology 
(E ambhaar) 
tion Aik an of 


R) 910; consulta- 
ninus- Pius, 417 ; 
Contributions’ to the prc eeor lc Åna- 
‘tomy of the Pancreas (P Langer rhans) 
418; examinations of BEA A 
2775. Galvani: of Bologna, 717, (A) 
1089 ; > General.. Register Office, 6; 
Harvey (Sir A. Hurst) 949 ; Historical 


Noble, 


‘ọn utérine displacements, 


, |-Holmes, M. aa ay 


ee ` 
ene - 


N ores on Psychiatry (J. R. Whitwell) 
R) 268; salty of Seay. sis Š 


PEUN 


3 in nited . jin Ni 478, 
rise aE ay THE, 19 years ie 
9, 705 08 


1 
tt 1s, 004, 1308, lier i64, 
malaria in ry rae in seventeenth 
century (A) 1089; medical ene Lene 
err (A) 1204; nursing, evolution of 3 


Riddle of Napoleon (R. Brice 
174; Source Book of Orthopedics 
(E. M. Bick) (R) 196; stomach, 


research òn (Sir A. Hurst) 949 ; surgical 
instruments, collection of (A) "149; ; see 
also Biography 
Hodgkin, H. T., memoir of, 1118 
Hodgkin's disease, see Lymphadenoma 
Holidays—for working women, 604; see 
also Industrial medicine 
Holland, see Netherlands 
Holland, A Pa Eden’s Manual of Obstetrics 
Holmes, E., Metabolism of Living Tissues 
(R) 142 


on tuberculosis in 


Australia, 9 l 
Holth, S Sado P 3 A) 1088 
Holtzer, Mme., Vallery-Radot, P., and 


Mauric, G.,L ‘anaphylaxie roas 
et humaine (R) 584 

Holzinger, K. J., Newman, and 

, Twins (R) 553, Ha 588 

Homeopathy, lectures on, 830 

ee ity ade divorce’ and (PI) 163, 


) 201 

| Hone, S. F., on tuberculosis and marriage, 

Hoosen, B. zan on maternal mortality 
and abortion, 2 

Hopkins, Sir G., Festechrift for (A) 1152 

Horder, Lord, Health and a Day (R) 195; 
on Croydon epidemic (LA) 1257; on 
- Empire Rheumatism Council, 1113; 
on Hodgkin’s disease, 1253; on 
National Health Campaign (LA) 857; 
on spa as national ‘asset, 1393 

eae ai cape and, 140; insects and 

: see also: Endocrine system 

and Bex hoos : 

Horsley, J. S., and Bigger, I. A., Opera- 
tive Surgery (R) 326 

Hose, surgical, 300 

Hospital contributory schemes—Derby- 
shire Royal Infirmary, 1431; North 
Staffordshire, 944; Sheffield, 291 

Hospital pay-beds—guides to’ i 147, 
720: London Hospital, 1394; Man- 
chester, 1210; St. Mary’ 8 Hospital, 


1162, 1228 
Hospital Saving Association (A) 147, 1388 
Hospitale—administration of, courses in, 


170, 1347; African, medical books for, 
300°: American (LA) 329, social service 
and’ (A) 203; Birmingham eee 
944: Bristol, amal ation j 
1028 ; Chinese hospital in an war 
zone (J. L. H. Paterson) (C) 109, 819, 
a) 701; “construction of (A) 30, (LA) 
; . depressed, areas, {0 teal for, 
1224; films, 1467 ; ude (A) 147 5 
ea 


injured 
Irish, 
isolation, ee of salen from, 


1098 ; 


09, ji 1513 5 LOO 
215, 3 
1458 5 


pensions, working Toure of staff in 
(PI) 166; psychiatry in (J. Kasanin) 
1518, (LA) 1496; Pay ononere y in 
observation ward XC: Barker) 335 ; 
puerperal fever STE in (ML) 
398, (LA) -385, precautions. against 
35; rates and (ML) 339; road 

charges and (ML) 213; 
tour of, 296; cottish 


e repiococeal on 
oe an (N. L. Keevil 

cipal ( » need for codrdination 
of, 1210; 


» flag. 


voluntary na eat 


mission, 257, (LA) 329, 997, re} ziona] 
hospital system, out- patient problem, 
ok 1156, (LA) 1145: ward eaeatines 
(W. B. Cosens) (C) 938, (G. E. kooke) 
(C) 991, (C) 992; see a Health 
services, King Edward’s Hospital Fund, 
Mental hospitals, Nurses, and Students, 
medica K 


HosPITALS.— Battersea General Hospital, 
dinner, 943—Bristol Royal Infirmary, 
bicentenary (LA) 1028— Charing, Cross 
Hospital, dinner, 884— Glasgow. Eye 
Infirmary, William Mackenzie Medal, 
886—Guy’s Hospital, psychiatric clinic, . 
1114—Hackney Hospital, new mater- 
nity block at, 1462—Heatherwood 
Hospital, Ascot, 169—Leeds Public 
Dispensary and Hospital, 887—-London 
Fever Hospital: isolation accommoda- 
tion (C) 286; measles serum (A) 276— 
London Hospital: 684; dinner, 1056 ; 
lectures, 775, 886; post- -graduate 
course, 232—Manchester Royal : 
mary, Office of Works site and.. (PI) 
1281, (LA) 1322—Metropolitan . Hos- 
pital, clinical research fellowship; 1056 
—Middlesex Hospital : ner,; eee 
psychotherapy at, 1516—Newrastl ae 
General Hospital, thoracic surgery 
(A) 1388—Pendlebury Hospital- - TA 
28—Royal Cancer Hospital, develop- 
ments at, 1152—Royal Dental į Hos 
pital of London: dinner, 942 ; school 
of dental surgery, 942, opening address, 
923—Royal National ‘Orthopedic, ‘Hos-. 
pital, London, 1228—Royal Northern 
Hospital, London, donation, §99— 
Royal Victoria Hospital, Belfast, 1169— 
St. Bartholomew’s Hospital : er, 
884; King George V Building,» 105; 
reports (A) 972: rest rooms, 4£75— 
St. George’s Hospital, London : ier, 

rebuild- 


885; psychiatry, 887, 1005; 
885—St. ‘Thomass 


ing, 115, fund for, ’810—St. 
Hospital, dinner, 
reais goes dinner, 943 ; nurses’ home,. 
998—University College Hospital, dona- 
tion, 1494—West London Ho: spital, 
women students at, 998, (A) 976 ROSS. 
(M. E. Shaw) (C) 1048—Westminster 
Hospital: Baltic tour, 53,296; dinner, 
885; new buildings, 775: radium at, 
779; scholarship, 604 


Housing—earth closets (PI) 354; ' holi- 


day shacks, demolition orders! and 
(ML) 34; in Scotland (PI) 46; ,over- 
crowding, juvenile rheumatism} and 
(A) 1203; physiology of, League of 
Nations’ report on, 214; pro Sea in 
(PI) 1109; slum population, p yBi 

of (Sir J. Barcroft) 891; Sakei os 


(PI) 353, 1111; tuberculosis and}. 978; 
see also Ships 

Howells, W. V., on pee patho- 
logical facilities (PCP).10 

Kow a, J. E., infection of ULAN tract, 


Howkins, J., sarcoma of uterus, (1180, 
1246, (A) 1323 

Hoy, W. A phosphatase test for efficient 
pasteurisation 595, (A) 1261 

Hoyle, C., and Vaizey, th Chronic 
Miliary Tuberculosis (R) 1197 3 


-Hubble, D., pastoral psychotherapy (C) 


346, 470 

Hudson, T. G. F., perforation of dia- 
phragm by peptic ulcer, 905 i- 

Hughes, W. H., on medical profession 
and peace, 1037 

Hughes, We K., dacryocystorhinogtomy 


Hull, E. R.,infection of urinary tract, 189 

Hull, T. G., and Bauer, W. W., Health 
Education of the Public (R) 805 

Human Understanding and its i 
(K. W. Monsarrat) (R) 694 

Humerus, chronic osteomyelitis of, gypi 
lating new growth (W. Stewart) 180 

Humphriss, E., pasteurisation for des- 
E ia of tubercle bacilli, fase “(LA) 


Hunt, J. R., death of, 648 
Hunter, was memorial, 463 ; 
portrait of, 1117 
Hunter, J. B., and Wakeley, 
Hee a and Carless’ Manual oth 
58 


am 
ee oe G., 


-Hurdon, Ts on cancerin women, 226 
eet Sir A. ., carcinoma of stomach (Q) 


338, 1455; Harveian oration) 949, 
O88 > on cholecystitis, 577 
Hutchison, R., on enuresis, 448 
ultra-scientific outlook: (A) 861 ; fr 
sical unfitness (C) 991 
Hutton, E. L., on prevention of neuro 
syphilis (A) 761 ° N s F 


_, Incapacity—evaluation of 
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Huxley, J., Wells, H. G., and Wells 
G. P., Biology of the Human Race, 664 
Huxley, Thomas, coretre physiology and 
wean OEY since (E. A@rian) 1233 
Hyde, R., aat Outline in 
trenio Viruses (R) 584 
Hydrology, see Health resorts 
H Pno ones. 1160 ; General 
ygiene and Preventive Medicine 
(J. Weinzirl) R) 1380 ; see also Health 
education and Public health 
Hypertension, see Blood pressure and 
Sympathectomy 
Hypospadias (A. R. Thompson) 429 
Eee ROR Nee 447 


Iceland—Birth Control and Foeticide Act 
Me Jónsson) 1287 

Hleitis, see Intestine 
eus, see Duodenum and Intestine 

Immortal Names and other Poems 
(T. W. Parry) 300 

Imms, A. D., Recent Advances in Ento- 
mology (R) 1198 

Imperial Cancer Research Fund (A) 1501 

Imperia] Social Hygiene Congress (A) (A), ap 


increase of, in insured MUSA E 
166, 266, (PCP) eid 46, ER n 
holidays with and (LA 

poverty and, in Mihited INPP 1007; 
vehabilitation and (LA) 269, 1202, (PI) 
1458; rheumatism and, 1113; see also 
Fractures, Industrial medicine, Insur- 
ance, and Workmen’s compensation 

Incisor, see Mouth and oo 

India. Catalogue (A) 108 


s for (A) 1151; epidemic 
drops n (LA) 1083; League of 
Health, 114, (F. Taraporvala) (C) 291 ; 

medical e careers in, 920; medical state 
of, 933, aa 912; Medico-Legal Post 
Mortem in India (D. P. Lambert) (R) 
1379; Northern, nutrition and diet in 


(D. C. Wilson , E. M. Widdowson, and 
C. Wait) 1445’; public health research 
1117; quinine problem in (A) 590 ; 
troops in, i daa a emong (PI) 1407; 
tuberculosis (A) 1 
Indigestion, see. e 
Industrial centres, see Unemployment 
Industrial Health eager oard, 97, 
ae 87, annual report, 7 
Industrial medicine--acuidente, Toia i 
ax 


(A. . W. 
Edington) 685; cancer and, 225, 478, 
rea » 121; chronic absentee 
A) 1326; dental service and, 1056; 
efficiency, environment, psychology 
and, 7 0, 1113; ether, dangers of, 
32 3 explosions, report on, 778; 
Factories Bill (PI) 48, 230, 294, 351, 
(LA) 327, certifying surgeon ‘and, 1449; 
factories, report of chief ins ector of, 
225; factory medical station, 658; 
gastro disorders in transport workers, 
ST (LA) 87, 761 Agal Eene an 
Collier) (C) 220 J. Seddon) 

y ate holidays with ‘ Se (LA) 327 
) 1051, 1433; bours of work (PI) 
industrial law, lectures on, 169; 
industrial medical service, 193, 

organisation of (PCP) 223, 
abilitation and (LA) 269, 1202 : 
infectious disease contacts in (W. L 
Scott) 397; night baking (PI) 295 
gous Ww, McLaren? drills, gag fe 


& ™ , Population, 
of (PD 5; ost Office workers 
health of (eI) 352, Mantoux testing and 

PI) ree 1347 ; prosen m in, 266 

nt Advances int dust Se Hygiene 
and Medicine (T. Ling) (R) 744; 
tuberculosis and, 978, aa with 
1433; see also Accidents 
4 Mines, Poisoning, and 
ociety 


Industrial Welfare Society, 169 
Infant mortality, see Vital statistics 
Infantile paralysis see Poliomyelitis 
Infants—cow’s Ik, modified, for, 22, 
(A) 458; Diseases of the ” Newborn 
(A. Tow) (R) 1491; duodenal obstruc- 
' tion in (A. E. Somerford) 1309 ; feeding 
of, amino-acids in milk and (A) 1499 ; 
gastro-enteritis of, intravenous saline 
» 1021; human milk for, 1100 
Infants in Health and Sickness (R. 


Steen) (R) 1491; eee obstruction 
by rubber valve (J. R. Wilson) 1073 ; 
intussusception, 804 ; new-born, resus- 
citation of (A) 1086 ; premature 
thyroid for, 449 ; superior longitudina 
sinus thrombosis in (A) 1498; see also 
Children and Torone mia a 
Infections—facial (A) eneral, 
treatment of (E. C. BS Pilos 1503.: 
see also Vitamin C and— 
Infectious oireann, weekly eaa ae 
104, 157, 216, 285, 348 
533, 604, 657, 718, 769, 824, $63, 9 
993, 1045, 1107, ee 1226, 
1342, 1397, 1462, 1510 
Infectious a e ce rrlere: London hos- 
pi tals and CT) 1514; contact in 
oeum (W. L. Scott) 397 ; epidemio- 
logy, principles of (Epidemiologie- 
Grundbegriffe und Ergebnisse) 
Gottstein) (R 745: isolation hospitals, 
discharge o atients and, 1044 
Maladies infectieuses (A. outers 
(R) 268; post-mortem rooms and 
(A) 701 ; ‘ships crews and (PI) 1514 
Infestation, see Parasitic infection 
Infirm—Housing the Infirm (0. Matthews) 


Influenza—meningitis and (E. Watson- 
Williams) 1430; virus, 321 

Infra-red waves—biological significance of 
(Die biologische Bedeutung der infra- 
Toten Strahlen) (O. Merkélbach) (R) 


Infusion, see Intravenous 
In al, see Hernia 
ala tion therapy—dry vapourapparatus 


fore 1352; oxygen, fresh air and 
Injury—of knee, 581; ruptured spleen 
an H. R. Ghe y) 628 : shock, con- 


cussion and (J. W. Tomb) 1416; 
also Accidents, Head injuries, 
Incapacity 

mas see Coroners and Medicine and 

e 

Insanity, see Mental disorder 

Insects—bites of, unusual, 779; hor- 
monesin (A) 1149; Recent Advances in 
Entomology (A. D. Imma) (R) 1198 

Insomnia, prophylaxis of (Die Prophylaxe 
der Schiafstérun ng) (P. Vogler) (R) 451 

art of British Surgical Technicians, 


227 
Tastitate of Child Psychology, 1173 
Institute of Sociology, 1464 
Instruction centres, see Unemployment 
Insulating material, 238 
ates Par a and, in familial periodic 


and 


paralysis 1149; ; see also Diabetes 
and Mental isorder 
Insurance—accident, 965; for medical 


students (LA) 530; health, in Austria, 
1332; health, in South Africa (PCP) 
ee see also Life assurance, Pensions, 
and— 


INSURANCE, NATIONAL HEALTH (see also 
Health services, Incapacity, and Panel 
and Contract e sgos cation, 
“ examined ” and (PC » (L. 
Trotter) (C) ine ERS Yeni Pos} 
25, (PI) 165, 192, (A) 03, medical 
practitioner, panel dentistry, and (ML) 
1099—Extension of benefits, 819, to 
adolescent (PI) 110, (A) 1208. (PI) 1222, 
1281—Fourth Valuation (PCP) 
222, LA) 199, e halni benefit 
(A) 258—-Post- aduate aed for 
practitioners, 177, A) 206, (LA) 269, 

544, (PI) Practice, ae of 
(PCP) 392, ro 387—Statistics (PI) 


stam, Pr orem | Intelligence 
Terman and M. A. Merrill) (R) 
46; of children, survey of (A) 1327 ; 
see also Brain 
Intercostal drainage (A. L. d’Abreu) 1371 
Internationa Health fice—bovine tuber- 
culosis, 408 ; cholera, 407 ; encephalitis, 
e idemic, Sirs Mecca pilgrimage, 408 ; 
ships, deratisation of, 40 tularemia, 
408; yellow fever, 407 


International Labour Office—holidays 
p: ay (TA) 327; incapacity for 
bee CP) 5 


Infestine Hattie (Crohn’s disease) (A) 
1, (H. I. eae Pe 656; intus- 
e Miers (L. Ley) 804, (C. Flomming) 
1136 ; obstruction Ph blood chemistry 
in (M. A. Falconer and A, Lyall) 1472 5 
obstruction of, by rubber valve (J. 
Wilson) 1073; obstruction Pes 
oncorostomy in in (A) 1442; spasm of, 
anxiety, allergy a. 660, (LA) 1026; 
see also Colon, Duodenal, Mesentery, 
and Parasitic infection 


1233" 


Intracranial — cholesteatomata, supra- 
callosal epidermoid (A. R. D. Pattison) 
1303; gliomas (A) 332; hypertension 
without tumour ) 1883; infection, 
face pater and (A) 590; infection, 


fractures in anterior fossa and (LA) 
1084; lesions, curable, ae: oe 
arachnoid peumorrhag e, 


ventriculography in, : 380° (Die Hirnkam- 
(E) 692, (E bei irntumoren) (0. Dyes) 


& F. ranr) Bo ; see also 
Brain an Nervous sys 
Intravenous—infusion, 1 oao. 1098, nae) 
ceptor, or and regulator for (H. Bail 
NI) see also Anæsthesia ane 
Blood vicki opt 
Intussusception, see Intestin 
vana and Crippled Children’s Society, 
Ireland—annua] report of Registrar- 
General for Northern Ireland, 360; 
diphtheria prophylactic, death follow- 
ing t e Dublin hos pitala, 1227 ; 
sh tate Me nion’s 
journal, 174 ; Miia] eain Council, 
1056 ; Northern, insurance prescribing 
in (PCP) 1220: Northern, sickness 
visitation in (PCP) 764; population 
movements in, 403 ; Southern, demand 
for practitionersin, "564 


IRELAND, CORRESPONDENCE FROM.— Army 
Medica] Service, pensions in, 1040, 
1099—Health services, 763, 818— 
Irish Free State Medical Registration 
Council, 466, 1159—Medicine and 
literature, 1159—Milk question, 465— 
Practitioners, medical, Dáil and, 35, 
99—Radiothera Spent institute, 1331— 
Royal College of Physicians of Ireland, 
1040—Sweepstakes and the hospitals, 
1040—Typhoid in a mental hospital, 

ae ee statistics, 818 


Iron, see Anes mia 
Israëls, M. C. G., 


aplastic and achrestic 
anremias (C) 1104 


J 


Jackson, A S., on ileitis (A) 331 
Jackson, C and SRT C. L., 


Larynx 
and its Diseases (R) 909 


J ackson, B., , fover therapy for gonorrhea 
Jackson, L. N., and Wotherspoon, R.,_ 


Some Sports and Pastimes of the 
English, 1004 

Jacob, L. E., ferrous ampere in nutri- 
tional anemia, 570 

Jacobreus, H death ob 1090, (O) 1342 

Jacobson, J. N? and Lloyd, J., problem 
of epileptic children (C) 469 

James, S. P., on malaria (LA) 1027 

Jamieson, E. B., Tiue teatlons of Regional 
Anatomy (A) 132 

Jaswonsky, S., laginal sper uum (NI) 449 

J aundice—acholuric, red cell chemistry 
in (A) 92; infective hepatic (A) 1088 ; 
toxic, pregnancy an and (M. Fraser) 687 ; 
oe also Bile-duct, Gall-bladder, an 

ver 


Jennings, D., gastroscopy re pie 1404, 
1508. identical twins (C) 6 
Jennings, G. H., anemia a canines 


cytosis following sulphanilamide, 898, 

Jessel oan on radiology at tuberculosis 
c 

Jews, rs Teige 

Johannson, S., on fracture of neck of 


femur, 379 
Johnston, F. D., sul Eor ieee B. colt -7 
175 


infections 119, ( 
Johnstone, R. J., medical education 
Johnstone. R. W., Textbook of Mid- 
wifery (R) 1196 
Joint—contractures, mobilisation of, 96, 
neue ; see also Arthritis and Ortho- 


Joh a Tuberculosis Council, 232, 1433 

Jonas, H. C., on capitation fee (POP) 1041 

Jones, L. E., hseemorrhoids, 1119 

Jones, Sir R., memorial to, 1114 

Jones, R. H., on assessment of nutrition 
(LA) 1257 

Jónsson, V., Icelandic Birth Control and 
feu ‘Act, 1287 

Jordan and Kindred, J. E., 
Textboa af ‘Embryology (R) 452 


i 
' i > G 
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Joseph, W. E., universal fracture frame, 20 
Joules, H., Medical Peace Campaign (C) 
ane ; on medical profession and peace, 


Journals, medical—editorial society, 1032, 
1227; see also— aa 
! 

JOURNALS (reviewed).—Archiv fiir Kreis- 
laufforsch , 232—British Journal of 
Children’s Diseases, 746—British Jour- 
nal of Surgery, 384, 1144—Indian 
Medical Gazette (A) 149—Irish Free 
State Medical Union, journal of, 174— 
Medicine Today and Tomorrow (A) 
918—National Insurance Gazette, 396— 
Practitioner, 1327—Quarterly Journal 
of Medicine, 326, 1198—St. Bartho- 
lomew’s Hospital Journal (LA) 858 


Jowers, R. F. (O) 414 
J uvenile, see Adolescents 


_ K 


È) 1315; 
(G) 1516 


eevil, N. streptococcal epidemics in 
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Meningitis—influenzal (E. Watson- 

meningococcal I) 


Williams) 1430 ; 
chemotherapy of, 
, 1075; meningococcal, spinal 
nake in (©. G. K. Thompson) 
spinal drainage and 
fl in (A. Bowen-Davies) 1195; 
tuberculous, 647 
Mennell, J., registered masseurs (C) 880 
Menopause—pituitary irradiation and (A) 
973; pruritus and, 1486 l 
Menstruation — amenorrhea, . varian 
extroversion for, 82: duration of 
cycle (A) 1326; ovulation and (A) 
1202; os and emotional periodi- 
city and, 1058 : testosterone propionate 
and (S. Zuckerman) 676; 
Menopause 
Mental deficiency—circulation and, 137; 
jurisdiction in lunacy and (ML) 980: 
Podiel, Tropie Group {c- P. Blacker) 
(R) Text on Mental 
Detetonéy (A. a edgold) (R) 325; 
see alsoe 
Delinquents, Intelligence, and— 
Mental a he RM fardas ol 
Gulies) 131 in (L. A. Finiefs) 131, (H. 
. Gillies) 131; ai e of, 136; circulation 
and, 137, a > delirious states 
Guay 3; divorce and (PI) 
oe 161, 228: o73 injuries and (C. E. 
Winterstein) 719, (A) 700; in Scotland 
Ti a insulin in, 131, after-shock 
(J. G ge 1074; ; insulin in, 
sensitivity and WwW. Gillman and 
D. N. Parfitt) 33, opium cure and 
(G. Langfeldt) 1135; Parisaiction in 
lunacy and (ML) 9 mania, anxiety 
and (A) 640; mental a E 99, (PD 
54, con ess, 340; Paget's disease 
Clegg) 128 : pellagra ‘and, 
755° prisoner’s treatment and 
(eu OTR 1513; schizophrenia, 131, 
743, 1074, ’ (Prognosis in Schizophrenia) 


(G. Langfeldt) (R) 1434, febrile attacks | ° 


Medical Emergencies (C. 
Newman) (R) 584 ;- Physiological Basis 


‘Miles, C. C. 


see also |. 


oard of Control, Cretinism, >, 
convulsive 


“and “(Febrile Episoden bei schizo- 

phrenen Psychosen) (K. F. Scheid) (R) 
1491 ;. somnifaine narcosis in (D. 

' Menzies) 559, (C) 713, glucose, insulin, 
and (R. Ström- -Olsen) (C) 655, 772; 
sterilisation and, 340, 647 ; suicide and, 
1158 ; ‘workmen’s compensation . and 
(M LY 599; see also Board of Control, 

l é, Nervous > Border, Neurosyphilis, 
Psychiatry, and— 

Mental ‘hospitals—dysentery in, 1311; 
Mental Hospital Association, 170; : 
nurses for, 94° (PI) 1 pensioners in 
(PI) 1408; romoval of officials (ML) 
214; typhoid in, 1331: voluntary 
patients, hospital’s responsibility and 

Menio De somnifaine narcosis, 559, 

Mendini: Sir F., on health of Londoners, 

163; on health of school-children 


A) 

Mekoltadh, O.; Die biologische posou 
ang der infraroten Strahlen (R) 1 

Merrill, M. and Terman, E! ir., 


6- 

Campbell) 

(R. Miller) (O) 1338 ; occlusion 
ine Wy. Raven) 1131, (C. 

Metabolism—Metabolism of Living Tissues 

(KE. Holmes) (R) 142; see also Basal 
metabolism 


au salts, see Diabetes and Pituitary 


Métal-workers, see Silicosis 
Methsemoglobinsmia, see Sulpheemo- 


globinemia 
Meyer, R.C. J., on night- -blindneés, 140 
Miall, S., an an. . M., Chemistry, 
Matter, and Life,.779 
ARS a tts ss (A) 91, (P. R. 
ag 158, on living virus 
aa reit 444: Handbook of 
ticroseopieal Technique (C. E. McClung) 
R) 855; Miprotom st’s Vade-mecum 
(A. B. Lee, SOR . Gatenby, and T.'S. 
Painter) i )1 
Middlesex l aital medical school, prize- 


- giving, 298 

Midwifery—aneesthesia in (A) 94, 1251, 

(LA) 1258, (A) 1386; at L.C.C. hos- 

pitals, 215, 233, 1251, (LA) 1258, 
1462; London domiciliary service of, 

' 657; national por vice -of (PI) 1109; 
practitioners and, 194, 1078; rural 
A) 456; Scottish service of, 195; 
‘Textbook of O aN (R. W. J ohn- 
stone) (R) 1196; Welsh.service of (PI) 
166, lack of hospital provision and (PI) 
171, 1514; see also Childbirth, 
Maternal: mortality, Maternity and 
cana wolters, and Puerperalinfection 

Miles, A. , sulphanilamide in B. coli 
PARS “119, (A) 146 


Personality, 417 
Milk—enteric fever and, 1272: : ` food 
poisoning and, 768 ; for hospitals a 
1282; for mothers. and children (PI) 
45, 50, 110, (A)_150, 298, (PI) 1110, 
1344, 1346: - “Government scheme, 
astourising, tuberculin-testing, | 
(PI) 292, 354, LA) 327, 1433, echt of 
tribution an , 12833 problem, study 
of, 1522; streptococcal throat, scarlet 
fever and, 1269.;.. vitamin D in, cacao 
shel] and (A) 974; winter, improved 
(A) 1324; see also Bovine tuberculosis, 


Infants, ’Pasteurisation, and School- 
children 

Miller, J. B., on Scottish Patera 
service, 195 

Miller, J. L., Seath of, 647 

Miller, R., arterio-mesenteric obstruction 
C) 1338; child discipline, 1 

igan, E. ae M., on fitness for physical 

trainin 15 


Milligan, a T, ”C., hemorrhoids; 1119 

Mills, G. P. $ on tennis-elbow, 581 

Mimpriss, T. W., , poptlo ulcer of Meckel’s 
diverticulum, 9 

Mind, see Psychology 


Mineral deficiency pellagra and (C. M. 


Leutsky) 1421; see also Bone and 
Nutrition 
Mines—Coal Utilisation Council,. 717: 
health and antery in (PI) 292 ; miners’ 
nystagmus O’Sullivan) (©) 1455 3 
Miners’ We nice Committee, report, 
1351 ; Sone dusting in (PI) 112; 
see also Sil Silicosis 
of Health—annual reports, 
(PCP) 594, 1044, mA) vost 
blind, welfare of, 464; cat 
sterilisation ’ of, 553, i 589; me oa 
officers of health, rivate ractice, and 
(P1) 1512; see a o Health services, 
nsurance, "National Health, and Nurses 


‘Montgomery, F. 


MacLeod) 1371 |. 


.,and Terman, L. M., Sex and 


Minor Maladies and Their Treatment (L. 
Williams) (R) 1197, (C) 133 
ish, J., continuous Ee- hum in 
cirrhosis of liver (C) 42 
Mitchiner, P. H., and Romanis, W. H 
Scienceand Practice of Surgery (R) oad 


Moncrieff, A. A., on thyroid for premature 


babies, 449 

Monge’s disease, see Altitude 

Monsarrat, K. W., Human Usderstanding 
and its World (R) 694 

Monteith, W. B. R., national physical 
training (C) 1276 

F., on medicine. and 
a A, 1159 _ 

Moon, (0) 7 

Moore, BS M. 
1153, (A) 1261 

Moore, H., on rupture of urethra, 980 


A. + notoriie arents, 


‘Moore, Sir J., death of, 918, (O) 994 


Morgan, ., hemorrhoids, 1119: 
Morley, F., “on non-stenosing > pentic 
ulcer, 262 ; on visceral pain, 32 
Morrison, ap A., on dental haemorrhage 
Moses, B. L., Contraception as a Thera- 
peutic Measure, 210 
Motorists — alcohol and, independent 
medical attendance and (PI) 165, 354; 
alcohol and, wording of indictment tand 
(ML) 877; manslaughter by (MUL) 
465; physical disability in CA): 862 


(H. M. S. Turner) (C) 881; thefts o 
drugs from (PI) 1346, 1513; yellow 
headlights in fog (A) 814; see also 


Road E 
o 
necrosis and (A) "1151; 
incisor region (H. T. 
ie peaa 
Moyle, J Chyrurgic Memoirs, 476. 
’g. Bacteriological Atlas (C. E. van 
aa eee (R) 451 
Miller-Deham, A., Die inneren Erkran- 
kungen im Alter (R) 856 ; 
Munsell, H. E., on vitamin content of | 
foods. (A) 861 | 
Murder, see Crime 
Murless, B. C., recurrent fibroids, 965 
Muscle—plain, allergy, anxiety, . and 
(F. C. Eve) 660; see also Physical 
education 
Mutch, N., on magnesium trisilicate, 634 
Muylder, G. De, on post-operative - 
hiccup (A) 641 | 
| 
} 
| 


radium in, ‘1448, 
BE of upper | 
Ro peri aly. (C) | 
see also Lip and Teet 


Mouth—cancer 


Mycoals fungoides d’emblée (B. Portnoy) 


Myles, Sir T. (O) 224 
Myopia, see Eyes 
Myxcedema, see eau: gland 


N 


` 
ie 


Napier, W., laryngeal diphtheria: and 
tracheotomy, 673 | 
Napoleon—Riddle of Napoleon (R. Brice) | 


174 

Narcosis; see Anesthesia and Mental 
disorder | 

Narcotics, see Dangerous drugs 

Nash, T., on economical cookery, 
721 ; supply of measles serum (Q) 654 

Nasopbarynx, see Nose and Throat’ 


National emergency, see War 
National health campaign, see Health 
health of (PI) 353; 


' services 
Navy—artificers, 
nursing staffs, hours of (PI) 231.; ee 
also Services l 
Neave, F. K., phosphatase test for 
efficient pasteurisation, 595, (A) 1261 
.Needle, see Foreign bodies 
Negligence—actions against practitioners 
(ML) 398, (LA) 385, 1083, (ML) 1211, 
UA) 1199; see also Medicine and tho 


Werna. V. E., and Thomson. Sir. 
_ Diseases of the Nose and Throat (R) 137 


Nelson’s New Loose-Leaf Surge A. O. 
W hipple) (R) 1142 ey ç 

Neonatal, see Infants 

Nephritis, see Kidney 

Nervous disorder—allergy and eLA) 


1026; cardiac pain and (G. @, 

R. B. Scott, and E. Wittkower){ 6093 

(E. W ittkower) 665, (LA) 695 ; irou- 
lation and (A) 1441; industr and, 
1113; peptic ulcer and (D. avies 
and A. T. M. Wilson) 1359 Liy ato: 
plain muscle and (F. C. 
see also Children, Mental disorder, Saad 
Psychology 

Nervous system—Adie’s syndromé A) 
589, 1099; Sig ies: Neuro-Effec 
Systems (W. B. Cannon and A. “Rosen- 
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blueth) (R) 1023; Basis 
Neurology (S. Brock ) (R) 693 ; Cajal, 
S. R. y, work of (A) 639; Diagnosis 
of Nervous Diseases (Sir J 
Stewart) (R) 693; 

therapy -in, 1392 ; 
mission in, 1213, 1233; neurone 
theory (LA) 1439 ; renal innervation 
(Physiologie de lTinnervation rénale) 
(J. Hamburger) (R) 452; shock, con- 
cussion and (J. W. Tomb) 1416; 
Textbook of Neuroanatomy (A. Kuntz) 


Purves- 
diseases of, fever 
humeral trans- 


R) 383; h of the Nervous 
viem (É. G . Zabriskie, A. M. Frantz, 
and C. C. Hare) (R) 692; see also 


Brain, Neurosyphilis, Paralysis, Spinal 
cord, and Syme athectomy 
Netherlands—health in, 477 ; 
. history in, 721 
rA “Ky extracts of suprarenal cortex, 
Neurology, see Nervous system 
Neurosis, see Nervous disorder 
Neurosis oe pain in, 


medical 


1022; 
regn (M. A. Quine) 77; 
Pr oention of of (A) 751: pupil reactions 
and (A) 589, 109 


preustenter, W. Modern Psychology 
Practice i) 692; uninformed 
N EN (C} 121 
Neuwahl, F. 


, Bulgarian Mentmen, of 
nona 619, 642 

evin, S., multip] e aneurysms, 955 
N ewcastle-upon-Tyne medica] school, 
opening address, 919 


NEW INVENTIONS. — Clavicular sling 
(D. C. Corry) 1318—Interceptor and 
= ator for continuous intravenous 

e (H. Bailey) 24—-Local anesthesia, 
hich- orean infiltration apparatus for 
for Ma Dona s 856—Rebreathing valve 

gas-oxygen-ether machine 

2 oP. Sa 576—Vaginal “ponun 
S: Jaswonsky) 449 


Nerana ATA on Australian pedidas 
l, 

Newman, G Medioa] Emergencies (R) 584 

Newman, H Freeman, F. N., and 
Holzinger, K. Bo Twins (R) 583, (X) 588 

Newns, G. H., extreme leucocytosis in 
whooping-cough, 254; 

infancy (C) 1167 


ketonsemia in 

NEW PREPARATIONS.—AllenburysSulphon- 
amide P (Allen & Hanburys) 947— 
Antostab (Boots Pure Drug Co.) 174— 
“ Belgravia’? Antiseptic (Belgravia 
Chemical Manufacturing Co.) 1290— 
Calcipot (Troponwerke) 947—-Ephe- 
tonin Compositum Liq. (E. Merck) 
1290—Ferripan (Troponwerke) 1176— 
Iodotab (Clay and Abraham) 890— 
Lemon Barley Powder (G. Borwick 
and Sons) 238—Lysantol Mouth Wash 
Allen and Hanburys) 1176—Mandecal 
British Drug Houses) 890—P.A.B:S. 
(C. J. Hewlett and Son) 174—Percalcin 
(Evans Sons Lescher and Webb) 174— 
“ Plastules’’ Brand Hematinic Com- 
ound (Wyeth and Brother Ltd.) 947— 
Serogan (British Drug Houses) 1290— 
Sulphanilamide Spray Crookes (Crookes 
Laboratories) 1290—‘‘ Tabloid’’ Fer- 
rous Chloride Citrated (Burroughs 
Wellcome and Co.) 890—Thrombin- 
Coagulant-Maw (Maw, Son and Sons) 
890—‘“‘ Wellcome ”’ rand Sulphon- 
oe (Burroughs Wellcome and Co.) 


Ne one Sir A., on health services, 


3 

New Zealand—abortion in (A) 146; 
see also Australasia 

Nichamin, S. J., and Fantus, B., Year 
Book of General Therapeutics (R) 141 

Nicholls, M. a over-treatment of gonor- 
rhea (C) 2 

Nicholls, T. B, Organisation, Strategy 
and Tactics of the Army Medical 
cee n War (R)'635 

Nicol, D., on prevention of neuro- 
syphilis (A) 751 

Night-blindness—140 ; see also Vitamin A 

Nightingale, Florence, 112 

Nissen, R., Chirurgische Indikationen 
(R) 1024 

Nitrous oxide, see Anæsthesi 

Nixon, J. Pe on nutrition “and tuber- 
culosis, 153 

Nobel prizemen (A) 1090, 1205 

Noble, R. L., prolongation of Soren of 
pituitary extract, (A) 3 390 

Noise—control of, 36, aA) 697, Seeritela: 
pursing-homes and er N? Stewart- 
Sandeman) (C) 159, (Sir C. Robinson) 
(C) 290; in industry, 761 


f Clinical | Norris, D. 


C., accident insurance, 965; 
silicosis, 965, (C) 1219 
Norway—goitre in, 419 
Nose—atrophic rhinitis (A) 1262; Diseases 
of the Ear, Throat, and Nose (J. 
McLaggan) (R) 1317; 3. Diseases of the 
Nose and Throat (Sir S. Thomson and 
V. E. Negus) (R) 19r; Kirschner’s 
Operative Surgery (I. Ravdin and 
G. M. Coates) (R) 1316" lympho- 
epitheliomata of (A) 641; plastic sur- 
gery of, 932, 100 years ago, 1506, (A) 
1502 ; poliomyelitis and (A) 203, 859, 
(LA) 1145; see also Dacryocystorhino- 
stomy, Deafness, and Sinusitis 
Nuffield, ’ Lord—as apothecary (A) 4 
donations by, 116, 172, 864, 870 at 
918, 1096, 1114; Nuffield Committee, 
report, 1096 
Nunan, J., on psychology of Pilea 259 
Nursery schools, ree (PI) 2 
Nurses—district A) 29; ee of work 
of (PI) 230, 298 1405, (A) 1387, in 
Service hospitals (PI) "9 30, 231; in 
mental hospitals, 94; married women 
as, at L.C.C. hospitals, 112: pensions 
for (F. Mead) we 652 ; g and 
shortage of, 98, (PI) 166, 906, ing quiry 
and (LA 906, (PI) 1111, 1169, 
(PI) 1171, 1345, 1433, 1459; 
tuberculosis i n, 629; see also 
Nursing Council 
Nursing-homes— uee of old buildings and 
(PT) 1281: see also Noise 
Nutrition—cost of living ang (PI) 295, 
0, » 1111, 1282, 1343; educa- 
tion and (A) 90: Gornet policy 
on (PI) 1109, malnutrition debate and 
(PI) 1343; in India (LA) 912, (D. C. 
M. Widd and C. 


General 


owson, 
in pregnancy, 
in Spain, 929, (A) ae Aare of 
Nations report on (A) 5 meals at 
instruction contres pI E 
national health campaign and (L 
Dawson) 781; People’s League of 
Health ingulry, 999; tuberculosis and, 


153, (A) 914, 978; women’s require- 
ments ina: (LA) 638; word wide 
malnutrition, 802; see also 


Diet, Milk, Physical education, School? 
chi dren, Unemployment, and Vitamins 
Nuttall, G. H. F., award, 1206, (Ò) 1511 
Nystagmus; miners’ (F. O’Sullivan) (C) 


O 


Obesity—Obesity (W. F. Christie) (R 
1255; Weight Reduction Diet an 
Dishes (E. E. Claxton) (R) 910 


OBITUARY 


Armstrong, H., 167 
Balmain, A. R., 167—Béclère, H., 708, 
754—Blaikie, A. B., 716—Blandy, 


Bose, Sir J., 1260—Bradley, C., 
12G) Pra no, C. C., 656—Brooke- | 


Pechell, Sir A., 942— Browne-Car- 
thew, R. H., 1226—Burton-Fanning, 
F. W., 1032, 1108 

oo L. E., 206—Cumming, W. M., 


de Lapersonne, F., 349—Dixon, J. F., 
1460—Dolbey, R, AD wiunmnond? W B, 
12841 —Duffett. H. 

Ffrench, E. G., 355 

Gaertner, G., LL eanne T.A; 
1032—Green, T. A., 716—Griffith, 
A. H., 1342, 1461—Grinnell, F. B., 


1342 

Hawker, G. L., 552—Holth, S. (A) 
1088—Hunt, J. R., 648 

Jacobæus, H. C., 1090, 1342—Jowers, 


R. F., 4 
Kellogg, V. L., 648—Kirkhope, D. C., 


Lang, W., 224—Lawrie, J. M., 884— 
Lewis, I. N., 1284— Lockett, W. G. 
(A) 591—Loveday, G. E., 603 

Mackintosh, Sir A., 995—Maclaren, N., 
; 552—Miller, J. i; 647—Moon, E. G., 
ET P Sir J., 918, 994—Myles, 
Sir T., 224 

Nuttall, ’G. H. F., 1511 

O ‘Connor, F. W., 1053—Oldershaw, 
M. H., 356—Owens, J., 355 

Pollard, Sir G., tee OWE J. A., 
941—Purves, R A B., 

Rampau, D. F., 1397, 1460—Rogers, 
Huthovtord, Lord, 976 


Simmons, G. H. (A) 645—Smith, 
414—-Spengler, C., 
774—-Swift, Ty, 


E., 
884—Spink, R. G., 
941—Symmers, 


W. St. C., 864, 941 

Theobalds, A. F., 1054—Thomson, 
J. G., 473—Thomson-Walker, Sir J., 
864, 940, 1450 

Voelcker, J. A., 1152 

Walford, E., 996— Watt, A. H., 715— 
` Wilson, Cx 1109— Wimmer, å., 52— 
W orkman, H. , 942—Wright, W.,1052 


Zünd- -Burguct, A, 552 


Obetetrice = CONEIS of, 702, German, 
Eden’s Manual of Obstetrics 
E Hoima) (R) 1434; Endocrines in 
Obstetrics and Gynecolo ogy (R. . Kurzrok) 
R) 744; Obstetrics ( FitzGibbon) 
R) 1256: Operative Obstetrics(J.M.M. 
err, D. McIntyre, and D. F. 
Andergon) (R) 967; SU of Obstet- 
rics and Gynecology (A. W. Bourne) 
R) ao Textbook of Obstetrics 
E. A. Schumann) (R) 267; Tweedy’s 
ractical Obstetrics A Solomons and 
N. M. Falkiner) (R) 24; see also 
Childbirth, Midwifery, Pregnancy, and 
Puerperal infection 
O’Connor, F. W. (O) 1053 
Ocular, see Eyes 
Gidema—1098; after breast operations 
(A) 91; epidemic dropsy (LA) 1083; 
seo also Pregnancy 
Œstrin, see Cushing’s syndrome and Sex 
ormone 
OMe A 5 cory in urinary retention, 
0; hæmorrhoids, 1 
oaas, health AiO AE I (PI) 111 
ld age—disease in (Die inneren Erkran- 
kungen im Alter) (A. Miller-Deham) 
(R) 856; public assistance institutions 
ang (Housing the Infirm) (O. Matthews) 


1175 
Serana; M. H. (O) 356 


dham, J. B., arthritis and varicose 
ulceration, 576 
Idroyd, H., intestinal infestation by 


larvæ of drone- fly, 804, (C) 1060 
in, G., on undulant fever (A) 860 

Omnibus, see Industrial medicine 

Onyalai (A) 915 

Operations — Operative Obstetrics 
(J. M. M. Kerr, D. McIntyre, and 
D. F. Anderson) (R) 967; see also 
ena ene Catgut, Post-operative, 

urgery 

Ophthalmic, see Eyes and Opticians 

Opium, see Dangerous drugs and Mental 
disorder 

Opticians—libel action and a) 1157; 
ophthalmic benefit ana (A) 31, 258; 
registration for (ML) 1157 

“ Orcades,” 662 

ormer, C. L’E., sedimentation tests (C) 


O ŒA) 1i ae C., on cancer of bronchus 
‚on STT a sulpbanil- 


Orr, H 
amide (A) 9 
r 1061, 
on colony 


G a (A) 1385; 
book of 5; don dic Surgery (A, 
Shands ana R. B. Raney) (R) 85; 


also ctur 
Orton, J. H., birth malu and spawn- 
ing stimulus (4 
ton, S. T., Reading: Writing and 
Speech Problems in Children (Be) 1023 
Osborn, G. R., immunisation against 
typhoid (C) 1454 
Osborne, W. A., on food and instinct, 999 
Osgood, E., and Ashworth, C. M., 
Atlas of “Hematology (R) 90 9 
Cebeusnneesy L., on surgery of heart, 
1378; and Sauerbruch, F., Thoracic 
Soe (R) 1142 
Geteouiy elit ot humerus, simulating 
new growth (W. Stewart) 1309; of 
pubic bones (A. A. Soorten) 742; 
treatment of, 1503 ; vitamin C and 
p MA Abbasy, L a * Harris, and N. G. 
O'Sullivan, F., miners’ nystagmus C) 1455 
Otitis — meningitis and (A. owen- 
Davien 1195; see also Deafness and 


Out- it- patients, see Hospitals 

Ova see Menstruation and Sex 
hormones 

Ovens, G., carbuncles, 16 

Owens, J. (O) 355 
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Oxford Ophthalmological Congress, 138 . 

Oxley, W. H. F., on general practitioner 
in midwifery, 1078 

Oxygen, see Altitude, Anesthesia, and 
Inhalation therapy _ E 

Oysters, typhoid and (PI) 1408 


- P 
Paddle, K. ©. L., on asylum dysentery, 


Pædiatrics, see Children 
Page, A. P. M., Cushing’s syndrome in 


J 
1082 ae 
-Pakenham-Walsh, R., biochemical control 
- of cancer bel 470. l 
Palin, A., disclaimer, 1232 
Palmer, J. 


4 l 
. Palmer, W. H., lily rash (C) 1279 
Palumbo, V., Curieterapia in Dermato- 
” logia (R) 694 
Pancreas—Contributions to the Micro- 
scopic Anatomy of the Pancreas (P. 
Langerhans) 478; see also Blood-sugar 


PANEL AND CONTRACT PRACTICE (see also 
Insurance, National 'Health).—Alter- 
native occupation, 
administration of, by prestiloners, 
694; extension of, 99, 1041, preventive 
medicine and, 1452—British Medical 
Association meeting, 396—Capitation 
fee, 1041, scope of insurance practice 
and, 392, (LA) 387—Certificate forms, 
stolen, 43— Certification, irregular, 822 
1452, definition and, 992—Change of 
air, 43—Chewing-gum, 223—Com- 


plaints against practitioners, 284, 285, 


765, 822, 1452—-Dental hemorrhage, 
472, 1042—Drug Tariff, 43—Fines, 
variation in, 100, 822, 1452—Fourth 
Valuation, 222—Health services: 
coördination of, 223; national health 
campaign and, §75—Incapacity, evalua- 
tion of, 396, 593—-L.C.C. staff, medical 
_ treatment of, 1453—National Formu- 
lary, 100, 1042—National Insurance 
Defence Trust, 1043—Northern 
land: prescribing in, 1220; sickness 
visitation in, 764-—Panel ‘conference, 
1041—Patient’s inaccessible residence, 
1220—Picton, L. J., testimonial to, 
223—-Prescribing : alleged restrictions 
in, 1220; cost of, 396, 764—-Prescription 
forms, stolen, 3—Public Medica! 
Services, 1334—Publicity, 1042—Re- 


fresher courses, 472, 650, 822, 1042—. 


Reinstatement refused, 649—School 
medical records, 1042—South African 
. view of health insurance, 992—Statistics, 
Tocoras of, 1042—Transfer by purchase, 


Tanneri, C., specialism in surgery (C) 
Pong P. N., Freund test for cancer (C) 


Papworth, see Sanatoria 

' Paraganglioma (A) 460 

Paraldehyde, see Aneesthesia 

‘Paralysis—diphtheritic, 741, (J. M. 

. Kennedy) 851; familial periodic (A) 
1149; under-water exercises for (LA) 
143; see also Nervous system and 
Poliomyelitis . Te i 

Paramatta, medicine in, 1412 

Paramore, R: H., episiotomy (C) 772 

Parasitic infection—cysticercosis, opi- 
lepsy and (M. S. Rao) 689; drone fly 
larvæ and (H. A.°Cookson and H. 
Oldroyd) 804, 1060; filarial periodiclty. 
PA} 70 ; schistosomiasis, etection of 

585; threadworms, quinine for 

E. A. McAnally) (C) 654; trichinosis, 
etection of (LA) 585, (A) 750; see 

- also Pellagra 45 

Parfitt, D. N., insulin sensitivity and 
sensitisation, 743 


PARIS ‘ CORRESPONDENCE FROM.— 
Béclére, H., death of, 708, 754— 
Blood transfusion congress, 936— 


Burial, afforestation and, 764—Crema- 
tion, 647—Death certificate pronleme, 
708—de Lapersonne, F. eath of, 
349—Human milk for delicate babies 


1160—-Hygiene congress, 1160—Medicai. 


H., on cardiac enlargement (A) 


43—Benefits : | 


Ire- |. 


apers, summaries to, 1271—Pomaret’s 
aw, 707—Practitioners: financial prob- 
lems of, 708; Pomaret’s law and, 707 
—Prontosil and allied substances, 


1160—Sera, State control of, 349—' 


Sorbonne, honorary degrees at, 1271— 
Students, medical examination of, 
763—Surgical congress, 1040—Tuber- 
culosis, 35, 410, 1160, 1271, meningeal, 
647—Tuberculosis Association’s visit 
1041—Typhoid fever, -410—Venereal 
disease: campaign against, 35 ; medical 
control of brothels and, 213—Vital 
statistics, 36, population and, 349— 
Vocational, guidance, 349 j 


Parkes, A. S., androgenic and osstrogenic 
substances of urine, 902, (A) 915 
Parkinsonism, see Encephalitis 


, PARLIAMENTARY INTELLIGENCE 


Air-raid precautions, 50,:.361, 1110, 
- 1224, 1281, «1345, 1457—Alcohol : 
drunkenness charges, medical 
examinations and, 166, 
‘drunkenness, habitual, -divorce and 
44, 164; spirits for medicinal 
purposes, 296—Ambulances: air, for 
Spain, 111; telephone calls for, 296— 
Animals: _ “momo r ogreph Films 
Bill, 49; diseases of, eradication of, 
107, 229, 293; experiments on, 353 ; 
veterinary services in Scotland, 112— 
Army: cerebro-spinal fever in, 
. 1408; hospitals, nurses’ conditions 


in, 230; . influenza inoculation in, 
1051; physical standard in, 111, 
- 1172 > recruits, rejection of, 1281; 


Territorial, physical training in, 49; 
Taber ilos in, 231; typhoid in, 
in India, 1407 | l 
Barbados, infant mortality in, 232— 
Birth registration amendment, 353— 
Blindness: Blind Persons Bill, 353, 
1223, 1457; in Scotland, 1345 ; 
war service and, 1171—Bodies of 
casuals, 1282 
Calmette-Guerin, vaccine, —1282— 
Children: adoptiofi of, 49; birchin 
of boys, 1111; electrocution of, 
by live rails, 1170; street play- 
grounds for, 1458—China, medical 
aid for, 1111, 1514—Oinematograph 
films, 49, 1111, 1170—Coroners, 
remarks by, 362 | aks 
Deutschland casualties, medical treat- 
ment of,. 112%—Diphtheria : death 
certification and, 1459; immunisa- 
tion, death following, 50 ; immunisa- 
tion, local authorities and, 354— 


Drugs: addiction, divorce and, 164 ;. 


oe for medicinal purposes, 296 ; 
thefts of, from motor-cars, 1346, 1513 
Food: butter, imported, 1346; Food 
Law, consolidation of, 1171—Foot- 
and-mouth disease, 1225, 1459 
Hairdressers’ Registration Bill, 110— 
Health services: codrdination in, 
1346, 1514; ‘Scottish, 45, 351— 
Hospitals: Llanelly, maternity cases 
and, 1171, 1514; London sease 
carriers and, 1514; London nag 
days for, 1513; Manchester R ya 
Infirmary, 1281; milk for, 1282; 
pension, hours of work of staff in, 
ip tuberculosis hospital, Jamaica 
college and, 1282 ; workers’ contribu- 
tions to 231—Housing: earth 
closets, 354; in Scotland, 45, 351; 
progress in, 1109; subsidies, 353, 
1111; town and country planning, 


Industrial medicine: accident, weld- 
ing, 1408; accidents, increase in, 
296 ; dental mechanics’ wages, 1347 ; 


electrical apparatus in factories, |: 


inspection of, 111; 
48, 230, 294, 351; Factory Acts 
decisions, magistrates and, 1111; 
factory safety-first committees, 1051 ; 
holidays with pay, ae hours of 
work, 1170; mines, health and 
safety in, 112, 166, 230, 232; 292, 
. 295, 354, 1172, 1346; night baking, 


Factories Bill, 


295, 1051; population, distribution. 
re 


of, 165; abilitation and, 296, 

1458; silicosis and asbestosis, 166, 

230 ’ ’ , 46, 1407; 
workers’ contributions to hospitals, 
231—Insulin, prescriptions for, 1459 
—Insurance, National Health: ado- 
lescents ‘and, 110, 1222, 1281; 
dental benefit, 165; incapacitating 
sickness, 166, O51; refresher 
courses for ‘practitioners, 1224; 
statistics, 166 

King’s speech, 1050, debate on, 1109 


230, 354; | 


‘Lepora, accommodation -for, 1225—- 
ocal authorities: Local Govern- 
ment Superannuation Bill, 48, 50, 
294 ;- medical officers of health and 
-at Tocal inquiries, 1407 ; medical 
a of health, .whole-time and, 


612° ` z 
Marriage Bill, 44, 161, 228— 
Mental disorder: divorce and, 44, 
161, 228; in Scotland, 231 ; national] 
health ‘campaign and, 354—Mental 
hospitals: nursing staff in, 1469; 
pensioners, in, 1408—WMercantile 
marine, health conditions in, 112— 
‘Midwifery : in Scotland, 45, 351; in 
Wales, 166, lack of hospital accom- 
modation and,’1171, 1514 ; national 
service of, 1109—Milk: for hospitals, 
1282 ; for mothers and children, 455 

_ 50, 110, 1110, 1344, cost of, 1346; 
for school-children, 45, 50, 110; 112, 

- 231, 292, 1110, 1344, pasteurisation 
.of, in Scotland, 353; foreign butter 
and, 1346; licences, 1346; ‘milk 
bars, 353; regulations, tuberculin- 
testing, pasteurisation and, ` 292, 
350, 354; scarcity of, in evon, 


,  §0—Motorists: independent medical 


attendance and, 165, 354 ; nocturnal 
noise and, 231 ; road accidents and, 
165, 1457; thefts of drugs from, 
1346, 1513 

Naval: artificers, health of, 353; 
hospitals, nurses’ hours in, 231— 
New Bills, 1110, 1170—Nurseries, 
day, in Liverpool, 111—N 
schools, 295—Nurses: 

~- work of, 230, 231, 296, 
nursing inq 166, 1111, 

345—N 


by-laws,. 111; use of old 
yu frition : bread 
and, 1171; 


- cost of living and, 
295, 350, 1051, 1111, 1172, 1282; 
Government. policy on, 1109, 
malnutrition debate and, 1343; in 
Scotland, 45, 1225; physical eduta.- 
tion and, 108; provision of milk 
and meals, 45, 50, 110, 112, 231, 
292, 296, 353, 354, 1110, 1224, 1225, 
1344, 1346 


„1 
Offices, health conditions in, 111, 231— 


in, 166; 
1408; . medical 


and, 108; -Territorial Army and, 
49-——-Population (Statistics) Bill, 1343 
—Post office workers, health of, 
352, Mantoux testing and, 1171, 
1347—Postage stamp ebooks, adver- 
tisements in, 354—Prisons: . Bar- 
linnie, prisoner’s treatment in, 1345, 
1513; Dartmoor, removal from, to 
Broadmoor, 50; Wandsworth, sani- 
conditions at, 1171— Profes- 
sional income, taxation and, 109— 
Public health. handbooks, 1224. 

- Reassembly and prorogation, 1050— 
Rehabilitation centres, 296, 1458— 
Rheumatism, menace of, 166—Road 
accidents, 165, 1457 - i 


5, 50 
1110, 1225, 13 
physical education of, 108; 

i safety and, 353; tea 
ing of dietetics to, 50—Schools: 
black-listed,-. 232 ;. nursery, 
Scotland : blindnessin, 1345; health 
services in, 45, 351; insanity in, 
ab an Marsch ley Fe RT ther 353 3 
veterinary services in, ea 8 
infectious diseases and, 1407 Shae? 
crews, infectious diseases and, 1514; 
doctors, microscopes for, 1408 ;: mer- 
cantile marine, health in, 112— 
Sleeping-sickness in Nigeria, 1224— 
Small-pox:: at Oldham, 1459; pre- 
vention of, 1408—Spain, Red ‘Cross 
in, 111, attacks on, 354—-State 
employees, temporary, superannua- 
tion and, 50—Suicide, 1224 : 
yphoid: Croydon outbreak, 1281, 
1346, 13847, 1407, 1408, 1514, immu- 
nisation and, 1346; in Army, in 
India, 1407 ; sea pollution and; 1459 

Undulant fever, imported cheese and, 
111 — Unemployment: assistance, 
. cost of living and, 1051, 1111; 
assistance, medical certificates and, 
1224; instruction centres, nutrition, 
and medical care at, 353, 1406: 
sterilisation and, in Bermuda, 1458 


> 
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ber aac of dockyard employees, | Pharmaceutical Society of Great Britain 


Water-supplies: London, Thames 
pollution and, 231; shortage of, 
1170; typhoid epidemic and, 1281, 
1346, 1107, 1514— Watercress, infec- 
tion and, 1347, 1407—-Workmen’s 
compensation: special treatment 
and, 1459; Workmen’s Compensa- 
tion Bill, 1280, 1458 


Pare, o Low Voltage Cathode Ray Tube 
Parry, T. W., Immortal Names and other 


Peden, and H. D. 
ne also 


Paterson, D., Sick Children: 
and Treatment (R) 196 
Paterson, J. L. H., hospital in Chinese 
civilian war zone (C) 709, 819, (A) 701 

Pathology—Adaptation in Pathological 
Processes (W. H. Welch and S. Flexner) 
(R) 1316; Clinical Laboratory Diag- 
nosis (S. A. Levinson and R., P. Mac- 
Fate) (R) 636; Clio Medica. Vol. XIX. 
Pathology (E. B. Krumbhaar) (R) 
910; L.C.C. service of, 348; Patho- 
logy of High Altitude Climate (A. 
Loewy and E. Wittkower) (R) 1082; 
Physiology and Pathology of the 
Heart and Blood-vessels (J. Plesch) 
R) 693; see also Post mortem 

Patients, see Hospitals and Practitioners 

Patrick, L. B., sulphanilamide and 
streptococci, 792 

Pattison, A. R. D., supracallosal epider- 
moid cholesteatomata, 1303 

Pauchet, V., and Dupret, S., Pocket 
Atlas of Anatomy (R) 855 

Paul, M., accessory spleens, 74 

Pavlov—memorial, 415; Pavlov and 
His School (Y. P. Frolov) (R) 1255 

Payne, R. T., medical curriculum (C) 103 

Peace—psychology of international rela- 
tions and, 173; see also Medical Peace 
Campaign and War 

Peacock, P. R., fluorescence microscopy 


(C) 158 


Diagnosis 


' Pearlman, L M. Your Breath and Your 


Health, 

Pearson, W. J., extreme leucocytosis in 
whooping-cough, 254 

E is ,Over-treatment of gonorrhea 

Peden, D., pasteurisation for destruction 
of tubercle bacilli, 151, (LA) 143 

Pedersen-Bjergaard, K., cestrone and the 

B hanan E E taar S ees PSA 
© agra— gyp . nger, e 
Hassan, and M. M. Taha) 755, 1188; 
in Rumania, 1290; mineral deficien- 
cies and (C. M. Leutsky) 1421; nico- 
tinic acid and, 1467; research on, 476 

Pelvis—tfracture of, 980; low back pain 
and, 1034; osteomyelitis of (A. A. 
Shorter) 742 

Pennefather, E. M., memorial to, 356 

Pensioners—blind (PI) 1171; hospitals 
for, working hours in (PI) 166; in 
mental hospitals (PI) 1408; medical 
treatment of (PI) 166; 
(PI) 1110 

Pensions—for hospital workers (F. Mead) 
(C) 652; see also Local authorities 

Pentothal sodium, see Ansesthesia 

People’s League of Health — annual 
report, 999; in India, 114, (F. Tara- 
porvala) (C) 291 

Peptic ulcer—anxiety and (D. T. Davies 
and A. T. M. Wilson) 1353, (LA) 1440 ; 
diaphragm perforated by (T. G. F. 
Hudson) 905; investigation of, 1432; 
non-stenosing, 262 ; of Meckel’s diverti- 
culum (W. I. Card and T. W. Mimpriss) 
963; perforated, 1372; treatment of, 
980 ; vitamin C and (A) 1029; see also 
Alkalosis and Hsemorrhage 

Percy, Lord Eustace, medicine and 
government, 919 

Pericarditis—acute sup] urative (J. W. 
Macfarlane) 79; Pic 


’s syndrome (A) 
1087, (J. M. Vaizey and F. J. S. 
Gowar) (C) 1218; see also Electro- 


cardiography 
Pertussis, see Whooping-cough 
Ġ. C. politics in hospital (O) 


tuberculosis of spleen, 
(A) 1441 


problem of |: 


—1056, 1173; insulin, standardisation 
of, 1467 ; opening address (A) 861 
Pharmacopeia—British Pharmacopecia, 
1330 ; international] (A) 702 
Pharmacy—History of Pharmacy (J. 
Grier) (R) 1317; in Australia, 1332; 
patron saints of (A) 861; proseripricne 
y . C. 


druggists (C) 1219, 1279, 
Goodall) (C) 1339; Principles of 
Pharmacy (H. V 


. V. y and R. P. 
Fischelis) (R) 383; see also British 
Pharmaceutical Conference, Drugs, and 
Therapeutics 
Pharynx, see Throat 
Philosophy—Human Understanding and 
its World (K. W. Monsarrat) (R) 694 
Phosphorus, see Bone 
Physical education—demonstrations, 997, 
1228; exercise, pulse-rate and (A. B. 
Hill, H. E. Magee, and E. Major) 441; 
for low back and sciatic pain, 1034; 
for women (P. Williamsand D. C. Clark) 
833, childbirth and, 1412 ; growth, diet 
and, 1270; Health and Muscular 
Habits (J. K. McConnel and F. W. W. 
Griffin) (R) 1380; heart and, 237; 
in Germany (LA) 89; in New Zealand, 
818; nutrition and, 215, (Sir J. Bar- 
croft) 891, (R. Hutchison) (0) 991, 
national scheme and (PI) 108, 467, 
781, 1140, (C. Flemming) (C) 1217, 
(A. Abrahams) (C) 1276, (W. B. R. 
Monteith) (C) 1276; Physical Educa- 
tion for Boys (G. W. Hedley and G. W. 
Murray) 174; posture and health, 
1117; Scientific Basis of Physical 
Education (F. W. W. Griffin) (R) 1081; 
strength tests, 215, posture and (T. 
Bedford and C. G. Warner) 1328; 
see also Health resorts 
Physica] signs (A. G. Auld) (C) 42 
Physical treatment, see ectricity and 
Health resorts 
Physiology—as part of general education 
(L. P. Lockhart) 1177; congress, 831 ; 
Human Physiology: A Practical Course 
Ve G. Douglas and J. G. Priestley) (R) 
4; medicine and, 1228; of renal 
innervation (Physiologie de l’innerva- 
tion rénale) (J. Hamburger) (R) 452; 
Outline of Gencral Physiology (L. V. 
Heilbrunn) (R) 853; Physiological 
Basis of Medical Practice (C. H. Best 
and N. B. Taylor) (R) 450 ; Physiology 
and Pathology of the Heart and Blood- 
vessels (J. Plesch) (R) 693; Physio- 
logy in Health and Disease (C. J. 
Wiggers) (R) 197 
Physique, see Nutrition and Physical 
education 
Picken, R. M. F., on doctors and mid- 
wives, 194 
Pick’s syndrome (A) 1087, (J. M. Vaizey 
and F. J. S. Gowar) (C) 1218 
Pirquet, see Tuberculosis 
Pituitary gland—antidiuretic substance 
(A) 274, metallic salts and (E. C. 
Dodds, R. L. Noble, H. Rinderknecht, 


. QG. Y 
A) 391: eclama pets and (A) 388; 


931; laryn 
stenosis after, 
932; rhinoplasty, 932, 100 years ago, 
1506, (A) 1502 ; skin-grafts, free, 931 
Plesch, J., Physiology and ere he of 
the Heart and Blood-vessels (R) 693 
Pleural—pain, 1213; see also Empyema 
and Intercostal 
Pneumatic drills, see Industrial medicine 
Pneumolysis, see Tuberculosis, pulmonary 
Pneumonia—campaigns against, 1098, 
1269, 1334, (a) 1321; oxygen or 
fresh airin (A) 642; sulphanilamide in, 
1077; see also Empyema 
Pneumothorax—spontaneous,emphysema 
and (J. Gough) 314, (A. Willcox and 
A. F. Foster-Carter) 315, (A) 1202; 
see also Tuberculosis, pulmona 
Poisoning—carbon monoxide, 225; in- 
dustrial solvents and, 761, 1466; 
lead, 225; sulphuretted hydrogen 
(A) 150 ; umbellifer (A) 458 


Polemics, meal-time (J. B. McDougall) 


(C) 882 


Poliomyelitis—epidemics of (A) 644; 
fever therapy in, 1392; in Australia 
(A) 859, (LA) 1145; in England and 
Wales, 767, 824, (LA) 1145, 1163; 
Infantile Paralysis and ~ 
Diplegia (E. Kenny) 608; in United 
States (A) 203, 644, 859, (LA) 1145 
1158; nasal route, prophylaxis and 
(A) 203, 859, (LA) 1145; under-water 
exercises for (LA) 143 

Pollard, Sir G. (O) 603 

Pollution, see Water-supplies 

Population—advancing age of, sickness 
statistics and, 646; colonial, 1059; 
congress, 402 ; dietand (A. L. Marshall} 

‘s (C) 1509; industrial (PI) 165; in 
France, 349, 403; in Germany, 402; 
in Ireland, 403; in Japan, 403; in 
United States, 402; Population’ Bill 
(PI) 1343, (LA) 1381; see also Birth- 
rate, Housing, and Vital statistics 

Porritt, A. E., injection treatment of 
inguinal hernia, 835 . 

Ror nay, B., mycosis fungoides d’emblée, 


Post-bag, see Practitioners 

Post-graduate courses: Austrian, 1392 ; 
Berlin, 1409; Bristol, 524; Budapest, 
233, 774; congress, 416; Edinburgh 
717, 944; Fellowship of Medicine and 
Post-Graduate Medical Association, 415, 
474, 574, 621, 729, 886, 999, 1114; 
for insurance practitioners, 177, (A) 206, 
(LA) 269, 544, (PCP) 472, 650, 822, 
1042, (PI) 1224; Glasgow, 298; 
National Hospital Queen-square, 
London, 233; New South Wales, 876; 
Paris, 298 


POST-GRADUATE LECTURES. — Ansemias 
(L. E. H. Whitby) 871—Basal anæs- 
thesia (R. J. Clausen) 925—Bone 
diseases, radiotherapy and (G. Hilton) 
986—Cosmetic (A. Burrows) 1154— 
Delirious states (D. Curran) 873— 
Empyema (T. Edwards) 1207—Feet, 
arches of (N. Lake) ieee age Shae 
after extraction of th (J. L. : 
Buxton) 1208—Heart attacks (S. Smith) 
985—Infections, general, treatment of 
(E. C. B. Butler) 1503—Low back and 
sciatic pain. Wesson) 1034— 
Motoring accidents (A. M. A. Moore) 
1153—Prostatic surgery (R. M. Hand- 
field-Jones) 924— Pulmonary tubercu- 
losis, incubation period of (C. Wall) 1033 


Post-mortem—rooms (A) 701; see also 
Medico-legal 

Post Office workers—health of (PI) 
352; infectious disease contacts and, 
397; Mantoux testing of (PI) 1171, 
1347; sick absence and (A) 1326 

Post -operative—hiccup (A) 641; intra- 
venous infusion, 1020; Preoperative 
and Postoperative Treatment (R. L. 
Mason) (R) 84; pulmonary embolism 
(A) 1324; urinary retention, dory] in 
(R. Officer and J. C. Stewart) 850; 
see also Urinary infection 

Posture, see Physical education 

Potassium—familia] periodic paralysis 

_ and (A) 1149; see also Mineral 

Poulton, Sir E., on evolution (LA) 585 

Poverty, see Anrwmia, Depressed areas, 
Nutrition, and Unemployment 

Powder-spray, Fissan, 238 

Powell, J. A. (O) 941 

Poynton, F. J., and Schlesinger, B., 
Recent Advances in the Study of Rheu- 
matism (R) 853 

Practice, medical— Business Side of Medi- 
cal Practice (T. Wiprud) (R) 1434; 
Citadel, The (A. J. Cronin) (R) 583, 
(A) 641; education in, 258: in tropics 
(R. T. Leiper) 920; medical officers 
of health and (PI) 1512; Modern 
Psychology in Practice (W. L. Neu- - 

statter) (R) 692; Modern Treatment 

in Genera] Practice (C. P. G. Wakeler? 

694; preparation for, 177, (LA 

; in Diseases in General Prac- 

tice (H. Haldin-Davis) (R) 326; 
temptations and privileges of (H. L. 
Eason) 865, (A) 861 ; see also Medicine, 
Pane] and Contract Practice, and 
Practitioners _ 

“ Practitioner, The,” new purines (A) 645 

Practitioners—as witnesres (A) 862, (LA) 
1382 ; called to bar, 1285; certificates, 
medical, signing of (ML) 1157; Dental 
Surgery for Medical Practitioners (B. A, 
Kopkin) (R) 1492; dismissal of, under 
Lunacy Act (ML) 214; family, impor- 
tance of, 865, (A) 861, 919, (A) 1263; 
fees for life assurance, 259; Govern- 
ment and (Lord Eustace Percy) 919; 
in Austria, number of, 762; in France, 


| 


7207, 708, (A) 1263; 
for, 564 ; 
Me (Sir A MacNalee 
~ 194, 1078; opht ale group of, 113, 
"74's out-patient problem and, 1156, 
LA) 1145; patient’s will signed by 
octor (ML) 4: physical education 
and, 997; post-bag, circulars, and (C) 
939, 991, 1050, 1106, 1167; Practi- 
_ tioners’ Library of: Medicine "and Sur- 
l gery (G. Blumer and I. V. Hiscock) (R 
4; professional income, taxation an 
(PX) d 109; try for Practitioners 


‘in Ireland, demand 
midwifery and, 


Psychia 
Christian) (R) 141; refugee (A) 
272, (PI) 1170, 1270; regional hospi 

oem and, 1156, (LA) 1145; through 


e patient’s eyes, 177, 865, ary S. 
Hicks) ace tuberculosis git 6293. 
war and (H. Joules) (0) d an S. 
Churchill) (C) 938, 56. Ba 
Hastings and OC. Brook) 

99, Wimpole-street (J.. J. A “188 


607 : s see also Biography, “Health ‘ser- 
- vices, Insurance, National Health, 
Negligence, and Practice, medical 
Prognancy oben ane poor social cir- 
cumstances curing. . J. S. Reid and 
J. M. Mackintosh) 1389 ; 
and Postnatal Care (F. J 
1196; body-weight in (A ) 92: diseases 
of (Maladies des femmes enceintes) 
H. Vignes, F. Hanouin, an Vi 
R) 1023: ; eclampsia, vasopressin aad 
(A) 388; general paralysis of insane 
and (M uine) 77; notification of, 
- 1340 ; nutrition in, 264; toxic jaun- 
dice and (M. Fraser) 687; uterine dis- 
placements 
trics and Urinary infection 


Preoperative and Foe cpereuye Treat- |. 


ment (R. L. Mason) (R) 8 

Prescribing—insurance (BGP) ' 396, 764, 
1220; see also Drugs, Pharmacopwia, 
and Pharmacy 


Preyentive medicine, see Health services: 


- Prewer, oe R., health of medical students 


TAS 
Pridie, K. -H., intracapsular fractures of 


neck of femur, 126 . 
Priestley, J. G., and Douglas, C. G., 

airs Physiology : A Practical Course 
_Priestman, Q., testimonial to Dr. F. W. 
- Hurich (C) 160 
Prisons—Barlinnie, prisoner’s treatment 
in (PI) 1345, 1513 ; Dartmoor, removal 
from, to Broadmoor (PI 


worth, sanitary conditons at (PI) 


1171; see also Crime and Delinquents | 


Professional regulation, see Hairdressers, 
Opticians, 
tioners ; 

- Proflavine oleate, see Radium 

Prontosil, see Chemotherapy 

_ Prophecy (M. Greenwood) (C) 1166 
Prostatic. eens treatment 

bi 328, 446, (R.M 

re no gonge action and (ML) 1211, 


prostitution, se te Venereal disease l 

Pruritus, see S 

Pesudo-termapl hroditism gE. L. H. Ellis) 
B, Bodson) 1477- .. 


pi = Adminitrative Psychia try 
P we B hs Sh: 


ea 1337, 1507, 
1277, (Sir W. M. Q; Luin (0) Í 
Ie; (F. Dillon) (C) 1401, (E. Gutt- 
E. Slater, and W. Mayer-Gross) 
©) ) 1453, (B; B. H. Shaw) (C) 1453, (A. G. 
Levy) (C) 1507.; Treatment in Psy- 
chia (O. Diethelm) (R) 195; see 


also Mental disorder and — 
-P ennio —-—=Black Hamlet (W. Sachs) 
Eí ORY ain and mind (E. y Adrian) 


1258, acy 1327; consciousness, nature 
of, 1118; Ego and Mechanisms of 
Potence (A. Freud) (R) 1317; in 

industry, : Institute of Psycho- 
analysis, 420; Love, Marriage, and 
Divorce M. perrie) 1231; Measuring 
lar Maree M. Terman and 
Merrill) (R) 746 ; Modern Psychology 
in Practice (W. Neustatter) (R) 
692; of international relations, 173; 
of war, British: Medical Association 
on, 259; . psychological medicine, 
course in, 1465 ; 
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polities and diplomacy | 


. Browne) (R) | 


and, 1138 ; see also Obste- 


) 50; Wands-. 


and Unregistered practi- 


-of |. 
. Handfield-J ones). 


-Pyone 
Pyr 


M. A. 


psychotherapy at | 


. 4 
’ 


a 
rd 


Middlesex. Hospital, 1516; 
therapy congress, 645, 1267: 
whorapy in: "observation ward (C. M. 

ar 


payalio: 
).385; psychotherapy, pastoral 
(FB. illon). (9) 
letcher) (C) 289, 

47 . W. Ba 6 
Hubble) (C) 346, 470; Why We Do It 
(8. C. Mason) 1059; ‘see also Children, 
gume: Emotions, 'N ervous disorder, 
chiatry 


, and Sex 


Pay bln see Psychiatry and Psy- 


| Pubic Lonen: see Pelvis 


Public assistance—cost of living and (PI) 
ate Se Ge „inmates of (Housing 


( imes, 

. Scholefield, and A. N, C. Shelley) a) 
1080 ; research on, in India, 11 

' see also Health services, Hygiene, Vital 
statistics, and—- 


PUBLIC HEALTH. pynter: at Luton, 
769, 1107; prevalence of, 1462— 
Epileptic boy, 285—Food poisoning : 
from prepared cream, 768; in North 

‘London, 604—Health centres, 657, 
826—Hospitals: Hackney Hospital’s 
new mater rpity block, 1462 ; 
criticism of, 1044; London, City and 

993 ; L.C.G., 215, 348, 1462—Labels 
for "imported foodstuffs, 468—Local 
authorities, unification of, 769—London 
County Council: ambulance service 
for accidents, 467;, annual report, 
1163; maternity service, 215, 1462; 
‘ pathological service, 348—Measles 
serum, 468—Milk: cost of distribu- 
tion, 1283; in summer holidays, 106, 
1164— stry of Health: annual 
report, 404; annual reports of medical 
officers of health, 1044—Physical train- 
ing, 467, fitness for, 215—Poliomye- 
litis, 767, 1163—Posters for welfare 
centres, 215—Pregnancy, notification 
of, 1340—Pre-schoo! child, 
pox at Hyde, 1341, 1897- Typh oid: 
Croydon outbreak, 1164, 1226, 1283, 
- 1341, 1397; declinein death-rate, 13 40— 

Vital statistics in United States, 1397 


Public medica] services (PCP) 1334 `- 

Publicity, see British Pharmaceutical 
Conference $ 

'Puerparal infection—abortion case and 


504: 
, 83, (9.8 Þ. lark} 
6, A) 27 274, 


(B. Wil rts a te 


hospital 
385, precautions a 
1261, (LA) 1258; 
ubic bones and (A 
f streptococci in (C, mh aw 
see also. Maternal mort 

Obstetrics, and Urinary infection 
Pugh, W. T. G. 

in neck, 1137 
Pulmonary —arte 
i eu Dene es (A. 


y gion bec of 


Ki radiograph 
b4; requre! 
‘see als 


tion 
o Lung 


pease 


Heart. 
Purchase, on nd Heart epee 
of abortion, EEN 
hanilamide 


sulp in 
p puerperal ‘infection, 18, 1237, 1291 ' : 
Purjesz, S 
Purpura, 
losis, and (A. B Taylor) 
Purves, R. B. (O nae 
Purves-Stewart, . Sir 
Nervous Diseases (R) 
Pyelitis, see Urinary frelon 
ronis see Kidney 
a see Fever therapy 


! a 

Q fever (A) 863 

Qu ry pineal Sanatorium Fund (A) 
guin, T. S., on uterine displacements, 1138 
pregnancy with genera] 
paralysis éting nsane, 7 : 
uinine—for ME doors _ (BE. A. 
McAnally) ore 654; see also 
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psycho- |. 


(K. 


Radiology 


ibolation, i 


826—Small-. 


Raney, R. B 


Raren R. W., 


Shorter) 742 ; 
ality, | 

+» on tuberculous glands 
of, 1377; 

(G. 


(A. B.. 
d'E, Major) 441; 


81, agran to, 
961 agranuce oa tubercu- 


des Diagnosis . of 


alaria .. 


(San. 29; 1938 


R 


Radiograph y— hysterosalpingography, | 


447; kymography (Zehu Vorle en 
über Kymographie) (P.. Stumpf) (R) 
854, ei pteen Ey mogron sees pene 
gungslehre Innerer Organe) (P. S 

H. H. Weber, and G. A Ea wralte) SR oat. 
(A) 859, (F. G. Wood) (C) 

of abdominal lesions Pane 
Réntgenologischen pipenebush der 
nostik der Erkrankungen der Bauch- 
organe) (W. Teschendorf) (R) 1148; 
of hands of pneumatic-drill- workers, 
1296, 1494; of heart (A) 149, 1300; 
of pulmonary artery, 1377; Roentgeno- 


logist in Court (S. W. Donaldson) (LA). 


1382; Textbook of Diagnostic Roent- 
genology (L. J. Friedman) (R) 1143; 
‘tomography (C. Colyer) 1302, 13783 see 
also Intracranial, Tuberculosis, Tumours, 
X rays, and— 

—Austrian congress of,, 409; 
British | Institute of Radiology, congress 
‘and exhibition, 1461; see also Radio- 
graphy and X rays 

Radiotherapy, see X rays and— | 

Radium—at Birmingham, 1351: s at 
Westminster ries ae 779; biological 
action of (A). 330 ; in cancer, 226, 418, 
(A) 864, 916, 1151, 1348, 1448, 71489, 
(LA) proflavine ‘oleate anti- 
sepsis and (A. <A. Charteris) ' 
in dermatology (Curieterapia in Derma- 
tologia) (V. Palumbo) (R) 694; in 
Hodgkin’s disease, 1253; in tuber- 


culous glands of ‘neck, 1137 ; ~ Irish 
radiotherapeutic institute, 1331; 
Medical Research Council, ort 


National Radium Trust, 83 83, 


Raeburn, H. A., diphtheria immunisa- 
tion, 621 
Rate ans S. G., T.A.B.C. vaccine (©) 


a 1151; 
1448 


nabani, D. F., death of, 1327, (0) 
1460 


and Shands, A. R., Hand- 
book of Orthopsedic Surgery (R) 85 
He M. S., cysticercosis and epilepsy, 


Reh see Skin 
S., and Coates, G. M. 
Operative Surgery R) 


R Cont , mesenterio occlusion, 1131 

aw ọntrol of Bovine Tuberculosis 

ty Max R) 197 

Rectum—Diseases of the Colon and 
Rectum (G. Schwarz, J. Bola berger and 
C. Crocker) (R) 450 ; "lym phoegr oma 
inguinale and (N; Whittaker) 1133, 
(H. S. Stannus) (C) 1219; see. also 
Hemorrhoids 

wee Cross, see British Red Cross and 

ain 

Rafurseds—J eiviali medical, in Palestine 
(PI)_1170 ; practitioner’s registration 
in Melbourne, 1270; Society for the 
Protection of Science and earning 
(A) 272; see also Abyssinia, China, 
and Sp ain 

Registrar-General, see Vital statistics 

Rehabilitation, sce Fractures, Incapacity, 
and A deat A 


‘Reid, E. G., Life and Convictions of 
William prr Thayer, Physician 


Reid, W. J. S., anemia, poverty, and 
pregnancy, 1389 . 
Remedics, see Drugs | 
Renal, see Kidney 
Rescarch—Beit Memorial Fellowship 
154; Burden Mental Research “Trus t 
(A) 1327 : ; in Australia, 877, (LAJ 867 5 
in China (A) 640 ; national health h and, 
876, (LA) 857; rheumatism," 831, 
(A) 862, 1113, (A) 1495; Sir ‘Henry. 
Royce Research Fellowshi 831; 
Strangeways Research Laboratory 
report (A) 702; see also Cancer an 
Medical Research Council ' 
Respiration—Cheyne- salt euphyllin in 
(O. A. S. Marais and MoMi cMichael) 
437; see also Altitude, Lung, and— 
Resuscitation—mechanical, of new-born 
(A) 1086 ; see also Inhalation therapy 
Review of Reviews, 1435, 1492 ` | 
Reynolds, R. J., radio interferente : by 
~~ electromedical equipment (C) 413 
Rheumatism—bile salts for, 1158 ; Chronic 
Rheumatic Diseases (C. W. Buakley) 
(A) 273; TOHO VTE centres - ‘for, 


"627; 
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169, 944 ; Empire Rheumatism Council, 
831 Sh) 862, 1113, (LA) 1495 ; menace 
of (PI) 166, 1113; virus and (G. H. 
Heels, P. R. Evans, A. G. T. Fisher, 
and J. D. Keith) 421, prognosis in 
childhood and (A) 752; vitamin C and 
M. A. Abba . J. Harris, and P. 


X rays in 


pital school. 887 ; incidence of (A) 


1203; 


noumo- 


thorax and oleothorax, 377, (A) 389 

Rhodes, H. T. F., The Criminals We 
Deserve, 1231 i 

Rice, C. O., Injection Treatment of 
Hernia (R) 1255 

Rickets, see Bone 


Rinderknecht, H., prolongation of action 
o gPruicary extract, 309, (A) 332, 
Ritchie, J., on enteric fever, 690 
Ritchie, W. T., on dehydration and 
œdema, 1098 
Road accidents—(PI) 165, is M. A. 
Moore) 1153, (A) 1261, (PI) 1457; 
‘damages, assessment of (ML) 95, 
281, 1398, dentist’s fees and ) 214; 
hospital charges and (ML) 213; 
school-children and (PI) 353; see also 
Accidents and Motorists 
Robbins, R. H., and Frazer, J. E., 
Manual of Practical Anatomy (R) 45 
Roberts, J. E. H., on abscess of lung, 
689; on sick nursing, 906 
Roberts, L. V., Cushing’s syndrome in 
mulatto, 625 
Roberts, R. E., on bone tumours, 578 
Robertson, J. D., determination of basal 
metabolism, 815 
Robinson, Sir C., noise (C) 290 
Robinson, H., coupons for medical 
charity (C) 1412 
Rockefeller Foundation, 114, 762 
Roddis, L. H., William Withering, 478 
Rodgers, H. W., on gastroscope in dys- 
pepsia, 264; on investigation of gastric 
diseases, 1432 
Rodway, H. E., on body-weight in preg- 
nancy (A) 
Borers, Sir L., Truth about Vivisection 
(R) 1318 
Rogers, W. G. (O) 716 
Rolleston, Sir H., British Encyclopædia 
of Medical Practice (R) 582, 1379; on 
Gee, S. J. (A) 1029; on patron saints 
of pharmacy (A) 861 
Rolleston, J. D., on tobacco problem, 908 
Rolston J. R.(O) 52 : 


Romanis, W. H. C., and Mitchiner, P. H., 
TO and Practice of Surgery (R) 

Röntgen, see Radiology 

Rooyen, C. E. van, Muir’s Bacteriological 
Atlas (R) 451 

RODE Pe sulphanilamide in gonorrhea 

Roper Hall; H. T., cysts of upper incisor 
region (C) 1060, 1232 

Rose and Carless’ Manual of Surgery 
(c a Md ‘Wakeley and J. B. Hunter) 

nee tiueth, A., and Cannon, W. B., 
An onome Neuro-effector Systems (R) 


3 
Ross, J. P., and Gask, G. E., Surgery of 
ane Sympathetic Nervous System (R) 


6 
Rowe, A. H., Clinical a ae (LA) 1026 
Rozpargi, A. C., Common Skin Diseases 
Roy's. C., on epidemic dropsy (LA) 1083 
Royal] Australasian College of Surgeons— 
fellowship, 976 
Royal College of Physicians and Surgeons 
of Canada—election, 1114 
Royal College of Physicians of Edin- 
burgh—appointment, 1409: bursary, 
1172; election, 1409; fellows, 297, 
1172; pass lists, 356, 1112 
Royal College of Physicians of Ireland, 


Royal College of Physicians of London— 
appointments, 357, 1112; Bradshaw 
lecture, 1032; diplomas, 168, 357, 997, 
1112, 1277, 1464; elections, 357, 1112 ; 
Harveian cclebrations, 949, 988 ; lec- 
tures, 1090; licences, 168, 357, 1112; 
Lumleian lectures, 239, 301, 366, (LA) 
386; medal, 357; members, 357, 
1112: scholarships, 357, 1112 


Royal College of Surgeons of Edinburgh— 
elections, 1055; fellows, 297, 1055, 

Reval &o ass uia, 356, ee ° iia 
fa) ego of Surgeons of Eng — 
appointments, 168, 358, 997, 1227: 
art exhibition (A) 1206; Bernhard 
Baron laboratories, 1395; Bradshaw 
lecture, 1206; Buckston Browne dinner, 
1221; demonstrations, 942; diplomas, 
168, 358, 997, 1112, 1227, 1464; elec- 
tions, 118, 168; examinations, 971; 
exhibition of art, 717; History of the 
Surgeons’ Company 1745-1800 (C. 
Wall) (A) 813; hospitals approvo, 
358, 997, 1227; lectures, 942, 1464; 
licences, 168, 357, 1464; Macloghlin 
scholar, 997; Moynihan lecturer, 168 ; 


ass lists, 1464, 1515; prizes, 168, 


58; scholarship, 168; surgical instru- 


ments, collection of (A) 149; visit to 
Paris (A) 94 
Royal Faculty of Physicians and Surgeons 
` of Glasgow—elections, 1113; fellows, 
657, 1464; pass lists, 356, 1112 
Royal Institute of Public Health and 
Hygiene, 150, 886 
pele Institution of Great Britain, 942, 


Royal Medical Benevolent Fund (Sir T. 
Barlow) (C) 989, 1399 

Royal Microscopical Society, 942, 1173 

Royal Sanitary Institute—bed-bug dis- 

267, 1516; congress 

(A) 205, 266, (LA) 1202; health 


India (LA) 912 
Russell, D. S., on -encephalitis after 
arsphenamine (A) 126 


pressure experi- 
ments, 53; blood transfusion in, 306, 
361, (LA) 453, 601, 606; health ser- 
vices in (LA) 1147, 1288; spinal 
fractures in (A) 1387 ; vaccination in 
(A) 1327 

Rutherford, Lord, death of, 976 

R B.—Medico-Legal Aspects of the 

Ruxton Case (J. Glaister and J. C. 

Brash) (R) 1315; Trial of Buck 

Ruxton (R. H. Blundell and G. H. 

Wilson) (R) 85 


S 


Sachs, W., Black Hamlet, 1175 

Safian, J., on rhinoplasty, 932 

St. George’s Hospital medical school, 
opening address, 866 

St. Mary’s Hospital medical school, 
dinner, 553 

Saline, see Intravenous 

Salpingography, 447 

Samuel E., gout secondary to renal 

~ lesion, 190 

Samuel, N.. cretinism in London, 5 

Sanatoria—design of (A) 1384; nursing 
in (PI) 1345; Papworth Village Settle- 
ment, 233, 720, 998; see also Queen 
Alexandra Sanatorium Fund and Tuber- 
culosis 

Sanders, C., death of, 1502 

Sanitary Inspectors’ Associdtion, 
ference, 60 

Sarcoma, see Cancer ; 

Sauerbruch, F., on surgery of heart, 
1377; and O'Shaughnessy, L., Thoracic 
Surgery (R) 1142 

Saunders, R. B., award for gallantry, 944 

Savill, A., electrical treatment of pruritus 


vulvæ, 1486 
Saxl, N. T., Pediatric Dietetics (R) 1434 
drid blood transfusion 


Saxton, R. S., 
institute, 606 
Scadding, J. G., on influenza, 321 
Scarlet fever, see Infectious diseases and 
Streptococcal infections 
Scheid, K. F., Febrile Episoden bei 
schizophrenen Psychosen o 1491 
Schindler, R., Gastroscopy (LA) 1200 


- 


con- 


Scott, R. 


Schistosomiasis, see Parasitic infection 

Schizophrenia, see Mental disorder 

Schlesinger, B., and Poynton, F. J., 
Recent Advances in the Study o 
Rheumatism (R) 853 

Scholetield, Sir J., Simes, E., Scholefield, 
C. E., and Shelley, A. N. C., Lumley’s 
Public Health (R) 1080 

School-children—article on (W. L. 

backward (A) 


Neustatter) (C) 1219; 
698; Board of Education report (A): 
975; Bushveld, malnutrition in, 
1412; cookery lessons for, 1465; 
deaf, in Scotland, 997; dental treat- 
ment and (LA) 25, (PI) 45, 1056; 
explosions and, 778; goitre in, 691; 
London, health of (A) 387, 1009; 
milk and meals for (PI) 45, 50, 110, 
112, 231, 292, 296, 354, 1110, ; 
1344, during holidays, 106, 1164; 
New Era in the Junior School (E. B. 
Warr) 117; nutrition of (PI) 45, 
1225, 1343, 1412, assessment of, 215, 
441, (E. H. Wilkins) 1265, (LA) 1257, 
L. W. Batten) (C) 1400, (D. C. Wilson,. 

. M. Widdowson, and C. Wait) 1445, 
vitamin-A deficiency photometric tests 
and (M. K. Maitra and L. J. Harris) 
1009, (LA) 1025, (A) 1090 ; nutrition of, 
supplementary diets and, 1351; road 
safety and (PI) 353; tuberculosis in, 
prevention of, 153; see also Nursery 
schools, Orthopeedics, Physical educa- 
tion, and— 

Schools, black-listed (PI) 232 i 

Schulenburg, B., stab wound of heart, 


Sopa maon, E. A., Textbook of Obstetrics 
Schwarz, G., Goldberger, J., and Crocker, 
hy n of the Colon and Rectum 


( 

Sciatica (A. Wesson) 1034 

Science, see Biology and Refugees 

Scotland—Board of Control, 170 ; cancer 
control in, 721; deafness in, 997; 
health education in, 358; health 
services in (PI) 45, 351, 646; incapacitat- 
ing sickness, 646 ; insanity in (PI) 231; 
malnutrition among Glasgow school- 
children (PI) 1225; ee service 
in, 195; pasteurised milk in (PI) 353; 
physical fitness in, 993; refresher 
courses, insurance, 544; registrar- 
general, 233 ; rheumatic fever in, 1196 ;. 
veterinary services in (PI) 112 


SOOTLAND, CORRESPONDENCE FROM.— 
Ansemija, pernicious, 1449—Curriculum 
extension of, 282 hydration and 
edema, 1098—Diet and dyspepsia, 

1269— Edinburgh University: bequest 

to, 1450 ; chancellorship, 1331—Goitre,,. 

toxic, 1393—Hospitals: fees, abolition 

of, 98; voluntary, position of, 819— 

Hostel for medica] students, 1393— 

Mackenzie, Lady, honour for, 99— 

Medical Women’s International Asso- 

ciation, 212—-Mental hygiene, 99— 

National Health Insurance benefit, 

819—Natural chemical stimulators,. 

1213—Nurses, shortage of, 98—Pleura 

and peural pain, 1213—Pollock, J. D., 

benefactions of, 1159—Post-graduat 

fellowships at Aberdeen, 1393—Pupil 
reactions, 1099—Suicide, 1158—Urinary 
reactions in disease, 1331—Veterinary 

science, 99 


Scott, A., on schistosomiasis (LA) 585 

wart Ae M., on radiation and the cel? 

Scott, L. D. W., fatal hematemesis and 
meleena, 435 

B., psychological factor in 

cardiac pain, 609, (LA) 695 

Scott, W. L., contact in industry, 397 

Scowen, E. F., thyrotropic hormone and 
the pituitary, 799 

Scurvy, see Vitamin C 

Sea-anemone stings (A) 334 

Seamen, see Ships 

Sears, W. G., Vade Mecum of Medical 
Treatment (R) 24 ‘ 

Seddon, H. J., clinical evidence and 
statistical proof (C) 412; continuity 
in orthopedics (LA) 637, (C) 82 

Sedimentation tests, see Chrysotherapy 

Segar, H. R., new hospital mattress (C) 


Semb C., on surgery of apical tuberculosis, 


Sensitivity, see rey 
EpL oem a, agranulocytosis or 


Sequeira, J. H., syphilis, 
bejel (C) 1456 


(ML) 


yaws, and 


a a 
, à 4 f Z f SN é 
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Sera, see Mherapedtiċs: 
Services, see War and— 


SERVICES, THE Army Dental Services 
appointment,’ 60 a a Medica. 


TH i 
Services, 160, 282, .413, 650, 820, 


883, 937, 984, 1035, 1102, 1264, 1348— | 


Colonial’ Medical "Service, 160, 413, 
711, 1035, 1168—Deaths in the Services, 
283, 342, 472, 602, 650, 711, 770, 883, 
937, 1168—Dentists, ` short service 
_fecommissions for, 320 Honorary physi- 
cians to the 10 erp yet pad 
cone. to the Ting, 160, 1461— 
Medical Service, 103, 160, 
221, a383, 342, 413, 472, 602, 650, 711, 
770, 883, 937 1102, 1168—Medal, 38— 
: Prizes, 38—Royal Air Force: 38, 103, 
221, 413, 472, 602, 650, 
710° 770, 820, 883, 937, 984. 1035, 1102; 
1168, 1264 ; * volunteer, reserve 
Royal Army Medical Corps : 163, 160, 
221, 282, 342, 471, 533, 602. 
650, Tn, "770, #20, 1233, 937, 984, 1035, 
. 1102 168 ; commissions in, 770 : 
Te donl centre in Bristol, 592— 
\- Royal .Naval Medical Service, 38, 102, 
160, a 282, 342, 413, 471, 533, 
602, “71 0, 770, 820, 883, 937. 
984, 1038) 1102; 1168, patra tiaras 
hospitals, 1226 


701; in urine, source of (T. 
K. fens Bee" war 
Steinach and 845, S. 
Parkes). 202, (A) ER ein ‘and 
_ cancer (A): 276, La) 455; structure 
and function of (EK. O. Dodds) : 
tentosterono propionate, eunuch treated 

. Foss) 1307; testosterone 

propionate, menstruation, ovùlation 
(S. Zuckerman) 676; see also 
Endocrine system Pituitary gland, 
Prostatic, and Pseu o-hermaphroditism 
anoo es J. W., sedimentation tests (O) 


Shamov, W. N., transfusion of stored 
cadaver blood, 306 (LA) 453 

Shands, A. R., and Raney, R. B., Hand- 
book of Onthonodie Surgery (R) 85 

Shanghai, see China 

Sha > tule l 

S(O 145 H., psychiatric treatment 


haw é aoroloeical grouping of hæmo- 
‘lytic streptococci, 1193 
haw, M. E., women Bhudente at West 
London Hospital (C) 104 


Sheehan, D., relapse following sympa- | 
thectomy, 788; vertebral thrombosis, 


-H., medullary necrosis 

187 

N. ©. 
Simes, E., and Scholefield, O. B., 

« Lumley’s Public Health (R) 1080 

Shepherd, F., Sex Instruction for Girls, 


1 
Sherry-Dottridge, F., itchy rashes due 
to rabbit mites (C) 652 
SUIDE TON accommodation in (LA) 
(J. G. Wilson) (C) 990; crews, 
arebtions disease oe ee 1514 ; 


deratisation of, “0° 2 (0) T 
H Dad siaina in 


TE Oni 
sease, 
Shock—allied conditions and (J. W. 


to), ae ; blood histamine and, 
730, 

Shorter, A. A., osteomyelitis of pubic 
bones, 742 ' 
Short-wave—congress, 408, 706; dia- 
thermy for tonsils (A) °333; Short- 
.wave Diathermy (T. de Cholnoky) (R) 


- 1380 ; i Sgt ma in cancer, 1348; see 
also Fever ther 
‘Sigerist, x os Socialised Momidne in-the 
Soviet U nion (LA) 1 
Silicosis—autopsy Salta, "Ht 
226, ( C, Norna 
definition of, 761, 
miners (PI) 230, 232, 292, 1346; 
lead miners (R. Ww. Thomas and 8. L. 
Cummins) 1481; in metal polishers 
A) 390; in pottery industry (A) 
PI) 1 1407 ; s prevention of (LA) 271; 
statistics ae Lee ald, Šir J» PI) 354 
r J., 


C. È., an Boegen A . N. O., Lumley’s 


(C) 1219; 


ak Smith, J., 
Scholefield, Sir J., |. 


cance of, . 
PI) 1346; in coal- ` 
in 


1150, 


cholefield, 


` 
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Simmons, Q.H death of (A) 646 

Simmons T., relapse following sym- 
pathectoine: 788 

Simpson, J. Y., television play about, 720 

Simpson, R. dental. hemorrhage 
(C) 1278; ectropion and cardio- 
vascular disease (C) 343 

Sindoni, A Diabetes (R) 635 

a cata tonsils E T on 

fiths) 723, (C) 829 

Gibson) (C) 829, 

(H. Kisch) (C) 939 A 

anterior fossa and (LA 

anilamide elixir in, fa 

ing (A) 976, 1098, 1175, 1213, 1333 ; : see 

also Deafness 


Skin—acne and alopecia, gonadotropic 


supe. in (A) 7 


7 h orgio diseases 
pee ate in 


1443 ; 


>hnson) (C) 
\ mice (G. Ovens) 16, 390, 
Common: Skin Diseases’ (A. CR 
burgh) (R) 268. congress on, 1516 ; 
cose metics (Manual of Cosmetics) (C. 
Lázár) (R) 8 (A. Burrows) 1154; 
diphtheria of 55n 973; disinfection of 
(Hautdesinfektions - Probleme a% 
Ernst) (R) 85; eczema, washing 
(A) 457, (J. @. Macaskie) (O) J 60Ls 
epithelioma in albino African, 419: 
insect bites, unusual, 779; itchy 
rashes, rabbit mites and (F. nory 
Portridge) (C) 652: lily rash (W 


-cancer 


| of ab 


matclogia) (V. Palumbo) 694 ; 

sea-anemone stings (A) 334; shavin 
-and, Diseases in Genera 
Practice ae Haldin-Davis) (R) 326; 
vulval pruritus and eczema (A. Savill) 
-~ 1486; warts, Pono gime and (A. G. 
McLaughl lin and J Edington) Gas: 
see also Plastic ee 

Skinner, C., on dental service in industry, 


a E. F., closed ventriculography, 
Skull—fracture of, in anterior fossa (LA) 


1084 ; fracture’ of, patient’s removal. 
and ( 878; see also Head injuries: 
and Intracranial 


Saten E E., porohia tio treatment (C) 1453 

Sleep & 

Sleeping -siokness see Trypanoromiasig 

Slot, G., chrysotherapy (C) 1105 
mall-pox—at Hyde, 1341, .1397 5: at 
Oldham (PI) 1459; prevention of, 
research on (PI) 1408; see also Vac- 
cination 

Smeall, J. T., bacterial content of public 
ternon: 776 


EE io (O).414. 

test for Weil’s disease, 846 « 
ss. heart attacks, 985 

’ S. W., diet in typhoid fever, 691, 


aae 717: smokeless Zones 


oe C. M., and Warbass P., 

Surgical Treatment (R) 636, <0) Tiie” 

Smyth, G. E., vertebral thrombosis, 614 

Social ‘Component. in Medical Oare (J. 
Thornton) (A) 203 


SOCIETIES, MEDICAL 


ASSOCIATION OF CERTIFYING FACTORY 
' SURGEONS.—Dinner, 1449 


ASSOCIATION OF INDUSTRIAL MEDIOAL | 
OFFICERS.—Dental service in, in- 
dustry, 1056 

BRITISH’ ASSOCIATION OF RADIOLO- 
GISTS.— Pass list, 1463 l 


BRITISH INSTITUTE OF RADIOLOGY.— 
, Congress, 942, 1172, exhibition of 
apparatus and, 1461 ; dinner, 1227 
BRITISH ORTHOPEDIC ASSOCIATION. — 
Arthroplastics, 97; chondromalacia | 
patelle, 97; ooalitio calcaneo-navi- | 
oularis, 96; ‘congress 
conditions, 97; infantile paralysis, 
joint contractures, 96; O-' 
ois: drilling, residential ' 
address, 1061; acratiaat on of fifth: 
lumbar vertebra, 97 ; shoulder, TO- 
current dislocation of, 97; spondy-. 
lolisthesis, 97 ; torticollis, $6 


CHELSEA CLINICAL SOCIETY. —Dinner, 
998, (A) 976 


Amon (C) 1279; ” mycosis fungoides 
d’embl an : Por tnoy) 1015; preg- 
nancy pe aladies des femmes 
i in Affections de la pean) 

F. Hanouin, and G. Vial 
Œj Mta ‘psoriasis (A 1386 ; ; radium |. 
dermato ogy (Curie erapia. in Der-. 


Societies, a Alea. in London, 1168, 1227 Í. 
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l l : ot 
seat l OBSTETRICAL ` SOCIBTY.— 


-Infant feeding, tape of cow’s 
milk for, 22, (A) 4 


HARROGATE. eee ‘Soorery.—1054 


HARVEIAN | SOCIETY OF _ LONDON.— 
Prize, 1113 ` 


i HUNTERIAN Soamry Acoident insur- - 


‘ance, 965; midwifery, general prac- 
titioner and, 1078 ; ‘Transactions (R) 


INTERNATIONAL SOCIETY OF. MEDICAL 
HYDROLOGY. —Congresbes, 115, 169, 
944, 1101 : 

KENSINGTON MEDICAL- Society. — 
Poy tad medico-legal aspects of, 

LIVERPOOL MEDICAL | INSTITUTION: | 
Bronchogenic carcinoma, 1489, (LA) 
1495; pulmonary artery, Tadio- 
graphy . of, 1377; ` thyrotoxicosis, 

- 1313; viruses, 113 | 

LONDON-MANOHESTER MEDIOAL- 
Soorzty.—Dinner, 1464 

MEDICAL SOCIETY OP INDIVIDUAL 

' PsyvoHoLocy.—Adler and relation 
of sexes, 1433; meeting, 996 

MEDICAL SoorsTy: OF LONDON.—-Gas- 
tric diseases, 1432; intravenous 
infusion, 1020; lectures, 474; 
national physical training, 12140; 

' sick nursing, 906. 

MEDICAL WOMEN’S - FEDERATION. — 
Rheumatic fever, 1196; | visit to 
LANCET printers, 1464 


MEDICAL ‘WOMEN’S INTERNATIONAL 
ASSOCIATION.—59 ; cancerin women, 
226; , 1omonstrations, 227; in- 
augural mee ; maternal 
mortality and abortion,. 227 . 

MEDICO-CHIRURGIOAL SOCIETY OF EDIN- 
BURGH.—LElection, 1173 


gee ee saat —Dinner, 1516 


MIDLAND - PATHOLOGICAL 
SOCIETY. -Meene 1077 

NATIONAL ASSOCIATION FOR THE PRE- 
VENTION OF TUBEROULOSIS.—Dis- 
pensary, 154; ‘environment, 153; 
nutrition, 1533 propaganda, 153° 

NORTH OF ENGLAND OBSTETRICAL AND 
GYNECOLOGICAL SOCIETY .-—Ovarian 
extroversion ‘for secondary amenor- 
rhea, 82; prontosi] in obstetrics, 83 

NORTH WESTERN TUBERCULOSIS 
SOCIETY.—233, 887- radiology at 


a tuberculosis clinic, 1077 ; tomo- 
graphy, 1375 
OPHTHALMOLOGICAL Socrmery OF 


THE 
UNITED KInGpOM.—Con 
prize, 1284 ware tents 
RoyvaGb ACADEMY OF MEDICINE: IN 
Neer uoa. ecb ee 
>. uterus, ba - 
- ments of, 1138 i replace 
ROYAL MEDICAL SOCIETY, EDINBURG 
—Address, 976. = 
ROYAL MEDICO-CHIRURGICAL SOCIETY 
oF ‘Guascow.—Embryology and 
clinical surgery,. 908 
ROYAL MEDICO- PSYCHOLOGICAL ASSO- 
CIATION.—Asylum dysentery, 1311; -` 
care of insane, 136; circulatory 
system, psychoses and mental defi- 
ciency, ey lec e 
presentation, 1347 s i 1a 
ROYAL SOCIETY OF MEDICINE.— 
Sections of: Children’s diseases (A) 
28——Medicine, 1075—Neurology, 1022 
—Obstetrics and Gyneecolo 1251, 
(LA) 1258— Otology, kt yee 
Peyohiatry, $0-—Surgory, 1186, 1372 
Pay $ A f di ; = 
ubjects o scussion : Ab 
chronic, industry (A) Seas: 
emotions and bodily functions, 80; 
mastoid ppoTationg, 1374: maternity 
work 'L.C.C. hospitals, 125%, 
(LA) 1258; ; peptic ulcer, perforated, 
1372; remedies new, introduction | 
of, 1490 ; ; Spinal cord lesions, central 
pain in, 1022 ;. sulphanilamide and 
related substances, 1075; tuber- 
culous glands neck, 11386 
Children’s hospital, tour of (A) 28; 
Sagor Dea’ Rot R i rt lecture, 976, 
° oy oberts lectur ; 
scholarship, 415 ae 
Hovey reat OF ‘TROFIOAY MEDI- 
AND : HYGIENE.—53: m 
(LA} 1027. Aane 
Soorktk BELGE DE GASTRO-ENT#RO- 
LoGIn.—Meeting, 170 g 


f 
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SOCIETY OF MEDICAL OFFICERS OF 
HEALTH.—Dinners (A) 1; 998, 1268: : 
presidential address (A) 1088 


SOCIETY OF Nace e 
Hodgkin’s disease, 1253 

SOUTHAMPTON MEDICAL SOCIETY.— 

~ Tobacco problem, 908 

TUBERCULOSIS ASSOCIATION.—Visit to 
Paris, 53, 1041 

WEST LONDON MEDICO-CHIRURGICAL 
SocorgTy.—Dinner, 170; heart, 
surgery of, 1377 


Society—Aspects of a Changing Social 

- Structure (Sir P. Alden) 419; biology, 
medicine and (E. D. detec) 1233 ; 
physiologice eouceon and,1177; Social 
Problem Group? (C. P . Blacker) (R) 23 

Society for Relief of ‘Widows and Orphans 
of Medical Men, 171, 944 

Society for the Protection of Science and 


Learning (A) 2 
Society of A EA of London— 
dinner, 1284; diplomas, 53, 297, 


604, 1112, 1284; Gillson scholarship, 
1284 ; Nuffield, Lord, honorary freedom 
conferred on (A) 460 ; pass lists, 53, 
297, 604, 1112, 1284 

Society of Physiotherapists, 998, 1079 

Society of Public Analysts, 943, 1173 

Solomons, B., on uterine displacements, 
1139; and Falkiner, N. M., Practical 
Obstetrics (R) 24 


Somerford, A. E., duodenal obstruction |. 


in new-born, 1309 
Sonate: see Mental disorder 


Sorsby, A., on myopia, 139 
SOUR ‘Sander, G., anemia and 
granulocytosis following sulphanil- 
amide, 898, (LA) 911 
Souttar, H S., 


Art of Surgery R 1379; 
Surgeon’s Pocket Book (R) 108 
Soviet Union, see Russia 
Spain—air ambulances for (PI) 111; 
_ blood transfusion in (R. 8. Saxton) 
606; four thousand Basque children 
(R. G. Gibson) 1091, (A) 1088 ; medical 
unit in (A) 975; Red Cross in (PI) 
111, (Sir E. Stewart) (C) 290, 1283, 
1347, attacks on (PI) 354; refugees in 
Catalonia, plight of (R. "W. B. Ellis 
and A. E ussell) 929, (A) 917; 
war surgery in, 360 
Spas, see Health resorts 
Spawning stimulus (J. H. Orton) (C) 469 
Special areas, see Depressed areas 
Specialism, see Education, medical 
Spectacles, see Eyes 
Spectroscope, improved, 59 
Speech—lectures on, 1465; Reading, 
Writing, ae Speech Problems in 
Children (S. T ren) (R) 1023 
Spengler, C. (0) 8 
Spinal—fractures A 1387; see also 
Back, Intracranial, Meningitis, and— 
Spinal cord—extradural cyst and (T. S.-B. 
Kelly) 13; lesions of, central pain in, 
1022: spina bifida (ftudes sur le 
spina bifida) (J. Leveuf) (R) 267; 
see also Anena, pernicious 
Spink, R. G. (0) 774 
Spleen—accessory Spleens (M. Paul) 74; 
aneurysm. of, 955; removal of, for 
lymphadenome ae K. Gordon) 21; 
ruptured (P Ghey) 628; tuber- 
wont of (@. C ©. Pether) 1493, (A) 1441, 
(G. G. Kayne) (C) 1 
Sp ort- Some Sports g Pastimes of the 
ngu ish (R. py o tnorspoon and L. 
Tat on) 1004 
~enibut Sir an memoriai service, 40 ; 
butes to, 3 
nley, W. ee on viruses (LA) 25 
S., lymphogranuloma 
ale in female © 1219 
Staphylococcal infection—322 ; food 
Povo ADe. 768; liver abscess and 
(S. Ayl ett) 852; of face (A) 590 ; 
guiphaniiannide in, 1076, 1291; see also 


Statistics—clinical evidence and (H. 
Collier) (C) 220, (H. J. Seddon) (C) ie 
Introduction to the Theor of Statistics 
G. U. Yule and M. G. endall) (R) 
05; official, guide to (A) 700 ; see also 
Vital statistics 

Stebbing, G. F., ra dio DUTE rouc by 
olectro-medical poguipuicnt © 413 

Steen, R. a niants in ealth and 
Si ess (R ; 1491 

SOR AEN) E., male and female hormones, 


Stepans J. W. W., Blackwater Fever 
Sterilisation—in United States, 647 ; 


mental disorder and, 340; unemploy- 
_ ment and, in Bermuda (PI) 1458 


N . , 
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Sterility üysteroralpingography in, 447; 
see also Population 
Srem, s R. O., ketonæmia in infancy (C) 


Sternal puncture, anæmias and (A. F. 
Zanaty) 958, 1365, (C) 1455, (A. K. 
Gordon). (C) 1104, . F. Wilkinson and 
M. C. G. Israëls) (C) 1104 

SLOWATU, Sir E., Red Cross in Spain (C) 


aur gi J. C., dorylin urinary retention, 
Stewart, W., A aaa te simulating 


new growth, 
Stewart-Sandeman, Sir N., noise (Ç) 159 


Stockings, surgical, 3 
Stomach—(Sir A. Brest) 949; acidity, | 
magnesium trisilicate for, 634; gastro- 


megaly, arterio-mesenterio obstruction 
(S. Campbell) ated (R. Miller) ed 
1338; gastroscopy, 264, (Geattaccosy 
(R. Schindler) (LA) 1200, ( astroskopie) 
(K. Gutzeit) (LA) 1200, 1432, (Text- 
book of Gastroscopy) (N. enning) 
R) 1435, carcihoma and (D. ennen 
C) 1278, 1404, 1508, (Sir A. Hurst 
C) 1338, 1455, (P E. T. Hancock) 
(C) 1403; investigation of, 1432; 
pituitary ‘and (A) 698; 
anxiety and (F. C. Eve) 660 ; teeth an 
(A) 750, 953; transport workers’ 
gastric disorders, Ii wa 87, 761 
clinical evidence and Collier} 
(C) 220, (H. J. Redden) (C) 412; 
tubercle’ bacilli in (A) 147, 
vitamins and, 1269; see also Ansemia, 
eee and Peptic ulcer 
Stone, see Bile-duct, Gall-bladder, and 


Ki 
Stopford J. S. ae health of medical 


students re 
Straker, E S E cough, 565 


Strangeways ‘Research Laboratory (A) | 


Stratford, H., on health services and 
general practitioner, 257 
h, see Physical education 
Strep ococcal SO aa rie ana 
of PE G Dodds) 1, aA w . Purdie and 
na M. Fry 18, 83, , P. Clark) 135, 
(A) 274, (B. 
-Archer and 


) 
1064, 1075, (L. Colebrook) (C) 1165 
1195, (L. Colebrook and A. W. Purdie j 
1237, 1291, 1251, (LA) 1258; epidemic, 
in hospital (N. L. Keevil and F. E. 
Camps) 207; of throat, scarlet fever 
and, 1269; types of streptococci in 
(C. Shaw) 1193; vores gangrenosa 
d . Banks and 
‘see also Puerperal infection, 
Rheumatism, and Throat 
Strom-Olsen, , Di R., sonfnifaine narcosis 
Stuart-Harris, C. H., on influenza, 321 
Students, medical—Austrian, number of, 
762; conference of, 553; examina- 
tions of (M. Greenwood and E. Lewis- 
Faning) 277 ; French, medical examina- 
tior of, 763 : German for, 1516; 
health of tras 529, (Sir E. Graham- 
Little) (C) 651, (W. Be (C) 11; 


(R. R. Prewer) ‘a. 8 jld (C) 712, (C.M 
Wilson) (C) 771 B. Stopford) į (C) 
880; pol tical SETA and (L A) 
858 ” (©) 990, (G. C OSa or) (C) 1217 ; 
students’ guide, 479, (A) 754, 1004: 


tour in Switzerland, 1285 ; women, at 
West London Hospital, $98, (A) 976, 
1038, (M. E. Shaw) (C) 1048’: see also 
Education, medica 
scout, Pa a) Era gb 
ymographie 
ane Poca a i, and. Waltz, G 
ntg ymograp sche eee 5- 
ae Innerer Organe (R) 854, 


. | Subarachnoid, see Intracranial ' 


Sudan medical service, 543, (A) 754 

Sugar-tolerance, see wig es 

Suicide, 1158, (PI) 122 

Sul heemoglobineemia oer methseemo- 
globinsemia, 120, 286, (H. E. Archer 
and G. Discombe) 432, 446, 898, 

(LA) 911, 1076, 1237, 1291 
Sulph honamide, see Chemotherapy 
Suphurerted hydrogen, toxicity of (A) 


15 
Superior longitudinal sinus thrombosis 
(A) 1498 


Suprarenal extract—in Addison’s disease 
J. F. Wilkinson) 61; standardisation 
ef Gi, Torok and L. Neufeld) 1485, 


spasm of, | 


J. E. McCartney) 


(A) 
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Supery e Abdoninel Surgery of Children 


Par neron We (R) 683; 
Art of Surgery (H. S. Souttar) (R) 
1379; congresses, 474, 1040, 1113, 


.1347 : in Spanish war, 360 ; Kirschner’s 
Operative Surgery (I. S. "Ravdin and 
M. Coates) (R) 1316; 
g ew Loose-Leaf Surgery (A. 
(R) 1142; eperative Surgery (J. S. 
Horsley and A. Bigger) (R) 326 ; 
Practitioners’ Library of Medicine 
and Surgery (G. Blumer and I. V. 
Hiscock) (R) 84; Rose and Carless’ 
Manual of Surgery (C. P. G. Wakeley 
and J. B. Hunter) (R) 582; Science 
and Practice of Surgery (W. H. C. 
Romanis and P. H. Miehiner) Se (R) 
1024; Surgeon’s Pocket Book ( 
(R) 1082; Surgery of te 
i System (G. E. 
Ross) (R) 806; sur- 
gical indications (Chirurgische Indika- 
tionen) (R. Nissen) (R) 1024; ak ore 
instruments, collection of (A) 149; 
Surgical Treatment (J. P. Warbasse 
and ©. M. Smyth) (R) 636, (C) 1166; 
Thoracic Surgery (F. Sauerbruch and 
L. O'Shaughnessy) (R) 1142; see also 
Histor medic Medicine’ and the 
Law, rthopeedics and Plastic surgery 
Surgical Instrument Manufacturers’ ABSO- 
ciation, 887, dinner, 998 
Sweden—undulant fever in (A) 860 
Swahili I eem (A) 333 
Swift, H. (O) 941 
Swift, Dame oe memoria service, 60 
. St. » death of, 864, (O) 


Sympathectomy—in cervical carcinoma | 
(T. F. Todd) 555; in hypertension 
(LA) 1497; relapse following (H. T. 
Simmons and D. Shee han) © 88, (Sir 
T. Lewis) (C) 938; Surgery of the 
Sympathetic Nervous ton (G. E. 
Gask and J. P. Ross) (R) 806 

Sympathetic system, see Nervous system 
and Sympathectomy 

E CAS as oe in, encephalitis 
and (A) 1262; congress on, 1516; 
eit Eoch cae glands and (G. Evans) 
256; expectation of life and, 1231; 
in American negroes, 778; latent (A) 
811, (G. Evans) ee 880 ; treatment of, 
759; yaws, bejel, and (A) 1087, (J. H. 
Sequeira) (c) 1456 ; see also Neuro- 
syphilis, Vaginal, and Venereal disease 

Syringomyelia, we Spinal cord 

Szent- -Györgyi, A - von, Nobel 
1090; on diabetic acidosis, 4} 
ayaa on sufficiency of a Rr DA 


Symmers, W 
g4 


Pee an (A) 


T 


TADO vaccine (S. G. Rainsford) (C) 


Tabes dorsalis, see Neurosyphilis 

Taha, M. M., pellagra in Egypt, 755,1188 

Tanner, F. W., Bacteriology: A Text- 
book of Micro- -organisms (R) 584 

Tar, see Cancer and Cancer of 

Taraporvala, F., All-India League of 
Health (C) 291 

Tavistock Clinic—lectures, 718; nervous 
disorder and industry, 1113; psychology 
of crime, 830 

Taylor, A. B., agranulocytosis, purpura, 
and tuberculosis, 73 

Taylor, N. B., and Best, C. H., Physio- 
ream Basis of Medical Practice (R) 


Pasion: S., scurvy and carditis (C) 653 

Teeth—cleaning of Bol) 235, (C. 
Daniels) OS 347, 1280, diet and, in 
Tristan da Cunha (A) 643, 1290 ; 
composition of, 118; Dental Surgery 
for Medical ‘Practitioners (B. A. 
Kopkin) (R) 1492; Dictionary of 
Dental Science and Art (W. A. Dunning 

and S. E. Davenport) sar ee Gabell’s 

Prosthetic Dentistry Allen) 
(R) ear: development of, 
in cites Pk) 9 hemorrhage following 
extraction of (PCP) 472, 1042, (J.L. D 
Buxton) 1208 (R. E. H. Simpson) (C) 
1278 ; Greenlanders, caries in 
(G. kroch: Lund) 977; ` post-normal 
occlusion (A) 975; stomach and (A) 
750, 953; Tissue Reactions in Bone 
and Dentine (A. Witon) (R) 967; 
see also Dental] 

Telephones, public, bacterial content of 
(J. T. Smeall) 77 

Temperament, see Nervous disorder 

Tennis elkow, 581 


GE 
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'Terman, L. M.—and Merrill, M. A.; 
‘Measuring Intelligence (R) 746; and 
Miles, C. O., Sex and Personality, 417 

Teschendorf, W., Lehrbuch’ der Rönt- 
genologischen Differentialdiagnostik der 
iri Tankungen der Bauchorgane (R) 

Testis — undescended, 980; see also 
Pseudo-hermaphroditism and Sex hor- 
Mones 

Tetanus, see Catgut 

Thayer, W. S. Tife and Convievions ‘of 
uam Sydney Thayer (E. G. Reid) 

Theobalds, A. F. (0) 1054 

Theophylline-ethylenediamine, see Res- 
piration 

Therapeutics—Materia Medica, Pharmacy, 
Pharmacology and Therapeutics ‘(Sir 
W. Hale-White and A. H. Douthwaite) 
(R) 909; Minor Maladies and Their 
Treatment (L. Williams) (R) 1197, (C) 
1339; Modern Treatment in General 
Practice (C. P. G. Wakeley) (R) 694; 
‘sera, state . control and, in France, 
349 ; Surgical Treatment (J. P. 
Warbasse and C.. M. Smyth) ( 636, 
(C) 1166; Treatment of Some C onic 

and “Incurable” Diseases (A. T. 


Todd) (R) 382; Vade Mecum ofj 


Medical Treatment (W. G. Sears) (R) 
24; Year Book of General Thera- 
peutics (B. Fantus and S. J. Nichamin) 
(R) 141; see also Chemistry, Drugs, 
and Post-operative 

Thevenin, J., on cartilage grafts, 933 . 

Tiloaui phate, see Skin 

Tno maB R . W., silicosis in lead miners,’ 


Thompson, A. R., pertussis endotoxin in 
whooping-cough, 733, (LA) 749 

Thompson, A Ralph, hypospadias, 429 

Thompson, o. isa K., spinal drainage in 
meningitis, 1242 

Thomson, A. De unusual illness with 
eosinophilia, - 9,- (LA) 2 

TRABON; F. G., on hydrological methods, 


Thomson, J. G. (0) 473 - 
Thomson, Sir. S., and Negus, V. E., 
Diseases of the Nose and ETEroat (R) 


197 
. Thomeon-Walker, Sir J., death of, 864, (O) 
940, 1450 


Thorax, see Heart and Lungs 

Thornton, J., Social Component in 

Medical Care (A) 203 

Threadworms, see Parasitic infection 
Throat—deafness and, 782, 882 ; Dinceses 
of the Ear, Throat, and Nose (J. D. 
McLaggan) (R) 1317; Diseases of the 
ne and Throat (Sir S. Thomson and 
V. E. Negus) fe) 197; Kirschner’s 
Operative Surgery (I. S. Ravdin and 
M. Coa tes) R) 1316; lympho- 


Török, G., extracts of suprarenal cortex, 
1485, (A) 1498 
Torticollis, cerebral changes in,’ 118 


Tow, À., Diseases of the Newborn (R) 1491. 


Toxicology, see Medico-legal '> 


Trades Union Congress, scientific advisers: 


for, 1285. 
Troni H., appeal for medical books: (C) 


Treatment, see Therapeutics 

Tredgold, "A. F., Textbook on Mental 

Deficiency (R) 325 

Treloar Cripples’ Homes (A) 916 

Trevan, J. W., on new remedies in clinical 
practice, 1490 

Trichinosis, see Parasitic infection 

Trichomonas vaginalis, see. Vaginal 

Tristan da Cunha, teeth in (A) 643, 1290 

Troncoso, M., Internal Diseases of the 
rye mnd Atlas of Ophthalmoscopy (R) 


Tropical medicine—fellowships in, 356; 
German awards, in England, 1206; 


medical careers’ in tropics (R. T. 


Leiper) 920 

Trotter, L. B. C., meaning of “ examined ” 
(C) 992, 1107 

Tr anosomlasis, senemotherary of (LA) 
7, (H. King, M Pa and W. 

Yorke) 1360" ana) 


Tuberculosis—B C G, 35 TA) 813, 1160; 

` Chronic Miliary Tuberculosis (C. Hoyle 
and M. Vaizey) (R) 1197; complaint 
against practitioner and (PCP) 285; 
conference on, at Lisbon (A) 814, 
(J. B.'McDougall) (C) oe control: or 
Tuberculosis in England, 
Present (G. G. Kayne) R 43155 
diphtheria prophylaciio and (PI) 50 
opidemiology of (A) 914; housing and, 
‘978; iù Army (PI) 231; in Australia, 
978; in Cyprus, 59; in’ France, 35, 

- 410, 1160, 1271, meningeal, 647; in 
hospital workers, 629; in India’ (A) 
149; in medical students (LA) 529; 
in, school-children, 153; in United 
States, 598; in Wales, 864, 1505; 
laryngeal, agranulocytosis, purpura, 
and (A. B. Taylor) 73 ; marriese and, 
978; merthiolate in (Š. L . Cummins) 
962 ; nutrition and, 153, 978; of bone, 
puncture in (C. R. Lavalle) 1299, (A) 


1325, (D. M. Aitken) (C) 1507 ; ‘of; 


cervical glands, ae 1136; of kidney, 
Siege following (W. S.-C. Copeman and 
muel) 190; of spleen (G. C. 
ever 1423, (A) "1441, (G. G. Kayne) 
. (C) 1510; propaganda and prevention 
of, 153; research fellowships in, 171; 
statistics of, 170 ; tuberculin tests, 35, 
410, (LA) 530, 598, 629, (A) 916, (Sir 
H. Gauvain) (C) 989, 1160, civil ser- 
vants and (PL). 1171, 1347 ; vitamin G 
and, 183; see also Bovine tuberculosis, 
Orthopsedics, Sanatoria, and— 


epitheliomate of (A) 641; needle in Tuberculosis, pulmonary—adult type of, 


M. Greenwood) 256 operation on, 
as death after (ML) 599 ;. sore, 
practitioner’s failure to visit and 
POP) 284; see also Rheumatism, 
treptococcal infections, and Tonsils 

Thrombosis—femoral (A) 1444; superior 

aon tudinal sinus (A) pene ; thrombo- 

itis obliterans (F. *Weber) 72, 

(AS 643; vertebral (D. Poek and 

G. E. Si myth) 614; seo also Arteries 
and Heart 

Thurston, G,, subarachnoid hemorrhage, 


119 

Thyroid gland—goitre, 212, 691, Nor- 
wegian survey of, 419; myxcedema' 
heart disease (C. Evans} 1300 ; therapy 
for premature babies, 449; Thyroid 
and its Diseases (J. H. Means) (R) 
968; thyroidectomy for heart disease 
(A) 28, Gee. marone chirurgicales du 
traitement de l’angine de la poitrine) 
(M. Bérard) (R) 694; thyrotoxicosis, 
1313, 1393; see also Cretinism and | 
Pituitary gland 

Tibia, Tent pee A UTR of, 1153, (A) 1261 

Timperley, W. A., on treatment of 
heamophilia, 262 

Tippett, G. O., continuity in ortho- 
pædics (C) 771 

Tonn ceo problem, 908 

Todd, A. T., Treatment of Some uronio 
and “ Incurable’ Diseases (R) 382 

Todd, T. F., relief of pain in carcinoma 
of ce , 555 

Tomas W., shock and allied conditions, 
14 


Tomography, see Radiography 

Tonale shost-wave diathermy for (A) 
333: see also Sinusitis, Streptococcal] 
infections, and Throat 
ople ley, W. oa incubation period of 

oia (C) 1399 


in child (J. S. Cookson) 906 ; peranulo- 
cytosis, ‘purpura, and (A. B. Tayor) 
73; bovine infection and (A) 120 
dispensary aae 154, aoea 
an 1077; earl diagnosis of (J. 
Matyo 186, (LA) 200, 978, (C. Wall) 
1033, 1077 ; lipoma and (D. ‘a. Hamil- 
ton) (C) 656; mediastinal tuberculosis 
and (A) 75 51; He been signs and 
A> art ae (C) 4 2; plasma pH in 
. (C. kin) 1191 ; prac Onor salleged 
fairare to diagnose (ML )} 1504; Recent 
Advances in Pulmonary Tuberculosis 


(L. S. T. Burrell) (R) skia- 


graphy in, 1375; vitamin C and 
M. A. Abbasy, L. J. Harris, and P. 
Ellman) 181; sea also— 

Tuberculosis, pulmonary, surgery of— 


(a) 1 (D.. M. Aitken) (C) 1507; 
PERLAN pha (A) 699; pneumolysis 
(LA) 748, 834, with extrapleural pneu- 
mothorax and oleothorax (B. Rhodes) 
16h A) 389; Recent Advances in 
Pul nan Tuberculosis (L. T. 
Burrell) } 1380; Thoracic Surgery 
(R ‘Sauerbruch and L. O'Shaughnessy) 
ve 1142; thoracic surgery clinic (A) 


Tucker, nad E., on athletic injuries to 
Tuft, L., Clinical Allergy (LA) 1026 


Tularseemia—spread of, gd unosua) 
noss resembling (A. 


Tumours—bone, 578; see also Cancer, 
‘Intracranial, and Nervous system- 

Turkey, cerebro-spinal fever in, 1467 

Tumbul, H. M.; newer electrocardio- 
gram, 1127, 1184 

Turner, G. G., on surgery of tuberculosis, 


Turner, H. M. S., road accidents (C) 881: 
Tweedy’s Practical Obstetrics: (B. 
Solomons and N. M. Falkiner) (R) 24 
Twining, E. W., on tomography, 1376 

Twins (H. H Newman, F. N. Fr 


eeman, 
and K. J. Holzinger) (R) 583, (A) 


588, (D. Jennings) (C) eae, (F. Cok e) 
(C) 655 (I. Yates) (C) 88 

Typhoid fever 
amide compounds in (M. Barer) 964, 
1076 ; Ororton epidemic, 1164, ‘1226, 
LA)’ 125 (PI) 1281, 1283, 1341, 
PI) 1346 3 347, 1397, (M. Greenwood, 

Watson, Ww. W. GC. Topley, an 


. Wilson) (9) 1399, (PI) 1407, on1408, 


immunisation and 

1346, (BAJ 1319, (Sir J. Ledingham 
A 402, (G. R. Osborn) (C) 1464, 
G. M. drsis) (C) 1454 ; decline in 
eath-rate, 1340; diet in, 690 

Smith) 686; in Amy, ta a 

1407; in Fran re in Penta 

hospital, 133% ir 1936,. 1272 ; liver 


extract and (A) 974; sea pollution and . 


(PI) 1459; vitamin C in, 411 


U ne ere 
t 
Umbellifers, sokoni (A) 458 

Undulant fever—Fouadin in (F. Young ung} 
134; goats, cows, and abortion (A 
917; imported cheese and (PI) .111; 

in childhood (D. Kato and C. R. Lane 

77, (A) 1090; in Sweden (A) 860; 
journal, 830; recognition of, 1352’; : 
sulphanilamide compounds ‘in (A) 


Unemployment—assistance (PI) 350, 
1051, 1111, 1224; ill health and, in 
America, 1097; ‘instruction centres, 
nutrition and medical care at (PI) 353, 
1406; sterilisation and, in Bermuda 
(PI) 1458; see also Depressed areas, 
Nutrition, ‘and Society 

Unfitness, see Physical education: and 
Nutrition 

United States—appendicitis mortality 
(LA) 970; bovine tuberculosis in, 
408; cancer research centre (A) 1206 ; 
education arty ae in (A) 699; o- 
novine (À) fover therapy 
poora A} 696, (E. Jackson) (C) 
89 hospital survey (LA) 329; Index 
Catalogue (A) 1087; hodic caro 
(Soala Component ot Medical. Care 


Mo 


1058; pneumonia control in m TBs 


1321; poliomyelitis (A) 203,’ 644, 
859, (LA) 1145; population problems 
a 402 ; £ sulphanilamide fatalities (A) 
976, 1175; syphilis in negroes, 778; 
tricbinosis in (LA) 585, (A): 750; 
venereal disease, 778, campaign agains 
(A) 204; vital statistics, 1232, 1397; 
. Women’s Medical Association, ' fellow- 
‘ship, 1228 


UNITED STATES, CORRESPONDENCE FROM. 
—Accidental deaths, 647 
Medica] Association, annual meeting, 
36—American Public Health Associs- 
tion, 936, 1097-——Bile salts for arthritis 
-1158—Examining boards in medical 
AR e 198—Health by radio, 
598—Hunt, J. R., death of, 648— 
Insulin, new compound of, 1333— 
Kellogg, V. L., death of, 64 8—Medical 
care, 936, 1097, health insurance, 
Saree EE of medicine and, 36, 

1158, 1450—Medical co 
in Rocky Mountaine, 462— er, 
death of, 647—Pneumonia, 
control of, 1098, 1269, 1333—Polio- 
myelitis, 1158—Radio- -activity, 1333— 
oche, J., resignation of, 1269— 
Scarlet fever, problem of. 1269— 
Sterilisation, 647 Sulph anilamfde 
fatatiies, 1098; 1213, drug control and, 
1333—S seve control of, .36, 
1214—Tuberc ulosis, 598 


P. Thoms 
jo Son, and S. McDonald). y Universities—combined hospitals uni- 


reli pW. J., test for Weil’s disease, 846 
Tu Atna, 782 


versity entrance scholarships, 415 


, deafness prevention versus | UNIVERSITIES.—Aberdeen : apromtment, 


1113; degrees, 168, 151 Adelaide 


690 ; Paolin in sulphon- `, 


American ` 
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Institute of Medical Science, 876— 


Birmingham : degrees, 113, 1516; 
diplomas, 113, 1516; lectures, 717— | 
Bristol, Long Fox memorial lecture, 
942—Cambridge : appointments, 113, 
347; degrees, 356, 942, 996, 1112, 
1227, 1347, 1463 ; donation, 942 ; 


415; 
Dublin : 
prizes, 
centenary ee 


lectures, 
medal, 830; ‘RAE list, 830; 
prize, 830—Liver ool, pass lists, 113, 
596. 1515—London : appointments, 
52, "168 415, 886, 997, 1055; degrees, 
297 ; 3 diploma, 1347; elections, 52, 
1112, 1502; exemptions, 415; fellow- 
ship, 297; lectures, 774, 886, 1112; 
me al, 415; pass lists, 168, 232, 297, 
2 1463; ’ professorships, 297, 1284 ; 
eadership, 415; scholarship, 1055; 
Studenta hi nB, 416, 1284; teachers 
recognised, 415—Manchester : appoint- 
ments, 53, 232, 1515; fellowship 
298; ‘pass lists, 168, 1515—National 
University of Ireland: appointment, 
1113; degrees, 1464; pass list, 113; 
studentships, 1113—Oxford : po int- 
ments, 717, 1055, 1172; 
52, 996, 1055, 1284, 1463; 
1055: election, 397 ; "fellowshi 8, 
` 996, 1409; lecture, 1055 ; Nuffield, 
Lord, donations by (A) 918, 1096 ; 
pass lists, 52, 1463; scholarship, 
1172—Queen’s University, Belfast : 
appointments, 356; degrees, 260 ; 
pass list, 113—Queensland, medical 
school, 817—St. Andrews, degrees, 113 
—Sheffield: appointments, 942, 1227, 
1463; pass list, 942; post-graduate 
clinics, 830 ; research grant, 942— 
Wales, pass lists, 113, 996, 1409 


University College 
school, 29 

Unregistered practitioners—herbalist and 
diphtheria death (PI) 1459; profes- 
sional regulation and (A) 27 5; un- 
qualified practice in Germany, 947 


donation, 


Hospital medical 


Ureters, transplantation of (E. H. R. 
Af ounyan) 191 
Urethra—rupture of, 980; see also 


Hypospadias 

Urinary infection—B. coli endocarditis 
and, 803; sulphonamide compouncs 
in (M. Kenny, F. D. Johnston, T. von 
Haoblor, and A. A. Miles) 119 (A) 146, 
432, (G. H. Jennings and G. Southwell- 
Sander) 898, (LA) 911, (M. Barer) 964, 
1076, (G. D. Wight) 1135; uncommon, 
septicemia and (E. R. ’ Hull, J. E. 
Howie, and H. Bean) Pi see’ also 
Gonorrhea, Kidney, and— 

Urine—reaction of, disease and, 1331 ; 
urea in, estimation of (S. W. Cole) 
575; see also Post-operative, Sex 
hormones, and Vitamins 

Uterus—cancer of, 226, 418, (A) 1151, 
relief of pain in (T. F. Todd) 555 ; 
discharge from, pruritus and, 1486; 
sl rer at of, 1138 ; fibroids, re- 
current (B Murless) "965; : me loa 
S A 447; sarcoma of (R.S 
Handley. and J. Howkins) 1180, 1246, 


V 


Vacancies, weekly lists of, 60, 115, 171, 
234, 299, 359, 416, 475, 554, 605, 659, 
722, 780, 832, 888, 948, 1001, "1060, 
1115, 1176, 1229, 1286, 1349, 1411, 
1468, 1522 

Vaccination—in Russia T 1327; of 
aoc ook yare employees (PI) 295; gee also 


Vede ecum of Mealea] 
(W. G. Sears) (R 

vagina ae ae BLA intolerance 
and (C H. Campbell) 688, (M. C. W. 
Long) is 828 : speculum (S. Jaswonsky) 
(NI) 449; see also Gonorrhea and 


Vulva 
Vaizey, J a7, AT; acs syndrome (C) 1218; 
Howls Chronic Miliary Tuber- 
anlbeie 1187 


Treatment 


‘decrees | 


Vallery-Radot, P., Mauric, G. and 
e. Holtzer, Lanaphylaxie expéri- 
mentale et humaine 
Vance, M., Gonzales, T. i and Hepburn, 
ae Legal Medicine and Toxicology (R) 


4 

Varicella, see Chicken-pox 

Varicose, see Veins 

Vascular, see Arteries, Blood pressure, 
and Veins 

Vasodepression, see Blood pressure 

Vasopressin, see Pituitary gland 

Veins—varicose ulceration, arthritis and 
(J. B. Oldham) 576; venous hum 
(J. Mirvish) (C) 42; see also Arteries 
and Intravenous 

Venereal disease—course in, 774; divorce 
and (PI) 165, 229; Imperial Social 
Hygiene Congress (A) 94; in France, 
campaign against, 35, medical inspec- 
tion of brothels and, 213; in Scan- 
dinavia, 170, notification of (A) 204; 
in United States, 778, campaign against, 

» (A ; 8, 1214; see also 

Gonorrhea and Syphilis 

Ventriculography, see Intracranial 

Vertebral thrombosis (D. Sheehan and 
G. E. Smyth) 614 

Veterinary, see Animals 

Vial, Vignes, H., and Hanouin, F., 
Maladies des femmes enceintes (R) 1023 


VIENNA, CORRESPONDENCE FROM. — 
Abortion, law on, 211—~Artificial py- 
rexia, 1392—Aural conditions, 1392— 
Census 762—Drug laws, 1332—Gaert- 
ner, G., death of, 1332—Goitre in 
animals and man, 212—Health insur- 
ance statistics, 1332—-Hygiene, lecturer 
in, 1393—Medical students and grad- 
uates, increase in, 762—Post-graduate 
lectures, 1392 — Practitioners, war 
memorial to, 763— Röntgen Society, 
409—Short-wave congress, 408 


Vignes, H., Hanouin, F., and Vial, G., 

Maladies des femmes enceintes (R) 1023 
Viruses—cancer, 461, (LA) 455, be an 

. Ahlström, U 

. Gye) 893, (LA) 913, i139 
(A) i336 encephalitis, 407; fluores- 
cence microscopy and (F. ' Himmel- 
weit) 444; influenza, 321; Ee norn tory 
Outline in Filterable Viruses (R. R. 
Hyde) (R) 584; lymphadenoma, 1253 ; 
nature of (LAY 25, virus diseases and, 
1139; prontosil and, 810; psittacosis, 


1477; pneu manent (G. H. Eagles, 
P. R. Evans, G. T. Fisher, and 
rf P EAS 2s (A) 752 ; yellow fever, 
Wisccrs! pain apala 
Vital st istics —ĉenera] Register Office, 


in Australia 
Mortali a 


(A) 10°30, 12 
arbados (PI) 232 ; 
certification and 
708; in olea ror in India (LA} 
912; in Irish Free State, 818; in 
London, 1163; in Northern Ireland, 
360; in United States 1232, 1397; 
Registrar-General’s Statistical ` Review 
of England and Wales (a) 1205, (PI) 
1224; see also Birth-rate, Maternal 
mortality, Population, as Public 
ea, 
Vitamin A—deficiency, dark adaptation 
ang, 140, test of, school-children 
’K. Maitra and L. J. Harris) 1009, 


ay 12 (A) 1090 ; Karrer, P., work 
o 
Vitamin B—Karrer, P., work of (A) 


1205; see also Anemia and Pellagra 
Vitamin C—ca pillary fragility and (G. F. 
Göthlin) 703. carditis and (S. Taylor) 
C) 653; diabetes and (A) 1384; 
phtheria toxin and (A) 1149; gastro- 
duodenal ulceration and (A) 1029; 
hæmorrhagicstatesand, 261; Haworth 
W. De work of (A) 1205; ; infection and 
(M. A. Abbasy, L. J. Harris, and N. 
Hill) 177, (M. A. Abbasy, L. J. Horta, 
and P. Elman) 181, (L. J. Harris, 
R. Passmore, and W. Pagel) 183; 
sufficiency of (A) 1443, (S. S. Zilva) 
(C) 1509; synthetic, inadequacy of 
(A. Elmby and E. Warburg) 1363; 
Szent-Gyérgyi’s work on (i 1090 ; 
typhoid fever and, 411; e test 
(L. J. Harris and M. A. Abbasy) 1429; 
wcopmie coun and (LA) 749, (A) 


11 
Vitamin E shell and (A) 974; 


see also Bon 

Vitamin E, ‘pitultaty and (M. M. O. 
Barrie) 251 

Vitamin F, colds and (A) 274 


Vitamin P.P., see Pellagra 


ane a lags ee and (A) 1262; 


Avitaminoses : Eddy and G. 
Dalldorf) (R) s: dyspepsia and, 
1269; eyes and, 140 ; heemorrhagic 


states and, 261; in foodstuffs, table of 
(A) 861; in winter milk, A.I.V. process 
and A) 1324: see also Nutrition 

Vivisection, see Animals 

Vocational ‘guidance, 349, 761 

Voelcker, J. A., death of "1152 

Vogler, P., Die Prophylaxe der Schlaf- 
störung (R) 451 

Voluntary Useful Aids, 59 g 

Vulva, pruritus of (A. 'Savill) 1486 


W 


Wait, O. D nope and diet in Northern 

Wakeley,. © B G., gall-bladder, 1413; 
Modern Treatment in Goneral Practice 
(R) 694: and Hunter, J. B., Rose and 
Čarless’ Manual of eat eg (R) 582 

Wales—midwifery in (PI) 166, lack of 
hospital provision and (PT) 1171, 
1514; public peel in, 405; tuber- 
culosis in, 864, 

Walford, E. (0) 306 

Walker, K., orogen ony, in pseudo- 
hermaphroditism (C) 218 

Wall, C., History of the Surgeons’ Com- 
pahy 1745-1800 (A) 813; pulmonary 
tuberculosis, 1033 

Wallace, Sir C., function of medical school, 


Wallace, H. L., on moaned. cow’s milk 
for infants 22, (A) 458 
ve F. M. R., on intracranial tumours, 


wand, S., on instruction in medical ethic, 


War—medical Sa ae and (S. Hastings 
and C. Brook) (C) 1338, (S. Churchill) 
(C) 1456 ; Organisation, Strategy and 
Tactics of the Army Medical Services 
in War (T. B. Nicholls) (R) 635 ; 
psychology of, British Medical Associa- 
tion on, 259; see also Abyssinia, 
China, FORON: Pensioners, and Spain 


Warbasse P., and Smyth, C. M., 
Surgical treatiient R) 636 
ascorbic acid as anti- 


Warburg, E., 
scorbutic, 1363 

Wards, see Hospitals 

Warner, C. G., strength tests, 1328 

Warts, see Shin 

Water-supplies—poison gas and, 411; 
pollution of (PI 2h 1409, ’ micro- 
scopic algæ an purity of, 
pospone by for (PI) Seid, see also 
Typhoid fever 

Wat ororons, typhoid and (PI) 1347, 


14 
Waterfield, N. E., on health services in 
Russia, 1288 
Watson centenary 1232 
Watsons ie . incu ation period of typhoid 
Watdon Williams, E., influenzal menin- 
gitis, : 1430 
H. (0) 715 


Watt, A 

Watts, A M., on hearing aids, 193 

Webb S., and B., Soviet Communism : 
a New Civilisation (LA) 1147 


WEDD -Johnson, Sir A., “and a now,” 
Weber, F. P., thrombo-angiitis obliterans, 


Weber p Weltz, G. A., and Stumpf, 
Rostgenks mographische Bewegungs- 

Pare Lanaren Organe (R) 854, (A) 859 

Webster, R. C. sulphanilamide for 
gonorrhea (C) 1049 

Weevils, gas-attacks on (A) 205 

eee see Nutrition, Obesity, 

ancy 

Weills a discasé: por for (J. Smith and 
W. J. Tulee) ) 846 

Weinzirl, J., General eee and Pre- 
ventive Medicine (R) 1380 
eir, J. H., subcutaneous emphysema 
in diphtheria, 740 

Welch, and Flexner, S., Adaptation 
in Pathological Processes (R) 1316 


and 


Wells wey g ,and Wells, G. P., 
Biology a the Human Race 664 
Welsh National School of Medicine— 


opening address, 830, 891; pass list, 


7 
Weltz, G. A., Stumpf, P., and Weber, 
H. H., Röntgenkymographische 
Bewegungslehre Innerer Organe (R) 
854, (A) 859 


, 
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Werner, A. A., Endocrinology : Clinical‘ 


Application. and Treatment (R) 23 
Woron, A., low back and sciatic pain, 


Weetninster Hospital medical school— 
dinner, 553; opening address, 868 
Ah oleae 1 s. ., Whooping-cough, 565 
e ka Ca oes ea Doctor? 663 
Whipple i Nelson’s New Loose- 
" Leet eas RN 1142 
Whitby, E. oe ansemias, 


L. 
871; and Britton, C . J. O., Disorders | 


of the Blood (R) 


"W nguinale, 118 N., lymphogranuloma 
e 
Whitwell, J Historical Notes on 
Maweh y a 268 


Whooping-co 


Straker and J. Westwater) 565; 
imm 


pertussis (J. O. Cruicksh an 
Freeman) 567 ; lencocytosis and (W. 3 
Pearson and’ G. A Novan 
pertussis endotoxinin Fiore 
. EAG RA Mg tA) 14 a, NUH vitamin 
Waata absorption - and 


excretion ofiron, Me (A) 860 ; alkalosis 
and kidney tunctions, 247; ’ nutriti 
and gieti in 3 orthorn India, 1445 
Wiggers, Physiology in Health 
Sore Paise Th 197 
te tits De "Brocoptesine in hemorrhagic 
Wiles, arches of the feet (C) 989; 
on radioa profession and peace, 10 37 
Wilkie, Sir D., on cholcoyatitis, 577 ' 
Wilkins, E. essing ue om: of 
achool- children, 1265, (LA) 1257 
Wilkinson, J. F., apl lastic and achrestic 
ansemias (C) Eya ; suprarenal extract 
in Addison’s disease, 61 
Wilkinson, K. D., 


. 633 
we patient’s, signed by doctor (ML) 


Willcox, A., pneumothorax and bullous 
emphysema, pl (A) 1202 
Williams, B., ulphonsmide compounds 
in obstetrics, sP 0) 3 


ion 


on circulatory failure, 


Williams, D z, Mauftiple ane: EE 955 

Williams, gic Memoirs,” 
476 

Williams, H., on propaganda against 


tuberculosis, 1 
Wiliams, L., Minor Ma ert and Their 
Treatment’ (R) 1197, (0) 1 
illtams, P., effect of physical exercises 
' on women, 833 


Williams, P. O., prolongation: o T of | 


ta extract, 309, (A 
wiliamson-Nobi ble, F. 1 REE lenses 


)1 
L., on ag in pr 265 
wits, L preesure-infltsation 


h—diagnosis of (E. A. 


| 
Wilson O; 
N air er naa, 1445 


Wilson, : Hi. “nnusual. illness ‘with 
eosinophilia, 9 (LA )26; and Blundell, 

| R. H., Trial of Buck Ruxton (R) 85 

wre 1398 Se incubation period of typhoid 

Wilson, P 3 E., on tuberculosis in school- 
ee 

Wilson, J ? petter fo’c’sles (C) 990 

Wilbon.. g Gy intestinal obstruction, 


Wilton, A. ‘Tissue Pima in Bone 
and Dentine 2, (R) 06 
Wimmer, A 


Windeyer,. B. We. on tuberculous glands 


in neck, 1 
Winterstein, Orn AS E., be ead injurics from 
ier Side of Medical 
.—William Withering (L. H. 


Witness, see Evidence 

Witry, H. al, annou te Apone emphysema 
in diphtheria (C) 104 

Wien ower E on enantlees and bodily 
functions, 86 ; psychological factor in 
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